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Legislative Mandate

Chapter 177 of the Acts of 2022
(An Act to Address Barriers to Mental Health)

SECTION 75.  There shall be a special commission to study and make recommendations on the establishment of a common set of criteria for providers and payers to use in making medical necessity determinations for behavioral health treatment.
The commission shall consist of the following members or their designees: the commissioner of mental health, who shall serve as chair; the commissioner of insurance; the director of the bureau of substance addiction services within the department of public health; the assistant secretary for MassHealth; the executive director of the group insurance commission; and 17 members to be appointed by the chair: 1 of whom shall be a representative of the health policy commission; 2 of whom shall be representatives of the Massachusetts Psychiatric Society, Inc., 1 of whom shall specialize in the treatment of children; 2 of whom shall be representatives of the Massachusetts Psychological Association, Inc., 1 of whom shall specialize in the treatment of children; 1 of whom shall be a representative of the Massachusetts Society of Addiction Medicine, Inc.; 1 of whom shall be a representative of the National Association of Social Workers, Inc.; 1 of whom shall be a representative of the Massachusetts Mental Health Counselors Association, Inc.; 1 of whom shall be a representative of the Children’s Mental Health Campaign; 1 of whom shall be a representative of the Association for Behavioral Healthcare, Inc.; 1 of whom shall be a representative of the Massachusetts Association of Behavioral Health Systems, Inc.; 1 of whom shall be a representative of the Massachusetts Health and Hospital Association;; 1 of whom shall be a representative of the Massachusetts Association for Mental Health, Inc.; 1 of whom shall be a representative of the National Alliance on Mental Illness of Massachusetts, Inc.; 1 of whom shall be a representative of the Massachusetts Organization for Addiction Recovery, Inc.; 1 of whom shall be a representative of Blue Cross and Blue Shield of Massachusetts, Inc.; and 1 of whom shall be a representative of the Massachusetts Association of Health Plans, Inc..
The commission’s review shall include, but not be limited to: (i) existing reference sources or services utilized by payers to make medical necessity determinations for behavioral health treatment; (ii) commonly accepted treatment guidelines and standards of care utilized by behavioral health providers and the evidentiary basis for those guidelines and standards; (iii) the feasibility of establishing a common set of medical necessity criteria that behavioral health providers and payers can agree to and any barriers to this task; and (iv) the experiences of other states in addressing the standardization of medical necessity for behavioral health.
Not later than 1 year after the effective date of this act, the commission shall submit its findings and recommendations, together with drafts of legislation or regulations necessary to carry those recommendations into effect, to the clerks of the senate and house of representatives and the joint committee on mental health, substance use and recovery.


Introduction

State and federal laws require health plans to cover behavioral health services and treatment that are medically necessary but permit health plans to deny coverage if the health plan determines that the service or treatment is not medically necessary.  Health plans use medical necessity criteria to make service determinations on a specific member’s prior authorization or claim submission. Massachusetts defines medically necessary services as, “health Care Services that are consistent with generally accepted principles of professional medical practice as determined by whether: 
(a) the service is the most appropriate available supply or level of service for the insured in question considering potential benefits and harms to the individual;
(b) is known to be effective, based on scientific evidence, professional standards and expert opinion, in improving health outcomes; or 
(c) for services and interventions not in widespread use, is based on scientific evidence.[footnoteRef:2]” [2:  211 CMR 52.02] 


Health plans are required to develop, share and apply medical necessity criteria, based on generally accepted standards of care in accordance with federal and state statutory and regulatory requirements[footnoteRef:3]. [3:  Commercial health plans: MGL Chapter 176O, 211 CMR 52.00.  Medicare: Title XVIII of the Social Security Act, Section 1862 (a) (1) (a).  Medicaid:  federal requirements contained in Section 1905 of the Social Security Act but medically necessary services for Massachusetts Medicaid members defined in state regulation at 130 CMR 450.204.] 


Clinicians report a variation of medical necessity determination criteria and rules across health plans which can result in burdensome, costly administrative requirements and delays in care.  Health plans report that they develop and apply medical necessity criteria, based on generally accepted standards of care and pursuant to statutory and regulatory requirements, to ensure behavioral health treatment is safe, evidence-based, high quality, necessary, and cost-effective.

Given the important role medical necessity determinations play in the delivery and payment of behavioral health care, determining whether specific member treatment (e.g., level of care, frequency, etc) will be covered, the Massachusetts Legislature charged the Special Commission (referred herein as the “commission”) with evaluating the feasibility of moving Massachusetts to a common set of medical necessity criteria for behavioral health services. 

The commission was composed of public officials from the Massachusetts Department of Mental Health (DMH), Division of Insurance (DOI), Group Insurance Commission (GIC), Department of Public Health (DPH) Bureau of Addiction Services, and the Health Policy Commission (HPC); 10 provider/trade organization representatives, 4 advocates/consumers, and 2 health plan representatives. 

This report summarizes the commission’s approach to fulfilling its charge, describes findings from its review, and includes recommendations that commission members proposed, regardless of whether such recommendations were endorsed by a majority of commission members. 

While commission members agreed that a common set of behavioral health medical necessity criteria could be valuable and helpful, they were not able to achieve consensus around the feasibility of creating these standards for the commonwealth.  

At the December 20, 2024, meeting, commission members present unanimously voted to submit the final report to the Legislature.



Commission Members & Meetings


Pursuant to the legislation, Department of Mental Health Commissioner, Brooke Doyle, chaired the commission and facilitated meetings.  The commission operated in accordance with the Massachusetts Open Meeting Law.  The complete list of commission members included: 
	Member Name / Seat

	Brooke Doyle (chair) M.Ed, LMHC,  – Department of Mental Health (DMH)

	[bookmark: _Hlk136598842]Niels Puetthoff – Division of Insurance

	Erica Weil, LICSW – Bureau of Substance Addiction Services 

	*Vacant – MassHealth

	Matthew Veno, MBA– Group Insurance Commission

	Nancy Ryan, Esq., MPH – Health Policy Commission

	Grace Chang, MD, MPH, DLFAPA – MA Psychiatric Society
**Lisa Simonetti

	John A. Fromson, MD – MA Psychiatric Society, Child/Adolescent, Addiction

	Carolyn Snell, PhD– MA Psychological Association, Child/Adolescent

	Andrea Barnes, PhD – MA Psychological Association

	Peter Friedmann, MD – MA Society of Addiction Medicine

	Jen Erbe Leggett, LICSW – National Association of Social Workers

	Midge Williams, LMHC – MA Mental Health Counselors Association

	Wells Wilkinson, Esq.– Children’s Mental Health Campaign

	Joseph Shrand, MD – Association for Behavioral Healthcare 

	Susan Szulewski, MD – Massachusetts Association of Behavioral Health Systems
**David Matteodo, MPH

	Rohn Friedman, MD – Massachusetts Health & Hospital Association

	Danna Mauch, PhD – Massachusetts Association for Mental Health

	Jacqueline Hubbard, Esq. – National Alliance on Mental Illness of Massachusetts 

	Maryanne Frangules – MA Organization for Addiction Recovery

	Gregory Harris, MD, MPH, DFAPA – Blue Cross Blue Shield of Massachusetts
**Paul Jones, Esq.

	Sarah Chiaramida, Esq. – MA Association of Health Plans



*Initially filled but the seat was vacant at the time of report submission
**Unofficial designee





The commission convened in November 2022 and held twenty meetings:

	Date
	Topics Discussed

	November 18, 2022
	Introductions, Scope of Work, Framework, Future Meetings

	December 16, 2022
	Environmental Scan: Massachusetts, New York, California

	January 20, 2023
	Division of Insurance Regulatory Presentation, Blue Cross Blue Shield Medical Necessity Presentation

	February 17, 2023
	Health Payer/Provider Medical Necessity Survey:  Prioritization of Services and Questions to Ask

	March 17, 2023
	Finalize Survey	

	April 21, 2023
	Distribution of Survey, Response Time, Review Process

	May 19, 2023
	Vote on Final Survey, Process for Review, Future Meeting Topics

	June 16, 2023
	How to Summarize Survey Data, NASMHPD Survey Results, How to Approach Medical Necessity Criteria

	July 21, 2023
	Health Equity & Race, Survey Findings

	August 18, 2023
	New York State Regulatory Review Process, Uniform Medical Necessity Standards, Report Development

	September 15, 2023
	Creation of a Health Equity Subcommittee, Medical Necessity Criteria, Plan to draft Report

	October 20, 2023
	Review of Survey Findings, Uniform Medical Necessity Recommendation

	November 17, 2023
	Feasibility of Uniform Medical Necessity Criteria

	January 19, 2024
	Recommendations

	March 15, 2024
	Recommendations

	April 19, 2024
	Recommendations

	May 17, 2024
	Recommendations

	September 20, 2024
	Report Contents & Recommendations

	October 18, 2024
	Report Contents & Recommendations

	December 20, 2024
	Vote on Final Report





Massachusetts Regulatory Framework
       
Nearly all Massachusetts residents are enrolled in a health plan through the commercial marketplace, Medicaid, and Medicare[footnoteRef:4].  Each commercial health plan operating in Massachusetts is required to develop medical necessity criteria in accordance with national accreditation standards, federal law, and state law/regulatory requirements to make coverage determinations for its members.  [4:  The Massachusetts 2023 Health Insurance Survey.  The Survey is a statewide, population-based survey used to track and monitor health care coverage, access, and affordability trends in Massachusetts.] 


Applicable Massachusetts Medical Necessity Laws & Regulations 
(Fully-Insured Commercial Health Plans)
	MGL Chapter 176O, Section 16(b)
	Clinical decisions regarding medical treatment made by treating physicians; payment for health care services ordered by treating physician or primary care provider

	211 CMR 52   
	Managed Care Consumer Protections & Accreditation of Carriers

	211 CMR 154  
	Enforcement Of Mental Health Parity

	958 CMR 3.101
	Health Insurance Consumer Protection

	Mental Health Parity DOI Bulletin 2013-06
	Compliance with Mental Health Parity Laws



The Massachusetts Division of Insurance (DOI) is charged with providing regulatory oversight of fully-insured commercial health plans, which includes ensuring commercial health plans comply with requirements for medical necessity and utilization management, mental health parity, and national accreditation.   The federal government, through the Centers for Medicare and Medicaid (CMS), requires its Medicare and Medicaid health plans to determine whether services provided to their beneficiaries are medically necessary.  States, including Massachusetts, may establish medical necessity criteria for its Medicaid members (see 130 CMR  450.204).           

Commercial health plans must be accredited by the Bureau of Managed Care within the Division of Insurance every two years and demonstrate evidence of accreditation by a national organization such as the National Council on Quality Assurance (NCQA), Utilization Review Accreditation Commission (URAC) or the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).  This includes following reasonable processes to establish and implement medical necessity criteria. 

Pursuant to state law[footnoteRef:5], commercial health plans are required to develop medical necessity guidelines with input from practicing physicians and participating providers in the health plan’s or utilization review organization’s service area under the standards adopted by national accreditation organizations.  The guidelines must be evidence-based, applied consistently, and updated at least once every two years or more often as treatments become generally accepted professional medical practice.  Finally, prior to implementation of any new or amended criteria, health plans must assess the guidelines to show compliance with state and federal mental health parity requirements.     [5:  MGL Chapter 176O, section 16; MGL Chapter 176O, section 12.] 


Commercial health plans must also meet state transparency requirements pertaining to their medical necessity guidelines.[footnoteRef:6]  In accordance with state law, non-proprietary medical necessity criteria must be made easily accessible and up-to-date on a health plan or utilization review organization’s website to insureds, prospective insureds, and health care providers. New guidelines or amended guidelines may not be implemented unless they are updated on the health plan or utilization review organization’s website.  [6:  MGL Chapter 176O, section 16; MGL Chapter 176O, section 12. ] 


A health plan is not required to disclose licensed, proprietary criteria purchased by a carrier or utilization review organization on its website, but must disclose such licensed, proprietary criteria relevant to particular treatments and services to insureds, prospective insureds and health care providers upon request.  Any criteria used to deny a service must be provided to an insured or authorized representative with a notice of adverse determination.[footnoteRef:7]  [7:  Commercial health plans use medical necessity criteria to make initial coverage decisions as well as decisions rendered as part of the member appeals process. When issuing a final adverse determination, commercial health plans are required to provide members a copy of any applicable clinical review criteria used in the appeal process. 958 CMR 3.307. ] 


Further, commercial health plans are required to provide medical necessity criteria to the Division of Insurance and the Office of Patient Protection (OPP) upon request. OPP annually requests submission information relating to medical necessity criteria from commercial health plans.[footnoteRef:8] Commercial health plans are required to submit a list of medical necessity criteria by category of service and the website where those criteria may be accessed. For proprietary criteria, commercial health plans are required to authorize and direct vendors to release those criteria to OPP.  [8:  See, OPP Memo dated October 12, 2023, Submission of Information related to Medical Necessity Criteria pursuant to M.G.L. c. 6D, §16] 


Commercial health plans use medical necessity criteria to conduct utilization management. In making determinations of medical necessity, the plans must apply the criteria in a manner that considers the individual needs of the insured. Insureds may appeal a determination that a requested service is not medically necessary, and reviewers, who must be actively practicing health care professionals in the same or similar specialty not involved in the previous denial, use the plan’s medical necessity criteria to decide the appeal.[footnoteRef:9] An insured may pursue a second-level, external review where the reviewer at this stage does not rely on the health plan’s medical necessity criteria. The external reviewer, who also must be actively practicing health care professionals in the same or similar specialty, instead uses the statutory definition of medical necessity to determine whether the health plan’s denial should be upheld or overturned.[footnoteRef:10]  [9:  958 CMR 3.306. ]  [10:  958 CMR 3.415. ] 



Findings & Discussion Points
       
As part of its study, the commission conducted an environmental scan of local and national medical necessity statutory/regulatory requirements.  In addition, the commission developed a non-scientific survey that they distributed to commercial health plans and select health care providers operating in Massachusetts[footnoteRef:11].  The purpose of the survey was to identify behavioral health medical necessity criteria used by commercial health plans and health care providers.  This investigation was designed to help the commission assess the degree of variation across the system. The findings summarized below are based on these activities as well as commission discussions (see commission meeting minutes in appendices) that emerged during the process, organized by the legislative charge:  [11:  In May 2023, the commission issued its informal survey to health plans, hospitals, and behavioral health clinic providers.  The commission received a total of 26 responses:  5 responses from health plans and third-party behavioral health managers, 13 acute & free-standing hospitals, 8 outpatient clinics, none from any independently licensed practitioners.   While the survey received limited response from behavioral health providers, it did receive responses from major Massachusetts health plans and behavioral health managed care organizations who represent a large portion of the Massachusetts insured population. 
] 


(i) existing reference sources or services utilized by payers to make medical necessity determinations for behavioral health treatment
· Health plans purchase medical necessity behavioral health criteria from national, third-party commercial vendors and, in some instances, develop their own clinical policies for certain discrete behavioral health services (e.g., Electroconvulsive Therapy) and to customize for local practice.
· Most health plans responding to the survey utilize the American Society of Addiction Medicine (ASAM) medical necessity guidelines for the treatment of substance use disorders.
· For determining medical necessity for mental health services, about half of responding health plans report using InterQual and half use the Level of Care Utilization System (LOCUS) or comparable age-appropriate nonprofit professional medical specialty guidelines, with only one carrier reporting use of criteria created inhouse for residential and outpatient care. 
· Commercial health plans generally align their medical necessity criteria across all of their lines of business (e.g., fully-insured, self-insured, government funded health plans). 

(ii) commonly accepted treatment guidelines and standards of care utilized by behavioral health providers and the evidentiary basis for those guidelines and standards
· The survey indicated variation in health care provider use of medical necessity or other clinical criteria to determine professional standard of care as well as insurance coverage. 
· 21 different health care providers responded to the survey. See Appendix 2.     
· For treatment of substance use disorder, most health care providers report that they rely on the ASAM medical necessity guidelines.  Pursuant to Chapter 258 of the Acts of 2014 (Substance Abuse Recovery Act), fully-insured commercial health plans, GIC plans and MassHealth plans must defer to treating clinicians decisions regarding medical necessity for the first 14 days of treatment after admission for acute services and crisis stabilization services for the treatment of substance use disorders.  Health plans may engage in utilization review after 14 days of treatment.
· For the treatment of mental health conditions, health care providers report using clinical judgement based on their education, training, and experience.  Additionally, they use professional guidelines (e.g., American Psychiatric Association) and evidenced-based instruments (e.g., Columbia Suicide Severity Rating scale) to assess patients and make clinical decisions. 
· Some health care providers indicated that they utilize standards and criteria from Medicaid, Medicare, and commercial health plans to identify what care will be covered by their patients’ respective health insurance coverage.

(iii) the feasibility of establishing a common set of medical necessity criteria that behavioral health providers and payers can agree to and any barriers to this task
· Commission members discussed the value of having consistent medical necessity criteria across health plans. Some members claim moving toward a common set of behavioral health criteria could potentially achieve administrative efficiencies, while also creating a common understanding for all involved – patients, clinicians, and health plans – of how medical necessity determinations are rendered. 
· [bookmark: _Hlk175755813]The commission did not thoroughly examine the feasibility of Massachusetts moving toward a single set of medical necessity criteria in terms of the legal, operational, or other policy implications.  
· The state’s regulatory reach extends to nearly half of the Massachusetts insured marketplace: the fully insured commercial health plans (20% of market), the MassHealth Program (25% of market), and the Group Insurance Commission (self- insured health plan for state employees). The state does not have authority over Medicare or self-insured health plans (except for the Group Insurance Commission) that are regulated pursuant to ERISA.  As such, some members of the commission suggest considerable administrative complexities would still exist.
· To fully understand the impact of adopting a common set of medical necessity criteria, a third party, such as the Massachusetts Health Policy Commission, should conduct a comprehensive study.

(iv) the experiences of other states in addressing the standardization of medical necessity for behavioral health
· The commission is not aware of any state that requires commercial health plans to use a specific medical necessity set/instrument for behavioral health services; other than some states (e.g., Kentucky, Illinois, Delaware, New Hampshire) which require health plans to use the ASAM guidelines for the treatment of substance use disorders. 
· A few states, such as New York and California, issue guiding principles.  Health plans must align their medical necessity criteria with such guiding principles. They further impose enhanced regulatory oversight to ensure a commercial health plan’s medical necessity criteria comply with the principles and mental health parity laws.  Of all the states, New York has adopted the most rigorous regulatory review process.  
          
Recommendations
       
It is important to note that the list of recommendations presented below do not represent a consensus position and the votes taken reflected the conflicting viewpoints that were prevalent throughout commission’s deliberations and across stakeholders represented on the commission.      
Commission members did not unanimously approve any recommendations proposed by commission members.  In the interest of transparency and to give voice to all commission members, recommendations that were formally presented before the commission are detailed below, including recommendations that were not endorsed by the majority.  

A majority of commission members accepted the following recommendation:

1. The Legislature should require minimum standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible.
(10 Yes, 2 No, 1 Abstention)


Discussion:  This recommendation was largely endorsed by commission members representing health care providers and consumers.  The commission did not propose which entity would choose or develop the criteria, how the criteria would be selected, or the frequency with which the criteria is to be evaluated. Members representing health plans expressed concerns with this recommendation because the commission did not thoroughly evaluate the feasibility (i.e. legal, operational, policy, market impact) of moving Massachusetts to a common set of criteria and such a requirement would not apply to all health plans participating in the Massachusetts market. 


The commission rejected the following recommendations:

2. A common medical necessity criterion can be established with the contribution of clinicians, patient advocates, those with lived experience, and insurance companies. Such medical necessity criteria shall be drawn from curated current medically necessity criteria from insurance companies, addressing health care services or supplies needed to diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted standards of medicine, and integrated with any novel contributions from the members of the medical necessity committee.
(3 Yes, 9 No, 1 Abstention)

Discussion:  Commission members felt this recommendation was too complicated and inconsistent with its legislative charge. 

3. [bookmark: _Hlk175042399]a) 		Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care consistent with mental health parity.
b) To achieve the goal of equitable, and evidence-based delivery of behavioral health care, health plans and providers shall utilize nationally based criteria for medical necessity for behavioral health care services. 
c) There shall be a process, led by the state to enable local health care providers and payers, to annually review the criteria to enable providers to offer feedback on the national criteria utilized by health plans, to propose modifications to more closely align with local practice, and to educate providers on the criteria, including how to view the criteria and how to use it.
(3 Yes, 7 no)

Discussion:  Members of the commission representing commercial health plans offered this recommendation to achieve near consensus.  While members overwhelmingly supported requirements contained in (a) and (c), particularly around health care provider inclusion in the development of criteria, some strongly rejected the use of nationally based medical necessity criteria described in (b).  Ultimately, health care providers indicated Recommendation #3 did not address the issue of uniformity but rather the status quo in terms of current health plan practices.




Glossary

	Behavioral Health Services/Treatment


	
	Care and services for the evaluation, diagnosis, treatment or management of patients with mental health or substance use disorders.



	Commercial Health Plan
	
	In this report, a “commercial health plan” refers to any non-government funded or subsidized insurance product or insurance plan offered by a health insurance company, carrier, health maintenance organization, or preferred provider organization.



	Fully-Insured
	
	A health insurance plan purchased by an individual, a family, an employer, or another entity.  The purchaser of the health insurance plan pays premiums to the insurance company and, in return, the insurance company pays the claims for certain health care services.  Fully-insured plans can be regulated by the state government.  This is also referred to as fully-funded.



	Health Plan



	
	In this report, a “health plan” refers to any insurance product or insurance plan offered by a health insurance company, carrier, health maintenance organization, preferred provider organization, including health plans funded or subsidized through public programs such as MassHealth.



	Self-Insured/
Self-Funded
	
	Under a self-insured or self-funded plan, an employer pays the costs for its employees’ health care directly instead of paying premiums to buy health insurance.  Some self-insured employers hire insurance companies to administer its plan.  Self-insured plans are usually regulated by the federal government pursuant to the Employee Retirement Income Security Act of 1974, known as “ERISA”.  Such plans are exempt from state insurance laws.







APPENDIX 1
Medical Necessity Commission Survey High-Level Summary of Findings
June/July, 2023

· 26 Total Respondents
· 8 General Acute Hospitals
· Steward Holy Family Hospitals
· Brigham and Women’s Faulkner Hospital
· Newton-Wellesley Hospital
· Anna Jaques Hospital
· Cooley Dickinson Hospital
· Massachusetts General Hospital Inpatient Psychiatry Unit
· Mass General Brigham Salem Hospital 
· Heywood Memorial
· 5 Free Standing Hospitals
· AdCare Hospital
· Southcoast Behavioral Health
· Walden Behavioral Care
· McLean Hospital
· High Point Treatment Center
· 8 Outpatient Clinics/Centers
· Advocates, Inc.
· Community Counseling of Bristol County
· Duffy Health Center
· Gandara Mental Health
· Riverside Community Care
· Seven Hills Behavioral Health
· Volunteers of America Massachusetts (VOAMASS)
· Brigham and Women’s Outpatient Psychiatry
· 5 Health Plans
· Blue Cross Blue Shield of Massachusetts
· Points32Health Tufts Health Plan
· Points32Health Harvard Pilgrim Health Care
· Carelon Behavioral Health
· Optum

· Health Plans (primarily cited using commercially developed, professional standards, and plan developed criteria)
· InterQual  (50% plans cited)
· ASAM (most plans)
· Level of Care Utilization System (LOCUS) by the American Association of Community Psychiatry (50% plans cited)
· Child and Adolescent Level of Care Service Intensity Instrument Utilization System (CALOCUS-CASII) by the American Academy of Child & Adolescent Psychiatry
· Early Childhood Service Intensity Instrument (ESCII) by the American Academy of Child & Adolescent Psychiatry
· At least one health plan stated they use health plan developed medical policies for outpatient services 
· Hospitals (primarily cited using clinical judgment, educational experience, professional standards)
· ASAM criteria for substance use  (most cited)
· Use clinical judgment through structured assessment tools to evaluate medical necessity for level of care (most cited)
· Columbia Suicide Severity Rating Scale
· Department of Mental Health criteria
· American Psychiatric Association guidelines
· MassHealth criteria and treatment guidelines
· Community standards, published articles and evidence-based resources to help guide decisions
· Utilize health plan criteria
· Outpatient Clinics (primarily cited using clinical judgment, educational experience, professional standards)
· Comply with health plan criteria
· ASAM and SAMHSA criteria for substance use (most cited)
· Various assessment tools


APPENDIX 2

Department of Mental Health 
Medical Necessity Commission
11-18-22
2:00-3:00
Location: In-Person at DMH or via Zoom

Meeting #1 Summary:

1) Commissioner Brooke Doyle called the meeting to order.

2) Roll Call of Commission Members (See attached attendance sheet)

3) Future Meeting Dates & Commission Materials 
· Commission members voted unanimously to meet monthly on Friday afternoons with hybrid option (both in-person and Zoom).
· Information will be distributed to Commission members via email and Commissioner Doyle will establish a SharePoint folder for Commission members to access.
· Meetings are subject to Open Meeting Law

4) Work Product
· Over the course of the next year, the Commission must forward a report with a set of recommendations to the Legislature.

5) Scope of the Commission
· Commission members sought clarity around the scope of their work:
· All of Behavioral Health?
· Self Insured Plans?
· Public Payers?
· Commissioner Doyle indicated the statutory language is vague --- the Commission needs to determine what should be reviewed, recommended and completed within the year.
· Members expressed their support for taking a broad approach, inclusive of all services and payers.  Some discussion centered around establishing a hierarchy.  Future work will inform. 

6) Environmental Scan
· As a first fact finding step, commission members unanimously agreed to review the experience of other states, notably California and New York.   What have they learned and how did they approach? 
· Review MA medical necessity standards. Where are the areas of uniformity versus greater variation?  Is MA more stringent?
· Commission members encouraged to circulate any materials they have or come across (SharePoint will be created).


7) Understanding Medical Necessity from the Lens of Stakeholders
· How do providers determine medical necessity and payers think about it? 
· Pose same set of questions to providers, payers, and advocacy groups.

8) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, December 16, 2:00-3:00.


Department of Mental Health 
Medical Necessity Commission
12-16-22
2:00-3:00
Location: In-Person at DMH or via Zoom

Meeting #2 Summary:

1) Commissioner Brooke Doyle called the meeting to order.

2) Roll Call of Commission Members (See attached attendance sheet)

3) Commissioner Doyle Update
· Request for SharePoint made and being processed

4) Follow-Up on Scope of Commission
· Commission members sought further clarity around scope of the commission, particularly around substance use.
· Due to greater variation, recommendation made to prioritize mental health medical necessity criteria, if time permits, expand to include substance use.
· Some commission members stated the commission should not exclude a review of substance use as the statute makes no distinction between mental health and substance use and, from a patient perspective, no such distinction exists. 

5) Medical Necessity Criteria: ASAM & InterQual
· ASAM sets out clear criteria for “pure” substance use.  Do all health payers in MA use ASAM criteria?  Identify gaps.  Some states mandate health payers use ASAM criteria.  
· Many plans use InterQual behavioral health guidelines.  Need to identify what plans are using.  If not InterQual, what?  Commission members noted InterQual takes into consideration social determinants.
· Commission members discussed the lack of transparency around health payers’ medical necessity criteria stating criteria are not well shared or understood.  Often proprietary due to competitiveness.  Providers challenged trying to understand and meet various criteria across payers. How do we achieve uniformity?  
· Not all Commission members agree with mandating specific medical necessity criteria, but rather that health payers abide by a set of guiding principles.
 
6) New York & California Laws
· Commission members discussed medical necessity frameworks New York and California utilize (identified at last commission meeting for review & discussion).
· New York does not mandate a standardized tool however the state has standardized criteria for certification that includes certain social determinants of health. New York mental health authority and their division of insurance verify that each health payer in New York abides by a set of principles.  
· Commission members mentioned, MG.L Chapter 176O and DOI regulations, as well as Chapter 177 of the Acts of 2022, provide language very similar to NY’s principles. 
· California passed a new state law which aligns health payers’ and providers’ medical criteria.  Developed with “treatment criteria”.  Is this an approach to take?

7) Immediate Commission Action Steps—understanding current MA framework 
· For January meeting, health payers, in collaboration with DOI, provide a presentation of the applicability of current MA medical necessity laws, regulations, policies, principles, and local/national accreditation standards.  
· During month of January, health payers conduct inventory of medical necessity criteria they use
· With input from the commission at January meeting, develop and implement a survey to use with health payers that identifies criteria/standards/guidelines each payer uses.  Need to identify services.  How granular?
· Verify where ASAM and InterQual used/which payers use homegrown criteria and for which services.  
· Prioritize categories of service to review.
· Identify any gaps.
· For February meeting, health payers provide presentation to commission members with findings of the survey and lead a discussion with the commission around how they develop and implement medical necessity criteria.
· Based on the January and February presentations, verify what is in place, identify gaps, validate where MA needs to strengthen medical necessity requirements with greater consistency and evidence-based practices.

8) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, January 20, 2:00-3:00.




Department of Mental Health 
Medical Necessity Commission
1/20/23
2:00-3:00
Location: In-Person at DMH or via Zoom

Meeting #3 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  Due to network technical issues, the meeting started approximately 15 minutes late.

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 12/16/22 meeting minutes.  Seconded and unanimously approved.  

4) Commissioner Doyle reviewed the meeting agenda:
· Presentation from DOI on the MA regulatory framework.
· Discussion of the role health payers’ medical directors play in establishing medical necessity standards.
· For purposes of developing a survey to be distributed to health payers, need to concretely define and identify service “lines” (level of care, type of treatment) the commission wants to prioritize.

5) MA Medical Necessity Regulatory Framework
· Commission member Niels Puetthoff of the Division of Insurance (DOI) gave a PowerPoint presentation (see attached) highlighting state statutes and regulations that govern medical necessity requirements:
· MGL 176O, §16(b): Consumer Protections 
· 211 CMR 52.02: Medical Necessity Legal Definition
· 211 CMR 52.05 Accreditation
· 958 CMR 3.101: Health Insurance Consumer Protection
· 211 CMR 154: Mental Health Parity
· DOI Bulletin 2013-06: Mental Health Parity
· DOI is not involved in the development of medical necessity standards but rather, by reviewing and validating a health payer’s detailed response to survey questions regarding state and federal parity compliance (publicly available upon request) and verifying that the health payer has gone through an accreditation process, DOI ensures medical necessity standards are applied appropriately.  
· Health payers are required to develop medical necessity standards with input from physicians and participating providers in the health payer’s service area and under the standards adopted by national accreditation organizations.  Commission members expressed an interest in understanding how local physicians are involved in the process.
· Health payers must be accredited by the Bureau of Managed Care with the DOI every 2 years and demonstrate evidence of accreditation by a national organization such as the National Council on Quality Assurance (NCQA), Utilization Review Accreditation Commission (URAC) or the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).
· A commission member asked where a complaint is filed and how is it’s managed.  Niels stated violations/complaints can be filed with the DOI consumer complaint office or any DOI office.  Medical necessity complaints may be referred to the Office of Patient Protection. Individuals filing complaints may do so by contacting the hotline or submitting a complaint through an online portal.  DOI would process the complaint and review for compliance.
· Commission members expressed concerns with health payers who argue that they are not denying a service but rather providing a “modification” or alternative. Members can appeal by filing a complaint with the Office of Patient Protection.  Concerns though that insureds ability to appeal affected by health payers treating “modifications” differently than denials.  Commission members may want to include a question on the health payer survey. 

6) Role of Health Plan Medical Directors
· Commission member Dr. Gregory Harris of Blue Cross Blue Shield (BCBS) lead a discussion of how BCBS approaches medical necessity.
· BCBS business: 60% self-insured versus fully insured. Operate in MA and other states.
· Integrated behavioral and medical health.
· Covered versus not covered.  BCBS and other health payers cover medically necessary treatment that is generally accepted and FDA approved.  What is the level of evidence for the service? Alternatives? Improvements only in investigatory or widely seen? What do professional organizations use?
· BCBS obtains local physician input for development of clinical policies: re-occurring monthly meetings, ad hoc meetings, provider organization meetings.
· BCBS utilizes both local and national clinical policies.  For example, BCBS developed and issued its own Applied Behavioral Health Policy but uses InterQual medical standards for Skilled Nursing Facility (SNF).
· Clinical policies are written for the “typical” patient, not the “unusual” patient.  Health payers may still provide services when atypical but the burden shifts.   If evidence not there, safety concerns- would need to justify why. 
· Levels of control over use of a service: prior authorization, concurrent reviews, post service review.  More deference to medical directors.
· Lots of variation in medical practice.  For example, ASAM does not include any medical standards for frequency of urine drug testing.  Wide variability in provider practice. Electric Convulsive Treatment (ECT) is another example.   

7) Next Steps
· For the next commission meeting, start to prioritize service lines and questions that commission members want included on a health payer medical necessity survey.  What do we want prioritized?  What do we need to know from health payers to help us better understand how they apply medical necessity standards?

8) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, February 17, 2:00-3:00.


Department of Mental Health
Medical Necessity Commission
February 17, 2023
2:00-3:00p.m.
In-Person or Via Zoom

Meeting #4 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 1/20/23 meeting minutes.  Seconded and unanimously approved.  

4) Question put forward regarding non-appointed commission members participation in Commission meetings. Would commission members welcome and receive questions/comments from non-appointed commission members?  A motion was made to allow non-appointed commission members to participate in meetings until the Commission determines otherwise.  The motion was unanimously approved.

5) Commissioner Doyle Updates
· Commissioner Doyle wants to ensure the Commission examines medical necessity issues through the lens of health payers, providers, and consumers.  
· As a follow-up to the Commission’s discussion of New York’s medical necessity law, Commissioner Doyle asked commission member Maryanne Frangules if information she learned from her meeting with New York policymakers helps inform our discussions here in Massachusetts, particularly in understanding how the interpretation of medical necessity is used to address homelessness.  Maryanne stated New York developed a  Level of Care (LOCADTR) web-based tool (Level of Care Determination (LOCADTR) | Office of Addiction Services and Supports (ny.gov)), which seems to be working, to assist substance use treatment providers, Medicaid Managed Care plans, and other referral sources in determining the most appropriate level of care for an individual with a substance use disorder.  The LOCADTR is not applicable for levels of care for mental health disorders.   
· Commission member Maryanne Frangules noted for, the record, that she did not have enough information about the New York policy to definitively render an opinion about applicability for Massachusetts. 
· Commissioner Doyle noted the discussion from the Commission’s 1/20/23 meeting around “modifications” to service requests and whether clear and easy pathways exist to appeal such “modifications”.  Are partial denials appealable?  The Commission may want to explore these issues further.



6) Denial Rates
· While some commission members proposed the group review service denial rates to see where problems exist, arguing that such data is relevant, other members did not think such information would be helpful.  Further, commission members noted obtaining denial rates based on specific behavioral health services may be difficult because available data not too detailed beyond mental health, substance use, or other medical.  

7) Medical Necessity Guidelines/Criteria
· To establish a baseline, commission members discussed understanding where health plans overlap, how much variability exists across plans, what providers are using for professional criteria and clinical judgment, where commonalities exist between health plans and providers, and where there are gaps.
· Commission members noted that, while there are clearer provider guidelines around hospital, partial and residential services, there aren’t clinical criteria beyond such services. Decisions based largely on clinical judgment.  Commission members stated ASAM is furthest along and the APA has treatment guidelines.
· Commission members requested future meeting time be allocated for providers to discuss criteria they use in making clinical determinations.
· A commission member stated that whatever criteria or guidelines used, such information must be written in easy to understand language.
· A commission member recommended adopting standards from Chapter 258 of the Acts of 2014 that apply to substance use for mental health disorders.

8) Prioritization of Service Lines
· Commission members discussed creating a brief, simple, survey tool to be completed by health plans and providers, focusing on a few service lines for both mental health and substance use:
· Inpatient
· Intensive Outpatient/Partial Hospitalization
· Residential 
· Outpatient therapy 45 minute session 
· Outpatient therapy 60 minute session

9) Next Steps
· In between commission meetings, DMH will develop a sample survey based on the discussion and send to commission members for their review and input.   
· The commission will finalize the survey to health plans and providers at the March commission meeting.

10) Adjournment
8. The Commission agreed to adjourn and will meet next on Friday, March 17, 2:00-3:00.

Department of Mental Health
Medical Necessity Commission
March 17, 2023
2:00-3:00p.m.
In-Person or Via Zoom

Meeting #5 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 2/17/23 meeting minutes. Seconded and unanimously approved.  

4) Service Lines-- Medical Necessity Survey 
· Reviewed comments and proposed edits to survey template (received comments from three commission members ahead of meeting)
· Suggestions were made to add more lines of service including, Applied Behavioral Analysis (ABA), Repetitive Transcranial Magnetic Stimulation (RTMS), Electro Convulsive Therapy (ECT), Opioid Addiction Treatment, Psych Testing, Family Therapy, and Family Consultation.
· After much discussion, decision made to limit service lines to those originally agreed to at the 2/17/23 commission meeting, with definitions and clarifications.  While some members expressed interest and reasons for adding service lines, other members were concerned adding too many service lines would create confusion, invalid data.
· Commission members highlighted the importance of defining terms to ensure valid results.  For example, some services are coded differently for commercial plans than MassHealth.  Some of the terms are used interchangeably but are actually distinct.  For addiction services, commission members recommended using terminology that BSAS uses for licensure.

5) Type of Product—Medical Necessity Survey
· Commission members asked whether medical necessity criteria consistent across product lines.  Commercial versus public (Medicaid, Medicare). Fully insured versus self-funded.
· While commission members noted most plans use the same criteria across health plan product lines, there are different approaches.  For example, some self-insured plans have different criteria for reproductive health.  Medicare has its own criteria.
· A decision was made to include state regulated commercial and MassHealth, exclude self-funded plans and Medicare.

6) Criteria---Medical Necessity Survey
· Commission members discussed revising the survey response drop down menu options to be more specific and include response rationale.  Commission wants to know why criteria set chosen.
· Under the provider column, commission members recommended adding an option for clinical judgment based on guidelines, and clinical judgement based on training and education.

7) Next Steps
· DMH will revise the template survey based on today’s feedback and send to commission members to try and finalize before the April meeting.
· Commission members will take a final vote on the survey at its April meeting.

8) Adjournment
8. The Commission agreed to adjourn and will meet next on Friday, April 21, 2:00-3:00.



Department of Mental Health
Medical Necessity Commission
April 21, 2023
2:00-3:00p.m.
In-Person or Via Zoom

Meeting #6 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 3/17/23 meeting minutes. Seconded and unanimously approved.  

4) Meeting Agenda—Commissioner Doyle Review
· Finalize heath plan and provider clinical criteria/guidelines survey.
· Discuss distribution of the survey, response time, and process to review responses.
· Discuss future meetings of the Commission.

5) Feedback on Survey
· Mirror health plan and provider drop down menus.
· Add a column to allow respondents to specify guidelines/standards/criteria they use and to provide rationale.
· Add a drop down menu to collect data on the type of organization completing the survey.
· Clarify survey is not “exclusively” for self-insured and Medicare products.
·  Add “co-occurring” to partial hospitalization psych service row.
· Delete partial hospitalization substance use service row.

6) Finalize Survey for Distribution
· Commission members unanimously approved to the following process: 
· DMH will revise the survey and send to Commission members within 5 business days for their review.
· Commission members will review the revised survey and send any comments.  Any revisions to the survey will be circulated to commission members.
· The Commission will take a vote on the final version in approximately 10 business days.

7) Distribution of Survey/Timeline for Responses
· DMH will distribute the survey to trade groups and associations who will further distribute to their members.  Multiple communications may be necessary.
· Commission members unanimously approved allowing respondents two weeks to complete the survey and then, based on responses, determine if an extension needed.  Commission discussions will continue pending survey results.


8) Survey Purpose
· Commission members discussed the purpose and value of the survey.  Some members indicated the survey results will not give the commission what it needs to make recommendations.  Other members stated the survey will help members understand variations in medical necessity criteria and, to the extent different, spark a discussion around what to do.
· Commissioner members discussed the lack of transparency around commercial criteria as a barrier to understanding medical necessity.
· A commission member noted the relevancy of the Mental Health Addressing Barriers to Care (ABC) Act that was passed by the Massachusetts legislature last year.

9) Other States 
· The question of how New York and other states address medical necessity was raised.  In previous meetings (see 12/16/22 Commission Mtg Minutes), the commission discussed New York’s medical necessity model and California’s law.  Commissioner Doyle stated she would resend the New York link.  New York moved to a certification process which included social determinants.
· Commission members discussed the need for uniformity.  How do we standardize medical necessity?
· Commissioner Doyle agreed to reach out to New York Commissioner Sullivan to see what we can learn from New York’s model and ask if Commissioner Sullivan can participate in a discussion with the Commission.  Additionally, Commissioner Doyle stated she will contact her colleagues through National Association of State Mental Health Program Directors (NASMHPD) to survey states nationwide. 

10) Adjournment
· The Commission agreed to adjourn.



Department of Mental Health
Medical Necessity Commission
May 19, 2023
2:00-3:00p.m.
In-Person or Via Zoom

Meeting #7 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 4/21/23 meeting minutes. Seconded and unanimously approved.  

4) Commissioner Doyle Updates
· Commissioner Doyle asked commission members to include their professional titles in Zoom so commission members can be addressed by their proper titles.
· Following-up from the commission’s 4/19/23 meeting, Commissioner Doyle has reached out twice to New York State Commissioner Sullivan in hopes of learning more about New York’s experience and approach in standardizing medical necessity criteria and to inquire about the availability of Commissioner Sullivan or her designee(s) participation in a commission meeting.
· Commissioner Doyle sent out a request to all states asking if they require use of specific standardized guidelines for medical necessity criteria and, if yes, which ones, and for which behavioral health services.  She will share findings once received.
· With the resignation of David Nefussy from the commission, the Association for Behavioral Healthcare appointed Dr. Joseph Shrand, Chief Medical Officer at Riverside Community Care, to serve as their new representative. 

5) Survey
· Commission member Maryanne Frangules expressed concerns with the survey noting it doesn’t capture input from persons with lived experience.  Maryanne shared with commission members, in advance of today’s meeting, comments she received from persons with lived experienced regarding their experiences with the service system.  In addition to understanding what health plans and health care providers use for medical necessity criteria, Maryanne wants commission members to also consider the experiences and views of persons with lived experience.
· Commission members unanimously voted to approve distributing the survey to health plans and behavioral health care providers.  Respondents will have two weeks, from the time the survey is distributed, to complete the survey.


6) Future work of the commission
· Given the passage of time, commission members wondered if the commission should revisit its charge and timeline.  
· Commission members discussed the need to identify a common set of criteria, by area, regardless of insurance type, which can be agreed upon in principle with findings from the survey informing further details.  Wouldn’t this be in the best interest of patients? Some members further expressed concerns with the lack of transparency of commercial criteria and the lack of input from local providers, and recommended the state create standard criteria/guidelines.  Value in consistency across plans.
· Commissioner Doyle noted, and commission member Niels Puetthoff from the Division of Insurance (DOI) affirmed, in MA we have an accreditation process regulated through the DOI.  This process is biennial to make sure health plans are in compliance with state law (see Niels’ presentation previously distributed to commission members and Sections 12 and 16 of Chapter 176O of MGL at Chapter 176O (malegislature.gov)).  
· Some commission members noted the limitations of the DOI review:
· reliance on national accreditation processes
· not a “deep” dive
· limited transparency around plan criteria
· During the discussion, commission members stated that MA regulated health plans account for 40-45% of the commercial market, with some members feeling this is a fraction of the overall market.
· Some commission members clarified that network providers have access to health plan criteria.  State law requires such information be shared with network providers.  Commission member Nancy Ryan, Director of the Office of Patient Protection, further went on to explain, pursuant to 958 CMR 3.101 (958 CMR 3 (mass.gov)), there are transparency requirements.  
· Commission members discussed not only the importance of transparency but also variability across health plans.  Some members suggested providers will achieve greater administrative efficiencies if they only have to adhere to one set of criteria.
· Some members want to understand the data to answer the feasibility of developing standardized criteria.  If the data shows that 90% using the same criteria than standardization may be achievable.  Need to get data and see what it shows.
· Question posed regarding cost of substance use mandate.  Is it worth examining?  Some members noted that there is variation in providers use of evidence-based practices for substance use treatment.  Drug testing was identified as one such example.  
· Commission member Jen Erbe Leggett recommends the commission examine institutional bias, racism, and structural inequities.  While there was support for this recommendation, at least one commission member asked whether this was beyond the scope of the commission; perhaps, the issue should be raised even if the commission is unable to fully address.
· After some initial discussion, commission members unanimously agreed to discuss Jen Erbe Leggetts proposal for a bias, race, gender, health equity subcommittee at the next commission meeting.  Several commission members offered themselves or members of their organizations who have experience in this area to serve on the subcommittee.  Commissioner Doyle suggested the commission propose some questions that the subcommittee help answer.

7) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, June 16, 2023.




Department of Mental Health
Medical Necessity Commission
June 16, 2023
2:00-3:00p.m.
In-Person or Via Zoom

Meeting #8 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 5/19/23 meeting minutes.  Seconded and unanimously approved.  

4) Survey Results
· Commission members requested information presented by service level so it is easier to understand.
· DMH will send all of the raw data and include a summary by service level.

5) Follow-up to National Association of State Mental Health Program Directors (NASMHPD) Survey
· Commissioner Brooke Doyle presented findings from the NASMHPD survey to states asking if they require use of specific standardized guidelines for medical necessity criteria and, if yes, which ones, and for which behavioral health services.
· Only two states responded: Kentucky and New York.
· Kentucky requires Medicaid managed care organizations to use nationally recognized criteria (generally they use Milliman or InterQual).  Further, Kentucky requires ASAM for SUD inpatient and residential treatment.
· New York requires all payers to submit and have their mental health utilization review guidelines approved by the State mental health authority (specifically, the Chief Medical Officer of the NYS Office of Mental Health). They have issued “guiding principles” that they apply to approve or deny UR policies and procedures.  The New York Legislature rejected efforts to standardize medical necessary criteria but passed legislation revising their guiding principles:
· Payers cannot do concurrent UR and apply medical necessity criteria for inpatients during the first 30 days of inpatient/residential psychiatric care unless the admitted individual meets criteria (defined by NYS OMH) for having “complex needs.” Complex need admissions are those with multiple admissions/readmissions, multiple co-occurring problems, and who do not connect well with community-based care.
· If a patient does not have complex needs, no UR for 30 days. Let the patient and treatment team do their work. Hospitals are under tremendous pressure to keep LOS down and make beds available for patients waiting in EDs, and neither patients nor treatment teams want to extend LOS more than necessary. If LOS exceeds 30 days, then the payer should consider talking to the hospital team about what’s going on.
· For patients with complex needs, the payer should do UR but the review should NOT focus on medical necessity criteria. Instead, UR staff should focus on helping secure care management for these individuals who have multiple complex needs. Payers should partner with the inpatient team to identify resources that will increase the likelihood the individual will successfully transition to community-based care. 
· Commission members asked if New York can present to the group.  Commissioner Doyle has been in contact with New York and is trying to arrange a discussion.

6) Uniform Medical Necessity Criteria
· Commission members discussed their approach to determine the feasibility of developing standardized medical necessity criteria.   Some members want to begin discussing a common set of criteria and expressed concerns with waiting for the survey findings.  Do we all agree we should have uniform criteria?  We should start with the decision-making of whether standardized criteria are good or bad.  Others want to review and understand the data the Commission received before such discussions begin, noting this is an essential step in order for the Commission to evaluate the feasibility of uniform criteria and to complete its work.  
· Commissioner Doyle acknowledge the conflicting viewpoints and indicated that the Commission as a whole needs to reconcile.  As chair of the Commission, Commissioner Doyle wants to be objective, allow all voices to be heard, and advance the agenda of the Commission.  She welcomes feedback on direction.    
· The Commission needs to determine the feasibility of a common set of criteria or identify the barriers to agreeing to common sets.  Guidelines versus required medical necessity criteria.  
· Some members suggested the Commission address the feasibility question for service lines that are easier to reconcile.  

7) Next Steps
· DMH will send all of the raw data and include a summary by level of care.
· DMH will connect with the State of New York to request their participation in a Commission meeting.
· At the next Commission meeting, health equity will be discussed.
· Commissioner Doyle wants to make sure that the voices of persons served are also included in points of discussion.

8) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, July 21, 2023.




Department of Mental Health
Medical Necessity Commission
July 21, 2023
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #9 Summary:


1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 6/16/23 meeting minutes.  Seconded and unanimously approved.  

4) Health Equity & Race
· Commission members engaged in a discussion around racial disparities, structural racism and unconscious bias.  At least one commission member noted the lack of diversity on the Commission.
· Commission member Danna Mauch indicated, while not explicit, the intent of the legislation is to consider health inequalities.
· While data around denials and race is collected, such data is overly broad, not broken down by ethnicity, making it difficult to understand denial rates.
· Commission members highlighted the importance of cultural competencies.
· General agreement amongst Commission members that recommendations include health equity – may not have all the answers but should acknowledge.

5) Medical Necessity Criteria & Survey Findings
· The central question that keeps emerging with no clear consensus: should the Commission recommend standardized medical necessity criteria and, if so, what should they look like?
· The Commission’s medical necessity survey to health plans and behavioral health providers indicates that health plans operating in Massachusetts primarily use either Level of Care Utilization System (LOCUS) or InterQual and behavioral health providers primarily rely on their clinical judgment.
· With respect to substance use, the Massachusetts Legislature enacted Chapter 258 of the Acts of 2014 which, amongst other requirements, eliminated prior approval for substance use acute treatment services and also requires medical necessity to be determined by the treating clinician. Commission members noted no such agreement exists for psychiatric treatment.  Commission member Sarah Chiaramida clarified that medical necessity still exists for some substance use services and that the Massachusetts Association of Health Plans is actively studying the cost and efficacy of substance use care.
· Some Commission members raised the concern of proprietary criteria that they do not have access to.  Even when they have access, not clear what evidence exists to support the criteria.  Further, some Commission members suggested the clinical judgement of treating clinicians is sufficient while questioning the need for health plan review. 
· A suggestion was made for Commission members to start where commonalities exist.  At least one Commission member felt there may be some areas where members are close and suggested the group establish some principles but not write criteria.
· Commission Member Emily Baily reminded members that medical necessity criteria is required by CMS and for managed care.  She indicated that the Commission should put forth realistic recommendations that improve gaps in service delivery.  She further stated the previous administration increased behavioral health spending by 30%.
· Commission member Maryanne Frangules reminded the group that earlier in the process she shared with them responses she received from persons with lived experience.  She highlighted the importance of getting the right interventions, at the right time and frequency, by the right provider. She suggested simplifying the process.

6) Summary & Next Meeting
· Commissioner Doyle closed the meeting by acknowledging Commission members’ passion, as well as the tension members are experiencing, stating these are hard conversations.  She recommended members take time to reflect on the discussion.  
· For next meeting, the intent will be for the group to drill down on the application of medical necessity and the feasibility of adopting standardized criteria.

7) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, August 18, 2023.



Department of Mental Health
Medical Necessity Commission
August 18, 2023
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #10 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 7/21/23 meeting minutes.  Seconded and unanimously approved.  

4) Commissioner Doyle Update
· In addition to the items posted, Commission members want to discuss the drafting/editing/review of the report as well as forming a health equity subcommittee.
· Commissioner Doyle informed members she connected with New York State mental health officials and can provide updated/clarifying information to the Commission.
· Commissioner Doyle reminded members of the difficult conversation held last meeting when conflicting viewpoints were expressed.  She stated the need for the Commission to complete its work by agreeing on a pathway forward, respectful of all viewpoints.  

5) New York State Process & Experience
· Medical necessity criteria, at all service levels, is still required in New York State but such plan criteria must go through a thorough internal review process by a team of New York officials for approval.
· The process applies to health plans regulated by the state of New York, including Medicaid managed care plans (ERISA plans exempted).
· Team officials review plan criteria against New York’s Medical Necessity Principles and Guidelines to ensure plans meet requirements  (see Behavioral Health Parity (ny.gov) for New York’s medical necessity materials).  The process is more around the application of medical necessity.
· When plans submit their medical necessity criteria, including those from proprietary tools such as InterQual, the review team requests modifications to those criteria if they don’t align with the principles and guidelines established by New York.
· Given that some of the information is proprietary, New York is limited on what they can post publicly.  Common tools submitted include InterQual, LOCUS and MCG.
· New York anchored their principles around improving access to care.  To shift practice, they’ve used sub regulatory processes and pay for performance measures, particularly to enhance care coordination.
· For inpatient level of care, New York does not recommend utilization review until after a patient’s first 30 days of admission or unless other defined triggers are met (e.g., 3 or more psychiatric hospitalizations in the prior 12 months).  For the complete guide see Best Practices Manual for Utilization Review for Adult and Child Mental Health Services (ny.gov).   
· New York has been certifying and refining their review processes for the past 10 years with, according to New York officials, some limited success.  They acknowledged struggling to change practice and the difficulties in shaping system performance.
· Committee members expressed interest in learning more about the New York Model and their outcomes.  Commission Member Maryanne Frangules said she would include a link in the chat to an article about New York (see Governor Hochul Announces Comprehensive Plan to Fix New York State's Continuum of Mental Health Care | Governor Kathy Hochul (ny.gov)).
· Some members expressed concerns with New York’s approach, such as mandating length of stays, which goes beyond the scope of the Commission.  Such members recommended reviewing the New York principles and guidelines to see where there is overlap with MA laws and regulations.  At least one Commission member also suggested the Commission spend time reviewing the findings from the Commission’s survey to assess where we have consistency.

6) Medical Necessity Criteria
· Commission members discussed establishing uniformity and transparency.  How do we achieve?
· Consensus emerged around establishing guidelines or principles.    
· Members discussed the feasibility of this Commission or, more realistically, a different group developing such criteria.
· Some Commission members suggested uniform criteria would simplify administrative overhead and other Commission members expressed concern about risk that a single set of uniform criteria may potentially result in challenges with keeping up with evolving evidenced based changes.  Commission members were not in agreement with utilizing one source of medical necessity criteria.  

7) Commission Report
· Commission members briefly discussed the process moving forward.  Commissioner Doyle informed members the charge for the Commission is for one year which will conclude in November.  Given November is only a few months away, Commission members wondered who is going to write the report, the process for review and the opportunity for any minority reports. Commissioner Doyle acknowledged the short time frame for the Commission to complete its work.  She further suggested the Commission may want to consider asking the Legislature for additional time for report development.

8) Items Carried Over to Next Meeting
· Report Development—who will write, review process, minority reports
· Creating a health equity subcommittee

9) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, September 15, 2023.

Department of Mental Health
Medical Necessity Commission
September 15, 2023
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #11 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept 8/15/23 meeting minutes.  Seconded and unanimously approved.  

4) Creation of a Health Equity Subcommittee 
· Before beginning the discussion, Commissioner Doyle explained how the Open Meeting Law (OML) applies to subcommittees.  Meetings must be publicly noticed, available to the public, and minutes of the meeting maintained.  She suggested there may be other ways to address health equity in the final report.
· Commission member Jen Erbe Leggett urged the Commission to establish a subcommittee, noting data show health inequities exist and, absent further discussion and analysis via a subcommittee, the Commission’s report will be insufficient.
· While Commission members expressed support in addressing health inequities (see article  https://pubmed.ncbi.nlm.nih.gov/37788031/shared by Commission member Joseph Shrand), some questioned whether the issue goes beyond the scope of the Commission.  Additionally, members were unsure whether this work could be adequately completed within the Commission’s statutory timeline.     
· Recognizing the role of implicit bias in the healthcare system, Commission member John Fromson introduced a motion, seconded by Commission member Erica Weil, to include in the report recommendations acknowledging and addressing such issues, without establishing a subcommittee.  The motion was approved 15 to 1 (see vote #1 below).
	Member Name / Seat
	Vote 1*

	Brooke Doyle (chair) – Department of Mental Health (DMH)
	A

	Niels Puetthoff – Division of Insurance
	X

	Erica Weil – Bureau of Substance Abuse Services 
	X

	Emily Baily – MassHealth
	X

	Matthew Veno – Group Insurance Commission
	X

	Nancy Ryan – Health Policy Commission
	X

	Dr. Grace Chang– MA Psychiatric Society
	X

	Dr. John Fromson – MA Psychiatric Society, Child/Adolescent 
	X

	Dr. Carolyn Snell – MA Psychological Association,  Child/Adolescent
	X

	Dr. Andrea Barnes – MA Psychological Association
	X

	Dr. Peter Friedmann – MA Society of Addiction Medicine
	-

	Jen Erbe Leggett – National Association of Social Workers
	O

	Midge Williams – MA Mental Health Counselors Association
	-

	Wells Wilkinson– Children’s Mental Health Campaign
	X

	Dr. Joseph Shrand – Association for Behavioral Healthcare 
	X

	Dr. Susan Szulewski – Massachusetts Association of Behavioral Health Systems
**David Matteodo
	X

	Dr. Rohn Friedman– Massachusetts Health & Hospital Association
	X

	Dr. Danna Mauch– Massachusetts Association for Mental Health
	-

	Jacqueline Hubbard– National Alliance on Mental Illness of Massachusetts
	-

	Maryanne Frangules– MA Organization for Addiction Recovery
	X

	Dr. Gregory Harris– Blue Cross Blue Shield of Massachusetts
	-

	Sarah Chiaramida– MA Association of Health Plans

**Dr. Jan Cook 
	X



* (X) Voted in favor; (O) Opposed; (A) Abstained from vote; (-) Absent from meeting or during vote

** Commission Member’s designated representative for the meeting

5) Drafting the Commission’s Report
· With limited time remaining for the Commission to complete its work, Commission members discussed the need to define a clear process for how they will develop, draft, edit, and finalize their report to the Massachusetts Legislature.
· Some members questioned whether they were ready to start writing the report given they have not determined content for the report.  While others indicated, regardless of content, the Commission needs to agree on an explicit process, which will save time and facilitate writing of the report.  
· A suggestion was made to review the legislation and, at a minimum, answer the questions in the legislation.
· Commissioner Doyle explained the structure of the report needs to be directed by the Commission, noting there is no template.  She offered some thoughts regarding the format of the report: an introduction with background information about the work of the Commission; brief analysis of each of the areas of review specified in the legislation; recommendations; minority reports; a list of Commission members; a copy of materials used during the process; and a copy of Commission minutes.   
· Commission member Joseph Shrand recommended creating a subcommittee to write the report. He indicated the subcommittee should be comprised of providers, agencies and third party payors.     



6) Uniform Medical Necessity Criteria
· Discussion occurred around whether the Commission is trying to develop medical necessity criteria or trying to agree on a set of criteria.  Some members suggested the development of criteria is beyond the Commission’s capacity.  Rather than develop criteria, can the Commission agree on a statement of principle for uniform criteria?  
· Commission members discussed reviewing the survey data to determine what inferences they can make.

7) Next Steps
· DMH staff will recirculate the survey results.
· The next meeting will focus on reviewing the survey results to help determine the feasibility of adopting uniform medical necessity criteria. 
· The Commission will also continue its discussion of the process for writing the report.  

8) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, October 20, 2023.  



Department of Mental Health
Medical Necessity Commission
October 20, 2023
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #12 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept the 9/15/23 meeting minutes.  Seconded and unanimously approved.  

4) Survey Results
· The survey findings indicate health plans operating in Massachusetts use common tools such as InterQual, LOCUS, and ASAM.  Health plan survey respondents represent a significant share of the Massachusetts fully insured commercial market.  
· There was no consensus regarding the usefulness of the survey.  While some commission members felt the survey results presented a good picture and appear to demonstrate lots of standardization across health plans, others identified the limitations of the survey noting some of the tools (e.g., InterQual) are proprietary and cannot be mandated.

5) Standardized Medical Necessity Criteria & Recommendations
· Commission members expressed a range of views pertaining to the standardization of medical necessity criteria.  Many of the same themes have emerged consistently in each of the commission’s meetings.
· Some commission members support allowing treating clinicians to determine medical necessity, maintaining, with the passage of Chapter 258 of the Acts of 2014 (Substance Abuse Recovery Act), precedent already exists within substance use services.  They suggested expanding to include psychiatric treatment.  Further, they contend current medical necessity criteria are often proprietary and developed by health plans with no meaningful input from local behavioral health care providers.
· Other commission members reminded participants of the commission’s charge, which is for the commission to determine the feasibility of requiring standardized behavioral health medical necessity criteria, uniform across health plans.  They argue eliminating medical necessity goes beyond the commission’s scope and is contrary to state and federal rules and regulations.  Medical necessity criteria help ensure resources are spent equitably on care.  Alternatively, the commission should consider recommendations which increase transparency and allow for meaningful input from local clinicians in the development of medical necessity criteria.  Can we agree on a set of principles? 
· During the discussion, commission members clarified that the Centers for Medicare and Medicaid Services (CMS) requires medical necessity criteria for MassHealth plans. However, CMS approved, via a MassHealth waiver, eliminating medical necessity criteria and prior authorization requirements substance use services in some instances (e.g. first 14 days of detox).  Massachusetts would need CMS approval to expand beyond substance use services.
· How health plans apply medical necessity criteria is important.
· Commission member Nancy Ryan proposed the commission develop recommendations aligned with the Health Policy Commission’s (HPC) 2023 Annual Health Care Cost Trends Report (see  2023 HPC Annual Trends Report) which includes a recommendation to the Legislature to standardize payer processes.  The HPC supports uniformity in an effort to reduce administrative burdens and allow for the reallocation of health care resources.  
· Hearing no arguments against using a common set of standards, commission member Rohn Friedman urged the commission to recommend the Legislature standardize behavior health medical necessity criteria (see motion below).

6) Motion to Recommend Standardized Behavioral Health Medical Necessity Criteria
· Commission member Rohn Friedman introduced a motion, seconded by commission member Joseph Shrand, to include in the Commission’s report a recommendation that the Legislature require standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible.  
· Commission member Joseph Shrand further proposed the commission’s report include the following recommendation: 
· The commission submits that a common medical necessity criterion can be established with the contribution of clinicians, patient advocates, those with lived experience, and insurance companies. Such medical necessity criteria shall be drawn from curated current medically necessity criteria from insurance companies, addressing health care services or supplies needed to diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted standards of medicine, and integrated with any novel contributions from the members of the medical necessity committee.
· Given the meeting time was coming to an end, and there appeared to be some ambiguity as to the motions being put forward, the Commission agreed to consider these matters at its November meeting.

7) Next Steps
· DMH staff will clarify the motions put forward by their sponsors and circulate to the Commission in advance of the November 17 meeting.

8) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, November 17, 2023.  



Department of Mental Health
Medical Necessity Commission
November 17, 2023
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #13 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept the 10/20/23 meeting minutes.  Seconded and unanimously approved.  

4) Feasibility of Standardized Behavioral Health Medical Necessity Criteria
· Lots of discussion with no consensus.
· Two motions were put forward at the 10/20/23 meeting which were continued for discussion:
· Commission member Rohn Friedman introduced a motion, seconded by commission member Joseph Shrand, to include in the Commission’s report a recommendation that the Legislature require standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible.  
· Commission member Joseph Shrand further proposed the commission’s report include a recommendation that a common medical necessity criterion can be established with the contribution of clinicians, patient advocates, those with lived experience, and insurance companies. Such medical necessity criteria shall be drawn from curated current medically necessity criteria from insurance companies, addressing health care services or supplies needed to diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted standards of medicine, and integrated with any novel contributions from the members of the medical necessity committee.
· After some initial discussion around the language of the first motion, Commission member Rohn Friedman moved to amend his motion to include “minimum uniform standards” to allow flexibility.  He encouraged the Commission to review the Health Policy Commission’s recommendation which was discussed at the 10/20/23 meeting.
· Commission member Sarah Chiaramida stated the motions are premature absent discussions around the feasibility and the potential implications for standardized behavioral health medical necessity criteria, particularly in the context of federal and state laws and regulations (e.g., mental health parity).  What does this mean for health plans and providers?  Barriers? How is it implemented? Enforced?  Lots of health plan overlap but little consistency across providers. 
· Others on the commission countered by suggesting minimum core uniform standards will generate commonality, simplify administrative functions, and increase transparency without conflicting with mental health parity laws.  While lots of uniformity already exists across health plans, providers do not perceive this.  Further, how health plans apply their criteria can be discriminatory and lead to inconsistent treatment.     
· Commission members did not feel comfortable voting on the motions at this time.

5) Report to Legislature
· Commission members raised whether the commission needs to schedule additional meetings to write the report. 
· Commissioner Doyle informed members that the writing of the report has not yet started.  To-date the only information to include in the report is a description of the process the Commission undertook to address the Commission’s charge- but no recommendations.  At a minimum, she suggested at least one more meeting would be necessary to decide motions.  

6) Adjournment
· The Commission agreed to adjourn and will meet next on Friday, December 15, 2023.  




Department of Mental Health
Medical Necessity Commission
January 19, 2024
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #14 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept the 11/17/23 meeting minutes.  Seconded and unanimously approved.  

4) Motions
· Commission members continued discussion of two open motions that were previously laid before the Commission:
· a motion to include in the Commission’s report a recommendation that the Legislature require minimum standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible (Rohn Friedman).  
· a motion to include a recommendation that a common medical necessity criterion can be established with the contribution of clinicians, patient advocates, those with lived experience, and insurance companies. Such medical necessity criteria shall be drawn from curated current medically necessity criteria from insurance companies, addressing health care services or supplies needed to diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted standards of medicine, and integrated with any novel contributions from the members of the medical necessity committee (Joseph Shrand).
· During the discussion some members expressed concerns with the motions as currently drafted indicating the Commission has not examined the feasibility of adopting standardized criteria.  Attempting to find common ground and compromise, Commission member Sarah Chiaramida moved, seconded by Matthew Veno, to further amend the first motion:
1. Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care;
1. To achieve the goal of consistent, equitable, and evidence-based delivery of behavioral health care, medical necessity criteria should be adopted across the delivery system by payers and providers;
1. Health plans and providers shall utilize nationally- based criteria for medical necessity for behavioral health care services, where available; and 
1. Such criteria should be reviewed annually, with input from local practitioners, to ensure that they conform to local evidenced-based practice.
· After extensive discussion of the further amendment, no consensus emerged.  Some members suggested the compromise language represents the “status quo” resulting in no change or achieve the goal of standardized uniform criteria. Other members stated that the further amendment more accurately reflects Commission discussions and can be supported by most members absent any discussion of the feasibility of adopting standardized criteria.   
· Commission member Sarah Chiaramida proposed combining the motions as a pathway to achieving as close as possible unanimous consensus.  During the discussion, members discussed how the language could be merged and the benefit of her proposed revised language.  Commission member Jospeh Shrand recommended the following combined language:
· Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care; 
· To achieve the goal of consistent, equitable, and evidence-based delivery of behavioral health care, medical necessity criteria should be adopted across the delivery system by payers and providers;
· That the Legislature require minimum standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible; 
· Health plans and providers shall utilize nationally- based criteria for medical necessity for behavioral health care services, where available; and 
· Such criteria should be reviewed annually, with input from local practitioners, to ensure that they conform to local evidenced-based practice.
· Commission member Rohn Friedman urged the Commission to reject merging the motions and instead make a clear statement to have standardized uniform criteria. He asked that a vote be taken on his motion.   





· Commission members indicated lots of confusion with the multiple amendments and raised procedural questions around voting for the motions.  With the meeting time nearing its end, Commission member John Fromson moved the question, seconded by Jospeh Shrand, to end debate.  The vote to end debate:  9 yes, 6 no, 1 abstention.
  
	Agency
	Designee
	End Debate

	Division of Insurance
	Niels Puetthoff 
	N

	BSAS
	Erica Weil
	Y

	MassHealth
	Emily Bailey
	-

	GIC
	Matthew Veno
	N

	Health Policy Commission
	Nancy Ryan
	
Y

	MA Psychiatric Society
	Dr. Grace Chang

	Y

	
	Dr. John Fromson
	Y

	MA Psychological Association
	Dr. Carolyn Snell
	N

	
	Dr. Andrea Barnes
	N

	MA Society of Addiction Medicine
	Dr. Peter D. Friedmann
	-

	National Assoc, of Social Workers
	Jen Erbe Leggett 
	
Y

	MMHCA
	Midge Williams        
Joseph R. Weeks    
	-

	Children's Mental Health Campaign
	Wells G. Wilkinson
	Y

	ABH
	Dr. Joseph Shrand
	Y

	MABHS
	
David Matteo on behalf of
Dr. Susan M. Szulewski


	Y

	MHHA
	Dr. Rohn Friedman
	Y

	MAMH
	Danna Mauch
	-

	NAMI of Massachusetts
	Jacqueline Hubbard 
	-

	MA Org for Addiction Recovery
	Maryanne Frangules
	A

	Blue Cross Blue Shield of Massachusetts
	Dr. Gregory Harris
	N

	MA Association of Health Plans
	Sarah Chiaramida 
	N


*(Y) Voted in favor; (N) Opposed; (A) Abstained from vote; (-) Absent from meeting or during vote

· After the vote, Commission members continued discussing the procedural process to vote on the motions.  Given that the matters were unresolved and the meeting time had expired, Commissioner Doyle proposed holding another meeting with the intent of voting on the motions.   


· Task Force members voted to adjourn and schedule another meeting.  

	Agency
	Designee
	Adjourn

	Division of Insurance
	Niels Puetthoff 
	Y

	BSAS
	Erica Weil
	Y

	MassHealth
	Emily Bailey
	-

	GIC
	Matthew Veno
	
Y

	Health Policy Commission
	Nancy Ryan
	
Y

	MA Psychiatric Society
	Dr. Grace Chang

	Y

	
	Dr. John Fromson
	Y

	MA Psychological Association
	Dr. Carolyn Snell
	-

	
	Dr. Andrea Barnes
	Y

	MA Society of Addiction Medicine
	Dr. Peter D. Friedmann
	-

	National Assoc, of Social Workers
	Jen Erbe Leggett 
	
-

	MMHCA
	Midge Williams        
Joseph R. Weeks    
	-

	Children's Mental Health Campaign
	Wells G. Wilkinson
	Y

	ABH
	Dr. Joseph Shrand
	Y

	MABHS
	
David Matteo on behalf of
Dr. Susan M. Szulewski


	Y

	MHHA
	Dr. Rohn Friedman
	-

	MAMH
	Danna Mauch
	-

	NAMI of Massachusetts
	Jacqueline Hubbard 
	-

	MA Org for Addiction Recovery
	Maryanne Frangules
	Y

	Blue Cross Blue Shield of Massachusetts
	Dr. Gregory Harris
	Y

	MA Association of Health Plans
	Sarah Chiaramida 
	Y


*(Y) Voted in favor; (N) Opposed; (A) Abstained from vote; (-) Absent from meeting or during vote





Department of Mental Health
Medical Necessity Commission
March 15, 2024
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #15 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept the 1/19/24 meeting minutes.  Seconded and unanimously approved.  

4) Motions
· Commission members voted on each previously proposed motion (see below & detailed vote on page 2).  Commissioner Doyle informed members that all proposed motions will be included in the final report.  While Commissioner Doyle acknowledged the disjointedness of resolving motions in this manner, she expressed her desire to ensure all viewpoints are represented.
· Motion 1
Commission member Rohn Friedman introduced a motion, seconded by Joseph Shrand, to include in the Commission’s report a recommendation that the Legislature require minimum standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible. (introduced 10/20/23, amended 11/17/23 to include “minimum”)
10 Yes, 2 No, 1 Abstention

· Motion 2
Commission member Joseph Shrand, seconded by Matthew Veno, further proposed the commission’s report include a recommendation that a common medical necessity criterion can be established with the contribution of clinicians, patient advocates, those with lived experience, and insurance companies. Such medical necessity criteria shall be drawn from curated current medically necessity criteria from insurance companies, addressing health care services or supplies needed to diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted standards of medicine, and integrated with any novel contributions from the members of the medical necessity committee. (introduced 10/20/23)
3 Yes, 9 No, 1 Abstention



    
	Member Name / Seat
	Motion 1
	Motion 2

	Brooke Doyle (chair) – Department of Mental Health (DMH)
	
	

	Niels Puetthoff – Division of Insurance
	A
	A

	Erica Weil – Bureau of Substance Abuse Services   
	-
	-

	VACANT – MassHealth  
	-
	-

	Matthew Veno – Group Insurance Commission
	Y
	Y

	Nancy Ryan – Health Policy Commission
	Y
	N

	Grace Chang– MA Psychiatric Society, Official designee  

OR

Lisa Simonetti  
	-
	-

	John Fromson – MA Psychiatric Society, Child/Adolescent 
	Y
	N

	Carolyn Snell – MA Psychological Association,  Child/Adolescent
	-
	-

	Andrea Barnes – MA Psychological Association
	-
	-

	Peter Friedmann – MA Society of Addiction Medicine
	-
	-

	Jen Erbe Leggett – National Association of Social Workers
	Y
	Y

	Midge Williams – MA Mental Health Counselors Association
	-
	-

	Wells Wilkinson– Children’s Mental Health Campaign
	Y
	N

	Joseph Shrand – Association for Behavioral Healthcare 
	Y
	Y

	Susan Szulewski – Massachusetts Association of Behavioral Health Systems, Official designee
OR

David Matteodo 
	Y
	N

	Rohn Friedman– Massachusetts Health & Hospital Association
	Y
	N

	Danna Mauch– Massachusetts Association for Mental Health
	Y
	N

	VACANT– National Alliance on Mental Illness of Massachusetts
	-
	-

	Maryanne Frangules– MA Organization for Addiction Recovery
	Y
	N

	Gregory Harris– Blue Cross Blue Shield of Massachusetts
	N
	N

	Sarah Chiaramida– MA Association of Health Plans, Official designee

OR

Jan Cook  
	N
	N






· After voting on the first two motions, Commission member Sarah Chiaramida withdrew, without any objections, her proposed Motion 3:
· Commission member Sarah Chiaramida moved to further amend Motion 1, seconded by Commission Member Matthew Veno, to include in the Commission’s report the following recommendations:
1. Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care;
1. To achieve the goal of consistent, equitable, and evidence-based delivery of behavioral health care, medical necessity criteria should be adopted across the delivery system by payers and providers;
1. Health plans and providers shall utilize nationally- based criteria for medical necessity for behavioral health care services, where available; and 
1. Such criteria should be reviewed annually, with input from local practitioners, to ensure that they conform to local evidenced-based practice.  (introduced 1/19/23)
· Without objection, Commission member Joseph Strand withdrew his compromise language he proposed during the 1/19/24 meeting:
· Commission member Jospeh Shrand recommended the following combined language:
· Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care; 
· To achieve the goal of consistent, equitable, and evidence-based delivery of behavioral health care, medical necessity criteria should be adopted across the delivery system by payers and providers;
· That the Legislature require minimum standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible; 
· Health plans and providers shall utilize nationally- based criteria for medical necessity for behavioral health care services, where available; and 
· Such criteria should be reviewed annually, with input from local practitioners, to ensure that they conform to local evidenced-based practice.

1. Proposed New Motion
· In the spirit of compromise and a strong interest in proposing a recommendation in the report that has near consensus, Sarah Chiaramida introduced a new motion for discussion:
· Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care.
· The Commission issued a survey to health plans and providers that asked what, if any, medical necessity criteria is utilized by the organization. The Commission received a total of 25 responses from health plans, hospitals, and behavioral health clinic providers.
· The survey response indicated that today, commercial health plans utilize nationally based criteria for mental health and substance use.
· To achieve the goal of equitable, and evidence-based delivery of behavioral health care, health plans and providers shall utilize nationally based criteria for medical necessity for behavioral health care services. 
· There shall be a process, led by the state to enable local health care providers and payers to annually review the criteria to enable providers to offer feedback on the national criteria utilized by health plans, to propose modifications to more closely align with local practice, and to educate providers on the criteria, including how to view the criteria and how to use it.
· Commission Member Danna Mauch expressed her support for the first bullet but wants to ensure behavioral health is applied equally, with parity to physical health.
· Commission member Jospeh Shrand suggested ‘patients’ be added to the last bullet.
· A few members advocated for the inclusion of the Commission’s survey in the report but not part of the recommendations. 
· There was lots of discussion around the adequacy of national criteria and whether they impose significant issues with parity.
· During the discussion Commission members noted, when discussing medical criteria, fully-insured health insurance represents only 20% of the overall health insurance market.
· Commission member Nancy Ryan queried whether there are certain services unique to MA, such as those by MassHealth, where national standards for those specific services do not exist.  What would be the practical impact of utilizing national standards in the second to last bullet?
· Commission members generally agreed with the last bullet to create a more transparent process which allows local clinicians to meaningfully participate in the review of medical necessity criteria.
· After extensive discussion, Commission members agreed to the following change:
· Add at the end of the first bullet, ‘…consistent with mental health parity.’
· Delete bullets two and three, which reference the Commission’s survey to health plans and providers.
· Commission members agreed to vote on the motion at their next meeting in April.

1. Adjournment
· Commissioner Doyle encouraged members to circulate in advance of the next meeting any background or contextual language for inclusion in the report.  The next meeting will include a discussion of any such proposed language.
· The Commission agreed to adjourn and meet next on Friday, April 19, 2:00-3:00.






Department of Mental Health
Medical Necessity Commission
April 19, 2024
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #16 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept the 3/15/24 meeting minutes.  Seconded and unanimously approved.  

4) Motions
· Commission members further discussed the motion Commission member Sarah Chiaramida first introduced and subsequently amended during the 3/15/24 meeting:
· Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care consistent with mental health parity.
· To achieve the goal of equitable, and evidence-based delivery of behavioral health care, health plans and providers shall utilize nationally based criteria for medical necessity for behavioral health care services. 
· There shall be a process, led by the state to enable local health care providers and payers to annually review the criteria to enable providers to offer feedback on the national criteria utilized by health plans, to propose modifications to more closely align with local practice, and to educate providers on the criteria, including how to view the criteria and how to use it.
· Commission member Rohn Friedman sought clarification whether acceptance of Sarah’s motion contradicts his previously passed motion recommending minimum standardized behavioral health medical necessity criteria, uniform across payers, to the maximum degree possible.
· Several members stated they do not think the two motions are contradictory.
· Some argue Sarah’s motion provides a complimentary view and addresses feasibility issues. Given the large percentage of the market that is self-insured, Medicaid, or Medicare, Commission members discussed limitations with achieving a uniform set of criteria and cautioned against creating more complexity, particularly when the market is shifting to national standards.  The survey issued by the Commission indicates that health plans operating in Massachusetts primarily use national criteria.  The motion is an attempt to reflect the Commission’s discussions and find consensus. 
· Other members expressed concerns with the motion, particularly with bullet number 2 and the words “nationally based criteria,” arguing such criteria have been litigated for not covering evidence-based standards of care.  Further, members criticized the national standards for the lack of transparency.   With respect to the survey, not all members found it constructive nor did the survey address applicability.  Some view the motion as the status quo.
· Commission members unanimously support the last bullet to recommend a more meaningful process for provider input and transparency in the development of medical necessity criteria.  
· There was no consensus with respect to the Commission’s charge.  Some argue the Commission is within its purview to recommend a common set of criteria, while others stated the Commission is more narrowly charged with assessing the feasibility of moving to uniform criteria.
· Commission members agreed to vote on the motion at its next meeting.
· The intent is to include all proposed motions in the report with their vote.

5) Adjournment
· Commissioner Doyle encouraged members to circulate in advance of the next meeting any background or contextual language for inclusion in the report.  In addition to the vote on Sarah’s motion, the next meeting will include a discussion of any such proposed language.
· The Commission agreed to adjourn and meet next on Friday, May 17, 2:00-3:00.









Department of Mental Health
Medical Necessity Commission
May 17, 2024
2:00-3:00 p.m.
In-Person or Via Zoom

Meeting #17 Summary:

1) Commissioner Brooke Doyle called the meeting to order.  

2) Roll Call of Commission Members (See attached attendance sheet)

3) Motion was made to accept the 4/19/24 meeting minutes.  Seconded and unanimously approved.    

4) Commission members further discussed the motion put forward (3/15/24 mtg) by Sarah Chiaramida and subsequently amended:
· Like physical health care, it should be the goal of the behavioral health care delivery system to provide evidence-based, equitable, consistent, and high-quality care consistent with mental health parity.
· To achieve the goal of equitable, and evidence-based delivery of behavioral health care, health plans and providers shall utilize nationally based criteria for medical necessity for behavioral health care services. 
· There shall be a process, led by the state to enable local health care providers and payers to annually review the criteria to enable providers to offer feedback on the national criteria utilized by health plans, to propose modifications to more closely align with local practice, and to educate providers on the criteria, including how to view the criteria and how to use it.
· Broad support for bullets 1 and 3 of the motion. 
· Some members questioned why Massachusetts would want to adopt national standards, suggesting such standards are arbitrary; nontransparent and developed without local clinical input; and may restrict access to services.
· Commission members representing health care payers suggested the motion reflects the direction of health care- moving toward national, evidenced based standards- while maintaining greater consistency across the marketplace (fully insured commercial marketplace represents less than 25% of overall Massachusetts market).  
· Some members expressed support to include ‘patients’ in the third bullet of the motion.
· Commisssion member Jospeh Strand suggested revising to the motion in bullet 2, which was further revised, to add after ‘nationally based criteria for medical necessity’ the following, ‘to facilitate access to behavioral health services aligned to’.  There was no consensus on this language as some members stated the language does not work.
· Motion 1: After considerable discussion, John Fromson made motion to end debate, which passed 10 yes, 1 no, (see detailed votes below).
· Motion 2:  The final vote on the motion was 3 Yes, 7 no, (see detailed votes below)

	Member Name / Seat
	Motion 1
	Motion 2

	Brooke Doyle (chair) – Department of Mental Health (DMH)
	-
	-

	Niels Puetthoff – Division of Insurance
	-
	-

	Erica Weil – Bureau of Substance Abuse Services   
	-
	-

	VACANT – MassHealth  
	-
	-

	Matthew Veno – Group Insurance Commission
	Y
	Y

	Nancy Ryan – Health Policy Commission
	-
	-

	Grace Chang– MA Psychiatric Society, Official designee  

OR

Lisa Simonetti  
	Y
	N

	John Fromson – MA Psychiatric Society, Child/Adolescent 
	Y
	N

	Carolyn Snell – MA Psychological Association,  Child/Adolescent
	-
	-

	Andrea Barnes – MA Psychological Association
	Y
	N

	Peter Friedmann – MA Society of Addiction Medicine
	-
	-

	Jen Erbe Leggett – National Association of Social Workers
	-
	-

	Midge Williams – MA Mental Health Counselors Association
	-
	-

	Wells Wilkinson– Children’s Mental Health Campaign
	N
	N

	Joseph Shrand – Association for Behavioral Healthcare 
	Y
	N

	Susan Szulewski – Massachusetts Association of Behavioral Health Systems, Official designee

OR

David Matteodo 
	Y
	N

	Rohn Friedman– Massachusetts Health & Hospital Association
	Y
	N

	Danna Mauch– Massachusetts Association for Mental Health
	-
	-

	VACANT– National Alliance on Mental Illness of Massachusetts
	-
	-

	Maryanne Frangules– MA Organization for Addiction Recovery
	Y
	N

	Gregory Harris– Blue Cross Blue Shield of Massachusetts

OR

Paul Jones
	Y
	Y

	Sarah Chiaramida– MA Association of Health Plans, Official designee

OR

Jan Cook  
	Y
	Y



5) Report
· Commissioner Doyle informed members that Department of Mental Health (DMH) staff will draft a report for members to review and edit.  

6) Adjournment
· The June meeting will be cancelled.  
· The Commission agreed to adjourn and meet again at the call of the chair.
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