
 

Approved: 04/19/2023 

POLICY Version #: 4 

Document Owner: Stephanie Schoeffler 

SHPMCP-011 Psychiatric Sub-Acute Admission Policy - SHP 

 

 Page 1 of 3 
Paper copies of this document may not be current and should not be relied on for official 

purposes. The current version is in PolicyTech. 

DISCLAIMER 

 This Samaritan Health Plans (SHP) Medical Coverage Policy (MCP) is intended to facilitate the utilization 

management process. It expresses SHP’s determination as to whether certain services or supplies are medically necessary, 

experimental, investigational, or cosmetic for purposes of determining appropriateness of payment. The conclusion that a 

particular service or supply is medically necessary does not constitute a representation or warranty that this service or 

supply is covered (i.e., will be paid for by SHP) for a particular member. The member’s benefit plan determines coverage.  

Each benefit plan defines which services are covered, which are excluded, and which are subject to dollar caps or other 

limits. Members and their providers will need to consult the member’s benefit plan to determine if there are any 

exclusion(s) or other benefit limitations applicable to this service or supply. If there is a discrepancy between this policy 

and a member’s plan of benefits, the benefits plan will govern. In addition, coverage may be mandated by applicable legal 

requirements of a State, the Federal government or Centers for Medicare & Medicaid Services (CMS) for Medicare and 

Medicaid members. CMS’s Coverage Database can be found on the CMS website. The coverage directive(s) and criteria 

from an existing National Coverage Determination (NCD) or Local Coverage Determination (LCD) will supersede the 

contents of this Samaritan Health Plans Medical Coverage Policy (SHPMCP) document and provide the directive for all 

Medicare members. 

 

SHPMCP’s are not medical advice. Members should consult with appropriate health care providers to obtain needed 

medical advice, care and treatment. 

 

SHP reserves the right to conduct retrospective review for medical necessity, medical appropriateness and/or potential 

fraud, waste and abuse. Claims may be reviewed for medical appropriateness for the services. 

 

PURPOSE 

 This SHPMCP establishes guidelines used for admission into a Sub-Acute Psychiatric setting.   

 

PROCEDURE 

1. This MCP will be followed for all lines of business in the absence of criteria as provided in CSD-CC-UM-21 

Criteria for UM Decision Making Policy. 

2. Clinical Indications for Admission: 

A. Within the last week must meet all: 

1) Acute and severe symptoms and/or behaviors which result from a mental health diagnosis require 

24-hour supervision for safety and stabilization or medication changes. 

2) Unable to be managed safely at less intensive level of care; 

3) Unable to maintain behavioral control for more than 48 hours and improvement is not expected 

within the next two weeks (must meet one) 

a. Command auditory hallucinations for suicide or homicide or serious harm to self or others are 

present 

b. Chronic/Persistent danger to self/others (must meet one) 

i. Current plan for suicide or serious harm to self is present 

ii. Current plan for homicide or serious harm to another is present 

iii. Daredevil/Impulsive behavior 
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iv. Sexually inappropriate/aggressive/abusive 

v. Behaviors unmanageable (must meet one) 

i. Angry outbursts/aggression 

ii. Delusions/hallucinations/disorganized thoughts, speech, behavior 

iii. Hypomanic symptoms increased 

iv. Cruelty to animals 

v. Hostile/Intimidating interactions 

vi. Encopresis and feces smearing 

vii. Fire setting 

B. Support System (must meet one) 

1) Unavailable 

2) Unable to ensure safety 

3) High-risk environment 

4) Abusive 

5) Intentional sabotage of treatment 

6) Unable to manage intensity of symptoms 

C. Functioning (must meet one) 

1) Discharge/Transfer from psychiatric hospitalization or diversion from psychiatric hospitaliz ation 

within last 24 hours 

2) Arrest/Confirmed illegal activity or persistent violation of court orders  

3) Psychiatric medication refractory/resistant AND severe psychiatric symptoms persist 

4) Profound functional impairment 

5) Characteristics such as high impulsivity, unreliability or extreme agitation with desperation are 

present 

3. Ongoing Concurrent Review 

A. Occurs at a maximum of 7 days based on the needs of the case and documentation from the provider and 

includes: 

1) Review of Recovery Course and documentation that continued stay is necessary based on: 

a. Stage 1 

i. Current plan for suicide or serious harm to self or others assessed by Psychiatric Provider 

ii. Need for frequent safety checks 

iii. Psychosocial interventions daily emphasizing barriers to discharge 

iv. Parental/custodial involvement in psychosocial interventions if client is a child or adolescent 

b. Stage 2 

i. Risk status acceptable 

ii. Functional status acceptable 

iii. Medical needs absent or manageable 

B. Client is ready to discharge when the following criteria is met 

1) Risk status acceptable as indicated by ALL of the following: 

a. Danger to self or others manageable as indicated by one or more of the following: 

i. Absence of thoughts of suicide, homicide, or serious harm to self or another; 

ii. Thoughts of suicide, homicide, or serious harm to self or to another present manageable at an 

available lower level of care; 

iii. Patient and supports understand follow-up treatment and crisis plan; 

iv. Provider and supports are sufficiently available at lower level of care; 

v. Patient, as appropriate, can participate as needed in monitoring at available lower level of 

care 

b. Functional status acceptable as indicated by one or more of the following: 

i. No essential function is significantly impaired 
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ii. An essential function is impaired, but impairment is manageable at available lower level of 

care 

c. Medical needs absent or manageable at available lower level of care as indicated by ALL of the 

following: 

i. Adverse medication effects absent or manageable 

ii. Medical comorbidity absent or manageable 

iii. Medical complications absent or manageable (e.g., complications of eating disorder) 

iv. Substance-related disorder absent or manageable 

v. Sub-acute level of care no longer appropriate due to patient progress record or consent as 

indicated by one or more of the following: 

i. Patient deterioration requires higher level of care 

ii. Guardian or youth no longer consents to treatment 
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