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PURPOSE: 
 
The purpose of this bulletin is to clarify policies regarding the authorization, when 
required, and delivery of Behavioral Health Rehabilitation Services (BHRS). 

 
This response to the Draft Bulletin issued on April 18th was necessarily compiled very 
quickly since responses were due by May 1st.  In the text that follows, a Times New Roman 
(this) font is used for commentary.  It is indented below the Draft Bulletin text which 
appears in Arial font.  This commentary is based on the author’s conscientious study of 
BHRS rules, regulations and the underlying Federal and State laws, and nearly 20 years of 
experience as a BHRS provider in Pennsylvania.  It is not intended as legal advice.  Those 
seeking legal advice should consult an attorney. 
 
In the “BHRS re-design” plan that preceded this Draft Bulletin, the Behavioral Health 
Managed Care Organizations (BH-MCOs) conscientiously stated that the changes in that 
“re-design” effort did not apply to children with Autism spectrum disorders.  Make no 
mistake:  this Draft Bulletin applies to ALL BHRS recipients.  That is not necessarily a bad 
thing. 

 
SCOPE: 

 
This bulletin applies to providers enrolled in the Medical Assistance (MA) Program to 
provide BHRS in the fee for service and behavioral health managed care delivery 
systems.  Enrolled providers are responsible for ensuring that any subcontractors comply 
with this bulletin. 
 
BACKGROUND: 

 
BHRS are individualized services which are based on the clinical needs of the child 
receiving the service.  BHRS provide a child with specific behavioral health interventions, 
as set forth in the child’s treatment plan.  
 

Behavioral Health Rehabilitation Services (BHRS) are funded by the EPSDT (Early and 
Periodic Screening, Diagnosis and Treatment) mandate of Medicaid.  This requires that 
BHRS delivery complies with the EPSDT mandate, including the requirement that services 
must be “sufficient in amount, duration and scope to reasonably achieve the purpose for 
which they are furnished.”  42 CFR Chapter 4 § 438.210  In 50 years, the only authority 
recognized by any Federal court as having the ability to determine “the purpose for which 
a treatment is furnished” is the licensed practitioner who saw the child and prescribed it.  
When the prescriber’s prescription for BHRS is backed-up by data and the prescriber 
carefully explains the purposes for which the treatment is prescribed (why it is “medically 
necessary” in the prescriber’s professional opinion), funding for the prescription delivery 
cannot be summarily blocked by any reviewer.  In accordance with the broad and emphatic 
consumer protections built into the EPSDT mandate of Medicaid, the grievance and appeal 
process should be used to overcome obstacles that cannot be put in the path of a child’s 
hope for EPSDT treatment funding.  EPSDT funding became a mandate in all 50 states by 
an Act of Congress in 1989 and has been used to fund BHRS in Pennsylvania since 1992. 

 
The Department of Public Welfare’s (Department’s) experience with BHRS has evolved 
during the almost twenty years that the MA Program has paid for these services.   
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The reference to “the MA program” above is misleading.  It might be misinterpreted by 
some readers to imply that Pennsylvania is paying for “the MA program” all by itself, and 
that would imply that Pennsylvania has sole authority over “the MA program.”  That is not 
correct.  Both Federal and State funding are used to pay for this program.  The Federal 
share is always more than 50% of the total.  Because Federal funds are used to cover more 
than 50% of the cost of the MA program, compliance with Federal Medicaid statutes, 
policies and procedures (including those within the EPSDT mandate) are a non-negotiable 
requirement for all States that receive Medicaid funds.  The Department of Public Welfare 
(DPW) is the “State Medicaid Agency” in Pennsylvania and is responsible for the correct 
implementation of the Medicaid program everywhere in Pennsylvania, including the 
EPSDT section and the BHRS component within it.  No Managed Care Organization or 
County government can create standards, requirements, policies or procedures that conflict 
with the “State Medicaid Plan” which is a legal agreement between the Federal government 
and Pennsylvania (as represented by DPW) under which Medicaid funds are made 
available to Pennsylvania.  When a child’s access to Medicaid funds is impeded beyond the 
scope of the State Medicaid Plan, the DPW is responsible for fixing the problem.  That is 
the reason for this Draft Bulletin. 

 
As a result of this experience, the Department has been engaged in discussions with 
Behavioral Health Managed Care Organizations (BH-MCO) and providers in an effort to 
ensure that the services that are being billed to the MA Program are behavioral health 
interventions.  
 

Actually, sometime before March 2012, DPW began paying an organization called 
“Mercer” to collect information about BHRS.  DPW then arranged meetings between 
Mercer, various DPW offices and BH-MCOs to coordinate its plan to “redesign” the BHRS 
system in Pennsylvania.  The cover was thrown back to reveal the DPW plan in October 
and November 2012 in a series of meetings with BHRS providers.  At these meetings, BH-
MCO presenters stated that “DPW approved these plans” and that they would be 
implemented on January 1st – without any opportunity for public comment or discussion 
about the planned changes, which included: 

 
1. A “tiered” system of provider reimbursement that would punish BHRS providers (both 

financially and logistically) who did not reduce their prescriptions of TSS service 
sharply or consistently enough. 

2. Prohibitions against the use of TSS providers when children were diagnosed with 
ADHD, as if “the proper treatment for ADHD is medication, not TSS” as one BH-
MCO official opined – in writing. 

3. Limitations on the duration of BHRS (a six-month maximum figure was bandied 
about), as if some time limitation can be imposed on a prescriber’s prescription of 
BHRS as a condition of their enrollment in a BH-MCO provider network, when 
EPSDT funds are available from birth to age 21. 

4. Ridiculous limitations such as on the use of “cueing” as a practice that was deemed to 
be “not behavioral” but rather “educational” in nature, and therefore not eligible for 
BHRS funding. 

5. Re-write the definition of “medically necessary” treatment for BHRS (certainly not to 
make it any easier for a disabled child to access necessary treatment) without opening 
the State Medicaid Plan. 
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6. A conscientious effort to do all of this without discussing it with any of the people 
who would bear the brunt of the changes (EPSDT recipients or their families, most 
BHRS providers and advocates) until DPW had already approved it and to refer those 
with questions to the BH-MCO for resolution – as if the BH-MCO now had the 
authority of DPW to regulate, control and interpret the State’s Medicaid Plan.  There 
was no response when the question was asked “Who at DPW should we bring 
concerns about BH-MCO noncompliance with Medicaid to?”   

 
The plan to “redesign” the BHRS system received its guidance from the Children’s Bureau, 
which was given enormous control over BHRS by DPW.  Calls to DPW officials identified 
as having responsibility for the State Medicaid Plan were referred to the Director of the 
Children’s Bureau, Stanley Mrozowski.  The effect of the BHRS “redesign” plan would 
have been to grossly reduce, restrict and subvert the availability of BHRS (especially 
Therapeutic Staff Support or “TSS” services to children).   When the depth of its 
machinations was finally revealed, it caused quite a bit of “confusion.”  Complaints about 
apparent violations of the Civil Rights of children enrolled in Medicaid in Pennsylvania 
were filed in December of 2012.  The DPW is responsible for fixing problems like this.  
That is the reason for this Draft Bulletin.  A Class Action lawsuit was also being prepared. 

 
These discussions may have led to some confusion about the services that may properly 
be billed to the MA Program.  
 

The inclusion of material regarding the Summer Therapeutic Activities Program (STAP) in 
this BHRS Draft Bulletin is distracting.  It should be handled in a separate Bulletin since 
STAP and BHRS are two different entities.  In most cases, BHRS is not necessary in a 
STAP camp program (the STAP program is supposed to provide for the behavioral needs 
of attendees).  When BHRS is delivered in a STAP program, its “rules” do not change, so it 
is preferable to issue a separate STAP Bulletin, rather than encouraging people to conflate 
STAP with BHRS.  The commentary to this Draft Bulletin does not address STAP.  

 
In addition, on March 1, 2012, the Department issued a bulletin which clarified 
programmatic expectations for Summer Therapeutic Activities Programs (STAP). 
OMHSAS-12-01 (Mar. 1, 2012) (STAP Bulletin). Providers and stakeholders have 
expressed confusion over some of the topics discussed in that bulletin.  
 
The Department is issuing this bulletin to clarify some of the issues that have recently 
arisen and to remind providers of the services that may properly be billed to the MA 
Program. The Department is also issuing this bulletin to address issues that have 
previously been communicated through letters and policy clarifications. 

 
To the extent that this bulletin is inconsistent with any previous guidance issued by the 
Department or a BH-MCO, this bulletin controls. 

 
The importance of this Draft Bulletin regarding BHRS is clear from the sentence directly 
above.  It appears to be intended to change the BHRS as permanently and significantly as 
the stealth “BHRS re-design” plan that was interrupted in December.   These changes will 
impact all BHRS recipients and that is laudable; it is better to deliver BHRS even-handedly 
and avoid giving preferential treatment to children with particular disabilities since EPSDT 
explicitly prohibits discriminatory practices based on diagnosis. 
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DISCUSSION: 
 
Both federal and state law require that the MA Program pay only for services that are 
medically necessary, defined in part as a “service . . . or level of care that is necessary for 
the proper treatment or management of an illness, injury or disability.”  55 Pa. Code 
§ 1101.21.  
 

Notice it says “in part.”  The other parts that are hidden in this Draft Bulletin are the parts 
that explain that there are three different ways that a treatment or service is “medically 
necessary” according to 55 Pa. Code § 1101.21.  If the treatment or service 1) prevents the 
worsening of the child’s condition, 2) if it treats the condition, or 3) if it maintains the 
child’s functioning at a level comparable to other children of the same age, it IS “medically 
necessary” according to 55 Pa. Code § 1101.21.  Why not print that?  Why conceal it?  It is 
the law, after all…. 

 
One component of determining whether a service or level of care is necessary for proper 
treatment or management is that the service or level of care will “assist the recipient to 
achieve or maintain maximum functional capacity, taking into account both the functional 
capacity of the recipient and those functional capacities that are appropriate of recipients 
of the same age.”  55 Pa. Code § 1101.21a.  
 

Why only mention one of the three components that define “medically necessary” 
treatment?  Here is the actual text of 55 Pa. Code § 1101.21a: 

 

 
 
Notice that 55 Pa. Code § 1101.21a says that a service, item, procedure or level of care 
that IS [emphasis added] necessary for the proper treatment or management of an illness, 
injury or disability IS [emphasis added] one that “Will, or is reasonably expected to,”…   
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This means that a service, item, procedure or level of care (treatment) need only be 
reasonably expected by the prescriber to achieve just one (not all three) of these goals for 
it to be “medically necessary.”  It is not necessary that the prescriber “proves” that the 
prescribed BHRS treatment has been effective in the past, although that would certainly 
enhance the viability of any prescription.  Abundant data (spanning more than 10 years, 
in fact), regarding the effectiveness of BHRS exists.  When it is cited by a prescribing 
practitioner as evidence of the justification for the BHRS prescription, both the “medical 
necessity” and the “clinical appropriateness” of the prescription have been established 
beyond question. 

 
Remember also that Federal courts have ruled for 50 years that the expectation for the 
helpfulness of the prescription exists in the mind of the prescribing professional who 
prescribed it, according to the EPSDT mandate.  A wide range of contrary opinions from 
BH-MCO reviewers, Administrative Law Judges, State Medicaid Agencies and County 
Government official have been heard and all have been rejected in Federal courts for 50 
years.   
 
It is wholly inappropriate for a representative of a State Medicaid Agency or any of these 
other entities with contrary opinions to say to a disabled child’s family “Hey, you don’t 
like it, sue us” which was effectively the stance being taken with increasing ferocity by 
BH-MCOs, County Governments and DPW officials that necessitated the filing of 
complaints about Civil Rights violations and the exploration of a Class Action lawsuit.  
The plan to “redesign” BHRS was, in short, an attempt to make it less accessible and less 
worthwhile.  The recently revised standards for BHRS “Service Descriptions” is another 
move in that same direction which bears close scrutiny beyond the scope of this analysis. 
 

The medical necessity for BHRS is specific to the behavioral health needs of the child 
as demonstrated by a DSM-IV diagnosis. 

 
The reason for the appearance of this non sequitur at this point is unknown.  It goes 
without saying that the BHRS prescription must be specific to the behavioral health needs 
of the child.  However, EPSDT standards explicitly prohibit the making of treatment 
decisions based on diagnoses (as if the existence of a diagnosis is, by itself, a rationale for 
allowing or denying EPSDT funding).   
 
The behavioral health needs of the child are demonstrated by the behavioral symptoms of 
the child.  Professionals can argue about diagnoses, but not symptoms – they are either 
present or they are absent, and determining the “medical necessity” or the “clinical 
appropriateness” of a BHRS prescription is based on an individual assessment of the child 
and the prescription of the licensed practitioner who saw the child face-to-face, not on the 
child’s diagnosis.  

   
To fulfill its responsibility to ensure that the MA Program pays only for services that are 
medically necessary,  
 

Defined as follows, right?   

1) services that are intended to prevent the worsening of the child condition OR 
2) services that are intended to treat the child’s existing condition OR 
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3) services that are intended to maintain the child’s functioning, taking into 
consideration the functional capacity of children of similar age 
 

the Department requires that some services, including BHRS, be prior authorized, 
either by the Department or by the managed care organizations with which the 
Department contracts. Consistent with the requirement that proper treatment take into 
account the functional capacity of the recipient,  
 

Taking “the functional capacity of the recipient into account” is part of the third rationale 
for determining the “medical necessity” of a service.  Why present this as if it is an over-
arching requirement for all medical necessity rationales, which could mislead readers 
into believing that the determination of the “medical necessity” of a treatment, service or 
procedure is more complicated than it actually is?  For example, if a child is prescribed 
BHRS to prevent the worsening of his/her condition, or to ameliorate (relieve) the child’s 
symptoms, there is no additional need to “take into account the functional capacity” of 
the recipient.  Making this a requirement for all children places those with 
developmental delays at greater risk of being denied treatment because of someone’s 
ignorant and/or misguided opinion that “they’re as good as they’re ever going to get.” 

 
a prior authorization determination that any BHRS is medically necessary 
encompasses a review that the requested service is clinically appropriate and will best 
meet the individualized presenting needs of the child. 

 
It’s very easy for a BH-MCO reviewer to conclude that a BHRS prescription is “medically 
necessary” based on the three options that are available to them under the law at 55 Pa. 
Code § 1101.21.  The place where a BH-MCO review may have a tad more room to 
maneuver is in determining if the service is “clinically appropriate.”  But there are 
limitations imposed by Federal law there, too.   

 
According to 42 CFR Chapter 4 § 438.210, a reviewer must make treatment funding 
available so that the treatment is “sufficient in amount, duration and scope to reasonably 
achieve the purpose for which it is furnished.”  If the prescriber’s purposes for prescribing 
BHRS are to: 1) prevent the worsening of the child’s condition, AND 2) to treat the 
child’s condition (and do so successfully, based on the accumulation of treatment outcome 
data), AND 3) enable the child to maintain functioning taking into account the functional 
capacity of other children of similar age, then the prescriber has categorically satisfied all 
three of the criteria for judging the treatment to be “medically necessary.”  If the treatment 
is prescribed in whole or in part to prevent the worsening of the child’s condition, then 
the treatment can consist of an extremely wide range of treatment possibilities – to prevent 
the child’s condition from worsening is actually the #1 reason for its “medical necessity.”   

 
For example, a child who is currently at “Level II” (a relatively low level of troublesome 
behavior) on the Appendix T Guidelines, may require 25 or more hours of TSS treatment 
to prevent the worsening of his/her condition, based on the examiner’s thorough analysis 
of the child’s history, strengths, weaknesses and needs.  A child need not be at “Level IV” 
(the most severe level of troublesome behavior) in order to be “eligible” for 25 or more 
hours of TSS treatment.  That is why there are no “numbers” in the Appendix T Guidelines 
for any of the so-called “Levels of Need.”   
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Prevention.  Or Maintenance.  Either of these rationales for the “medical necessity” of a 
BHRS program can justify the prescription of an amount of BHRS treatment, and 
especially TSS service, that is anathema to the architects of the BHRS re-design plan.  The 
National Academy of Sciences (2001) and the American Academy of Pediatrics (2007, 
2012) all emphasize that a child with symptoms of an Autism spectrum disorder does not 
have a reasonable probability of symptom abatement unless the child receives a minimum 
of 25 hours of “intensive, individualized treatment” every week.  That means that if a 
child is receiving 5 total hours per week of “intensive, individualized treatment” (usually 
OT, PT and Speech), the minimum prescription for BHRS TSS service would be 20 hours 
per week.  Although they said it wouldn’t apply to children on the Autism spectrum, the 
“gold” tier in the provider punishment scheme revealed by one BH-MCO in November 
was reserved for those who prescribed fewer than 15 hours per week.  Those who 
prescribed more TSS hours were to be paid less, and subjected to vigorous reviews and 
challenges by the BH-MCO.  The BH-MCO presenters at this meeting indicated that this 
provider punishment scheme had been approved by DPW for implementation on January 
1, 2013.  It was called “not appropriate or advisable” during the meeting, but no diversion 
from the BHRS “re-design” course was entertained, until claims of Civil Rights violations 
were filed. 
 
It should be noted that the symptoms of ADHD and Autism spectrum disorders overlap to 
such a great extent that the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
in both version IV (currently in use) and the upcoming Version 5, caution prescribers not 
to diagnose ADHD symptoms in children with Autism spectrum disorders because ADHD 
symptoms are subsumed under the Autism spectrum diagnosis.  This obviously means that 
children with ADHD symptoms can have comparable needs for BHRS treatment (a 
minimum of 25 hours of TSS service per week) that children with Autism spectrum 
disorders have, so the idea that children with Autism spectrum disorders can or should 
receive “special treatment” is offensive, to say the least. 

 
Even when services have been prior authorized, there may be times when a child is 
doing well at a time when a treatment session is scheduled. The provider and family 
may discuss whether that particular scheduled service should be provided.  If the 
provider and family agree that the service should not be provided, the provider must 
document in the progress notes the reason that the service was not provided.  This 
information should also be conveyed to the treatment team.   
 

Of course the parent and provider can agree to reduce or eliminate treatment that is not 
necessary.  That goes without saying.  However, the implication of this statement is that 
someone at DPW, or a BH-MCO reviewer, or someone else in authority might believe 
that in any given 15 minute interval, a child’s “need” for treatment could be “absent” and 
that a provider who remains on-site (monitoring and assessing the child’s behavior, taking 
notes about it, conferring with other adults about the child’s behavior, etc) is somehow 
not behaving properly and should not “bill” for such activity.  That would be an 
exceedingly wrong belief.   

 
Although treatment may be billed at 15 minute intervals, providers of service should 
clearly and unequivocally be informed that if they are complying with the terms of the 
child’s Treatment Plan, they will not be accused of illegal, fraudulent or other 
misbehavior  -- even if the child is “good” from time to time.  The BHRS provider should 
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document “good” (replacement) behavior as well as “bad” (target) behavior.  Moreover, 
the mere presence of a trained, supervised mental health support professional (a TSS 
provider, for instance) in the vicinity of the child should have a therapeutic influence on 
the child if they are observing, monitoring and responding to the child in accordance with 
the Treatment Plan. 
 

The provider may not fail to deliver an authorized service because the provider is unable 
to staff the authorized hours. 
 

Another non sequitur.  It would be more helpful to describe the procedure that a provider 
should perform when it is unable to provide staffing for a child’s case for a period of 
more than 14 consecutive days.  Many providers would benefit from having an explicit 
instruction from DPW as to its expectations when a child’s BHRS treatment plan is not 
being implemented due to a lack of staff.  The child’s parents should be told about other 
providers who may be able to help, but this isn’t happening consistently.  Some providers 
conceal this information from their clients, who are left to wait endlessly for help that a 
competitor could easily be giving.  Providers who fail to inform their clients about their 
right to choose a provider from among those enrolled in a given BH-MCO’s provider 
network should be sanctioned.   
 
The MA Bulletin issued on 12/29/2000 explicitly instructs BH-MCOs and providers that 
“selective referrals” to some providers enrolled in a BH-MCO’s network is not 
permissible.  This begs the question:  Is it permissible for some providers in a BH-MCO’s 
network to be prohibited from performing “intake BHRS evaluations?”  This 
exclusionary practice has been perpetrated in one Southeastern PA County for more than 
10 years.  The County and their BH-MCO will only allow “designated providers” to 
perform BHRS intake evaluations, and oftentimes the families referred to these 
“designated providers” are forced to wait many weeks for an evaluation that could easily 
have been done within 10 days by any of the “non-designated” providers.  The use of 
“designated providers” is clearly an attempt to control access to EPSDT benefits that is 
indefensible, especially in consideration of the MA Bulletin issued on 12/29/2000.   
 
Another piece of the BHRS re-design scheme that seems to have been taken off the table 
at least temporarily is a plan to re-institute this denial of access to network providers for 
BHRS intake evaluations in Counties that had sensibly abandoned it.  The reintroduction 
of such plans (reportedly approved by DPW for implementation in January) should be 
addressed and prohibited, based on the 12/29/2000 MA Bulletin. 

 
Because these well-established principles have at times been applied inconsistently, the 
Department is reiterating and clarifying application of these principles in the contexts 
that follow.   
 
Informing Families of All Treatment Options 

 
BHRS are but one component of the continuum of care available to treat the behavioral 
health needs of children.  It is the responsibility of the Department and the BH-MCO to 
inform families of all available treatment options for their children. To that end, it may 
be appropriate for a BH-MCO to reach out to a family or a prescriber to determine if the 
family or prescriber was informed of and has considered all treatment options that may 
be appropriate to treat the individualized needs of the child and family.  Services may 
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include behavioral health services other than BHRS such as family-based mental health 
services, partial hospitalization, outpatient clinic-based services, or medication. 
Services may not, however, be denied merely because an alternative treatment is 
available. 

 
This is a terrific improvement in clarity.  BH-MCOs were routinely denying TSS service 
because their reviewer mistakenly thought that ADHD could or should be treated only 
with medication, not TSS.  Russell Barkley, ostensibly the world’s leading authority on 
the treatment of ADHD explicitly refutes that argument.   
 
This text should also stop the practice of denying Mobile Therapy or TSS prescriptions 
because outpatient therapy (which has a much higher failure rate, especially for children, 
based on more than 40 years of outcome research) is “available.”  Waiting lists can exist 
for children on Medicaid, but not for EPSDT services.  Telling a family to get in line to 
wait for outpatient therapy when a more effective treatment modality (BHRS Mobile 
Therapy) is available without delay, is reprehensible.   

 
Examples 

 
When reviewing a request for therapeutic staff support (TSS) services for a child with 
attention deficit hyperactivity disorder (ADHD), the BH-MCO may ask the prescriber if 
the prescriber and family considered medication as an alternative to TSS or medication 
in concert with TSS. The BH-MCO may not, however, deny TSS services merely 
because the child is not on medication. The BH-MCO must review the request to 
determine whether TSS is medically necessary whether or not medication is also 
prescribed. 
 

You couldn’t have been more pure and simple than this.  I hope the BH-MCOs comply, 
but it will be a change from long-established procedure for them.  If the existing 
“grievance and appeal” process is the venue to address problems in this area, will it be 
sufficient to cite this text for the BH-MCO reviewer to be forced to abandon demands for 
medication?   Or will parents continue to be expected to bring lawsuits in Federal court 
or file Civil Rights complaints to have justice done? 

 
When reviewing a request for TSS for a child and another child in the family is already 
receiving TSS, the BH-MCO may discuss with the prescriber if family-based services - 
i.e., family rather than individual modalities - would be appropriate to treat the needs of 
the children and family.   
 

BH-MCO reviewers should be told that Family-Based Mental Health Services can only 
be prescribed if the child is “in imminent risk of out-of-home placement” and that it is 
not a panacea alternative to BHRS.   

 
A BH-MCO may not, however, refuse to consider a request for TSS or determine that 
TSS is not medically necessary merely because more than one child in the family is in 
need of behavioral health services. 
 

Again, you could not have been more pure and simple than this.  I hope the BH-MCOs 
comply, but it will be a change from long-established procedure for them.  If the existing 
“grievance and appeal” process is the venue to address problems in this area, will it be 
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sufficient to cite this text for the BH-MCO reviewer to be forced to abandon demands for 
family-based or other services simply because another child in the same home has a TSS 
provider?  Or will parents continue to be expected to bring lawsuits in Federal court or 
file Civil Rights complaints to have justice done? 

 
What about school classrooms?  There are some BH-MCOs that have been denying TSS 
to a child who desperately needs 1:1 behavioral treatment from a mental health 
professional simply because there is an “aide” in the classroom, or there are other TSS 
providers in the classroom, or other variations on the theme of “There is somebody else 
who should do that job.”  Will the citing of this text be sufficient to shut down those BH-
MCO arguments to enable the child to access EPSDT funding for medically necessary 
treatment?  Or will parents continue to be expected to bring lawsuits in Federal court or 
file Civil Rights complaints to have justice done? 

 
When reviewing a request for BHRS, the BH-MCO may inquire whether the family or 
prescriber has considered outpatient therapy.  The BH-MCO may not, however, 
determine that BHRS is not medically necessary merely because outpatient therapy is 
available. 

 
 

Another great clarification.  You couldn’t have been more pure and simple than this.  I 
hope the BH-MCOs comply, but it will be a change from long-established procedure for 
them.  If the existing “grievance and appeal” process is the venue to address problems in 
this area, will it be sufficient to cite this text for the BH-MCO reviewer to be forced to 
abandon demands for outpatient therapy (which has been found to be marginally 
effective with children for the past 40 years), just because outpatient therapy exists?  Or 
will parents continue to be expected to bring lawsuits in Federal court or file Civil Rights 
complaints to have justice done? 

 
Services in School 

 
Information sharing and collaborative planning between behavioral health and 
educational staff is critical to assuring that a child’s treatment needs are being met.  
 

You cannot expect BHRS providers who are aware of the prohibitions and restrictions 
against the indiscriminate sharing of a child’s Education Records which are contained in 
the Federal Education Rights and Privacy Act (FERPA), to ignore those rules.  That 
would be illegal.  It would be better to advise BHRS providers learn about FERPA and 
their responsibility to protect the rights of children against the unlawful disclosure of their 
Education Records.  BHRS providers should be reminded that it is their ethical 
responsibility to obtain informed consent (not just simple compliance) from the parents 
of their clients regarding the disclosure of their child’s Education Records, including 
Individual Education Plans (IEPs), Behavior Support Plans, and other documents created 
by the Education system.  Parents can choose, or not choose, to share their child’s 
Education Records with anyone – and no BH-MCO or other Medicaid authority has the 
right under Federal or State law to over-rule them. 

 
That being said, of course, it should be expected that BHRS providers actively work with 
the providers of educational services to children and to review IEPs, Behavior Support 
Plans, and other Education Records that the child’s parent gives them permission to 
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examine.  They should not be expected to then automatically hand these records over to a 
BH-MCO on demand.  That would be illegal; it is a violation of Federal law, in fact. 

 
If the BHRS provider confirms, through the documentation means available within the 
BHRS system (Treatment Plan, ISPT meeting minutes, etc) that there is active 
collaboration between the school and the BHRS provider, that should be sufficient to 
settle the matter.  BHRS cannot be denied because “the school should be doing that 
work” so it is utterly unnecessary for any BH-MCO to demand copies of IEPs, Behavior 
Support Plans or other Education Records.  Parents should be told this so that they can 
render informed consent when giving others access to their child’s Education Records.  
BHRS providers who know the law (FERPA) should not be penalized, ridiculed or 
otherwise discriminated against for following it. 

 
To ensure that services are delivered consistent with Child and Adolescent Service 
System Program (CASSP) principles, including coordination among service delivery 
systems, a representative from the school should participate in the Interagency Service 
Planning Team (ISPT) meeting when BHRS are provided in the school setting.  
However, formalized meetings such as the ISPT are only one means by which ongoing 
communication and collaboration take place. In addition to requesting input and 
participation for an ISPT meeting, behavioral health staff should have ongoing 
communication and collaboration with school personnel. 

 
Requests for medically necessary behavioral health services, including BHRS, cannot 
be denied on the ground that the requested service should or could be provided by 
either the child’s school or early intervention program.  
 

Sweet.  Thanks.  You couldn’t have been more pure and simple than this.  I hope the BH-
MCOs comply, but it will be a change from long-established procedure for them.  If the 
existing “grievance and appeal” process is the venue to address problems in this area, 
will it be sufficient to cite this text for the BH-MCO reviewer to be forced to abandon 
demands for Education Records, and abandon claims that “The school should be doing 
this” as a means of obstructing the delivery of medically necessary BHRS in schools.  Or 
will parents continue to be expected to bring lawsuits in Federal court or file Civil Rights 
complaints to have justice done? 

 
What about schools that are perpetrating the School Therapeutic Services (STS) model 
wherein three children are supposedly receiving “the same level of care” from a single 
provider at any given time?  What happens when one child has a problem and the STS 
provider assists that child – who is assisting (or even watching) the other two?  The STS 
program has been failing badly for years, yet it remains a favorite of some BH-MCOs 
and they continue to place preposterous demands (monthly re-authorizations instead of 
lengthier authorization periods) on BHRS providers who seek to have TSS service 
delivered in “an STS school.”   

 
Since when is it permissible to deny EPSDT benefits to children on the basis of the 
school they attend – or to intimidate providers by sending out annual letters warning 
them not to prescribe TSS in the attached list of “STS” schools?   This STS process 
needs to be reviewed carefully in light of everything else you are publishing in this Draft 
Bulletin, and the existing EPSDT mandates. 
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The BH-MCO can, however, review and identify services in a child’s Individual 
Education Plan for the purpose of determining if the child’s needs are already being 
met by the child’s school or early intervention program to avoid duplication of 
services. 

 
DPW really should stop telling BH-MCOs that they have the authority to violate Federal 
law (FERPA) and that they have any entitlement to Education Records whatsoever, without 
the informed consent of the child’s parent.  Upon receipt of such “informed consent,” no 
parent would ever turn over their child’s Education Records.  Unless the parent perceives a 
specific benefit to their child for doing so, they should withhold any such consent.  What 
possible “specific benefit” could any BH-MCO offer that would not be equally available 
without the transfer to them of the child’s Education Records?   

 
Billable Time for TSS Services 

 
Concerns have arisen about the MA Program being billed for time that the TSS staff is 
not actively providing therapeutic interventions. The treatment plan should specify 
specific interventions to be used in order to reach the identified objectives and 
goals, specific to the environment within which the interventions will occur, 
identifying: the person performing the intervention(s), specific intervention(s) to be 
used, the setting where the intervention(s) should be used, and the specific 
intervention(s) planned to encourage child and family independence in the 
management of the behavioral health interventions. Specific TSS interventions 
include crisis intervention techniques, immediate behavioral reinforcements, emotional 
support, time-structuring activities, time out strategies, passive restraints (only as an 
emergency safety intervention and consistent with OMHSAS Bulletin 02-01), 
 

It is beyond the scope of this analysis to address the use of “Passive Restraints” defined 
in OMHSAS Bulletin 02-01.  Earlier, this Draft Bulletin said that it replaced any previous 
Bulletins covering the same subjects.  What are we to make of this reference to Passive 
Restraints? 
 

and additional psychosocial rehabilitative activities as specified in the treatment plan 
and consistent with a child’s behavioral health needs. 

 
The provider may bill for the authorized units of service delivered by the TSS, provided 
that the service is delivered consistent with the treatment plan. When providing 
services, staff attention must be focused on the child, whether or not the child is in need 
of active intervention in a particular moment.   
 

Other than the reference to Passive Restraints, this was a nice summary of TSS service.   
The following pejorative statement does not belong here.   

 
It is not the role of TSS staff to sit by idly, awaiting the need for intervention.  
 

The misbehavior of particular TSS providers who “sit by idly” really seems to inflame 
much, much more alarm than is justified by the vast majority of TSS providers who are 
implementing the child’s Treatment Plan correctly. A Treatment Plan may leave 
something to be desired, but it in no case will it ever say “sit by idly” so it goes without 
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saying that a TSS provider who is not implementing the child’s Treatment Plan is not 
performing TSS service.  That sounds more professional. 

 
It is the role of the TSS worker to monitor the child’s behaviors related to the treatment 
goals and document both the positive and negative behaviors of a child as well as the 
triggers for both positive and negative behaviors and the interventions provided to 
address negative behaviors and the outcome of the interventions. The documentation 
should account for all of the time the TSS worker spent with a child and provide an 
accurate picture of activities during each unit of service being billed.  
 

An uninformed reader may misinterpret this statement as requiring a separate, 
distinguishable progress note for each and every discrete 15 minute interval of TSS 
service delivery.  That could not possibly be your expectation, right?  When a 
professional service provider delivers services over the course of several minutes, it has 
never, ever, been the expectation of any funding agency that the practitioner’s time has to 
be documented for each and every one of those minutes.  The need for documentation 
itself would subvert the intention of the prescribed treatment service! 

 
If a TSS provider documents interventions delivered and positive behavior displayed by 
the child at one-hour intervals throughout the treatment period, this has been sufficient 
documentation for TSS service in Pennsylvania for more than 15 years.  It should be 
enough for the future, too.  It would be helpful if DPW gave providers more guidance as 
to the explicit expectations for documentation so as to prevent BH-MCOs from usurping 
DPW’s authority insofar as the management of BHRS is concerned.  It’s one thing to 
allow them to “set a higher bar” than the minimum standards that DPW requires, but if, 
in setting that “higher bar” they disrupt or destroy the delivery of necessary treatment, 
they have to be stopped.   

 
Prevention is worth a pound of cure and it goes without saying that the BH-MCOs have 
been given much, much more authority than they deserve, and now a cure is required.  
BH-MCOs have a financial interest – 30% of the money “not spent” on BHRS in a given 
County every year is retained by the BH-MCOs – so it is wholly inappropriate to allow 
them to make policy that directly results in their financial gain!  The Counties are also 
the recipients of profit if fewer dollars are spent on BHRS than were allocated, so again, 
they are not the right people to interpret the law and policy!  That role belongs to DPW 
alone and it is time to send a clear message to County governments, BH-MCOs and 
everybody else:   

• The Department of Public Welfare makes the rules about BHRS in Pennsylvania, 
• the CMS approves them since BHRS is a part of the Medicaid EPSDT mandate,  
• The DPW is responsible for maintaining fidelity to the State Medicaid Plan, 

including its EPSDT components such as the BHRS program, and  
• Parents, providers and other advocates can ask someone at DPW what the BHRS 

rules are, and  
• DPW will respond promptly, and in accordance with the Federal and State laws, 

including the Medicaid EPSDT mandate, when they explain the BHRS rules, and  
• DPW will give parents, providers and other advocates courteous and thoughtful 

responses to questions about BHRS, Medicaid and the EPSDT mandate that are 
posed thoughtfully and courteously   
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A provider may bill only for units of service that are supported by such documentation. 
In addition, the TSS documentation should be used to assist in the development and 
modification of treatment plan goals and objectives and to assess the ongoing need for 
the service.  If the child does not need the intervention of a TSS as frequently as 
specified in the previous treatment plan or evaluation, this should be taken into 
consideration in assessing the level of services needed in subsequent requests for 
services. 
 
 
Appropriate BHRS Interventions 

 
 
Prompting and Cueing 

 
Prompting and cueing can be used as effective interventions to help achieve behavioral 
health goals as specified in the child’s treatment plan. Prompting and cueing can also be 
used as effective interventions to achieve academic goals and performance and other 
goals that are unrelated to behavioral health needs. BHRS may be billed only when 
behavioral health staff provide prompting and cueing specific to behavioral health needs. 
 

People who misunderstand what “prompting” and “cueing” refer to should have 
no further responsibility whatsoever for the oversight of the BHRS program.  
They have revealed their ignorance unequivocally and to allow such people to 
meddle with something as important and well-understood as a behavioral 
treatment program for a child is utterly indefensible.    Other than the consultants 
at “Mercer” who seem to have played a role in the banning of “cueing” from the 
repertoire of Treatment Plan writers as was proposed to BH-MCOs in March, 
who are these people? 

 
Appropriate Use of BHRS 

 
A child does a good job in identifying ways to handle  problematic 
situations with peers when talking  to the clinician  or TSS worker. 
However, in the heat of the moment  on the playground, the child often 
reacts  by kicking  a peer.  The TSS worker  and child work out some hand 
signals  about the previously identified solutions and review  them before 
recess.   During  recess  the TSS worker  monitors the child and signals  the 
cue when needed.   The TSS worker  may also use that time to teach the 
playground monitor  the signals  and reinforces both the child’s response to 
the cue and the playground monitor’s use of the signals. 

 
 
 
Activities of Daily Living (ADL) 

 
Although assistance with ADLs, such as bathing, brushing teeth, and toileting, is not 
considered a BHRS, there may be circumstances where the need for assistance with 
ADLs is the result of a behavioral health need and a BHRS is medically necessary to 
address the behavioral components associated with an ADL(s). 
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Appropriate Use of BHRS 
 

A child may be experiencing behavioral challenges during transitions, including in 
the morning when the child needs to get dressed and brush her teeth.  The child 
is able to perform these activities but in the last month refuses to do so and when 
her mother tells her to get dressed and brush her teeth she scratches and bites 
her mother and pulls her mother’s hair. The treatment plan can appropriately 
identify BHRS supports and interventions to address this situation. 

 
A four-year-old child is receiving BHRS and is not toilet trained.  In addition to 
having other behaviors, the child has smeared feces on the walls and has been 
asked to leave several daycare programs due to his behaviors.  A Behavioral 
Specialist Consultant has completed a Functional Behavioral Assessment and 
has implemented a behavior plan, which includes working with daycare staff on a 
toileting schedule that will minimize the child’s opportunity to have a full diaper, 
the signs that the child is preparing to smear feces the daycare staff should look 
for when observing the child throughout the day, and how to react if the child 
begins smearing feces. 

 
Inappropriate Use of BHRS 

 
A child is at an age where the performance of ADLs is developmentally 
appropriate but because of a cognitive or physical disability the child is not able 
to perform most ADLs. The MA Program may not be billed for time spent by 
BHRS staff assisting with ADLs. Home health aide services can be requested 
outside of the behavioral health system to assist the child with ADLs. 
 

A behavioral treatment plan that directs a BHRS provider to “assist with 
activities of daily living” is miswritten.  Any BHRS provider who provides 
simply “assistance with activities of daily living” is not delivering BHRS.   

 
However, if the Treatment Plan directs the BHRS provider, for example, to 
assist the child in managing age-appropriate performance expectations without 
displaying aggressive, regressed or avoidance behavior, then the BHRS 
provider who does that while a child is performing an activity of daily living is 
implementing a legitimate BHRS Treatment Plan.  Accordingly, they should not 
be misinformed that they are doing something wrong.   

 
When a BHRS provider pays too little attention to what constitutes behavioral 
treatment, they are mistaken.  When a BH-MCO reviewer pays too little 
attention to what constitutes behavioral treatment, they are mistaken too.  It is 
not what the child is doing (or where he/she is doing it) that matters – it is 
what the BHRS provider is doing that matters in determining whether or 
not the provider is delivering BHRS.  

 
Recreation 

 
A typical part of childhood is having time to play, participate in community activities, and 
spend time with friends.  Children receiving BHRS also need these things in addition to 
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breaks from school and treatment time. 
 
Therapeutic activities can take place while engaging in a game or other recreational 
activity, and behavioral health staff can utilize play, recreation, community activities, and 
social opportunities as part of the treatment process provided those activities meet 
behavioral health needs. The MA Program may not, however, be billed for time 
behavioral health staff spend doing, attending, or participating in purely recreational 
activities.  Specific interventions should be detailed in a child’s treatment plan, including 
identification of the therapeutic goal, how the interventions are designed to achieve that 
goal, and identification of the specific interventions that will be used. 
 

What is “purely” recreational activity?  If a BHRS provider is performing any part of the 
child’s treatment plan (intervening, monitoring, taking records of behavior and/or 
conferring with other adults regarding the child’s behavior) then the recreational activity 
within which the BHRS delivery is occurring cannot possibly be “purely” recreational.  
Again, it does not matter what the child is doing or where he/she is doing it.  They can be 
doing anything, anywhere.  If the BHRS Treatment Plan is being implemented by an 
appropriately credentialed BHRS provider, then the activity cannot be “purely” anything 
except a legitimate venue for the delivery of BHRS. 

 
For example, if a TSS worker who has been assigned to work with a child in the 
classroom environment accompanies the child on a class trip to watch a movie, the TSS 
worker would not have any treatment goals to work on during the movie; therefore, the 
MA Program should not be billed for the TSS services.   
 

This is an appalling example.  Simply sitting in a movie theater does not disqualify a child 
from eligibility for behavioral intervention!  The child’s needs determine what he/she 
requires, not the venue they happen to be in at the moment!  This is another example of a 
child in an STS school being ineligible for the honest 1:1 support of a TSS provider.  If 
the treatment goals included helping the child to remain quiet during the movie, avoid 
getting up in his/her seat, avoid leaving the theater, engaging in quiet conversation during 
the movie, etc then a BHRS provider, especially a Therapeutic Staff Support provider,  
should certainly be a permissible provider of such support during the movie.   

 
Similarly, the MA Program should not be billed for the time a TSS staff spends observing 
a child play football. 
 

This is an exceedingly simplistic and unhelpful example that is likely to create malevolent 
feelings among BH-MCO authorities whenever a TSS provider attends a child’s sporting 
event.  A TSS provider who observes a child play football is not a spectator, ever.  Their 
presence is determined by a Treatment Plan and their role in that setting (attending a 
football game) would necessarily include observing the child play football, but it would 
not end there.  The TSS provider who attends a child’s football game and monitors the 
child’s symptoms of anxiety, frustration tolerance and aggressiveness, documents these 
attributes periodically – and intervenes as necessary in accordance with the Treatment 
Plan could certainly bill for TSS service, even if the child’s level of these indicators of 
increasing psychological stress did not rise to the level requiring direct TSS redirection.  
If several continuous experiences like this (where the TSS is not needed to intervene) are 
documented, then the Treatment Team should review the need for having the TSS 
provider continue attending the child’s football games.   
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This is why it is inappropriate to “titrate” BHRS only by the number of hours that are 
allowed.  The BH-MCO reviewer who acts like Nostradamus and predicts the future 
without the benefit of any current data whatsoever, and puts forth a prognostication that 
the child will need 15 hours per week next month, then 10 hours per week in the month 
after that, and 5 hours per week in the following month is behaving unethically as a 
mental health practitioner:  there is no place in the practice of psychology or psychiatry 
for idle speculation about the future when childhood is, by definition, in a developmental 
period within which wide variations are the norm.   This is especially true for children 
with developmental or other disabilities, and these reasons are precisely why there are no 
“numbers” in the Appendix T Guidelines for any “Level of Need.”   

 
Responsible, ethical decisions about the amount of BHRS a child needs can only be made 
by the Treatment Team, after reviewing relevant recent data and the child’s history.  
Titration of services can be done ethically by having the BHRS provider work at greater 
and greater distances from the child, using higher and higher levels of prompting (moving 
from physical guidance, to verbal prompts, to gestural prompts from across the room).  
When the child has displayed no need for “up close” prompting, the child’s need for a 
TSS provider will have been proven to have been relieved, and the discontinuation of TSS 
service at that time would be ethical and responsible.  Removing access to someone four 
months in the future because the child seemed to have done well “so far” is actually the 
ANTITHESIS of the EPSDT mandate, the definition of “medically necessary” treatment, 
and violates the ethical practices of both psychiatrists and psychologists if it is done on 
the basis of an actuarial chart or some other occult “schedule.”  Remember that 42 CFR 
Chapter 4 § 438.210 requires that treatment must be “sufficient in amount, duration and 
scope to reasonably achieve the purpose for which it is furnished.”   

 
Role of Parents and Natural Supports 

 
BHRS cannot be used in place of child care or as a substitute for natural supports.  The 
absence of the supports, such as the unavailability of an after-school program or 
summer camp, does not alone justify the provision of BHRS. 
 

In the same way, the availability of an ter-school program or summer camp cannot be 
used to justify the denial of BHRS in those locations, no matter what “else” is supposedly 
available to the child.  As long as the BHRS provider is not duplicating the services of a 
parent or caregiver, the BHRS provider is able to deliver and bill for the services 
provided.  How could a school aide, for example, possibly deliver expert 1:1 behavioral 
support to a child with a mental illness without  

• receiving direct supervision every week from a Masters-level mental health 
professional,  

• receiving 20 hours of annual training in BHRS matters after a 15 hour pre-service 
training program and 24 hours of training in the first six months of their 
employment, and  

• meeting all of the other standards that a TSS provider must maintain?   
 
They certainly do not, unless they are also qualified to do TSS work, and it is 
exceedingly rare to find a Personal Care Attendant (PCA) who is also qualified to work 
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as a TSS provider.  When such a person is discovered, of course, the need for TSS for 
that child in school does not exist – as long as that particular PCA remains assigned 1:1 
to the child. 
 

In addition, TSS services may not be used as a substitute for the child’s parents or 
caregivers.  Involvement of the child’s parents or other caregivers during the delivery of 
TSS services is critical because one component of those services is often to facilitate 
the transfer of skills to the parents or natural supports.  However, a TSS worker may 
provide TSS services in the home or community without the parent or natural supports 
when the need for such intervention is identified in the child’s treatment plan to meet 
specific treatment goals or objectives for the child. The treatment plan must also 
include interventions directed toward the transfer of skills to the parents or natural 
supports, unless the goal is the transfer of skills to the child. 

 
This is new.  In every other communication in memory for the past 20 years, every BH-
MCO authority has emphasized the need to “transfer skills to the parent or caretaker.”  
Every informed BHRS prescriber and provider knows that the actual goal of BHRS must 
necessarily be the transfer skills to the CHILD.  Here, the DPW is finally announcing 
officially that if the goal is to transfer skills to the child, that is enough.  Parents and 
other caretakers should be attentive to the treatment process and gain as much from it as 
possible, but the success or failure of any “transfer of skills” to a parent is irrelevant to 
determining the CHILD’s need for treatment.  Good news for parents, advocates and 
BHRS providers.   
 
I hope the BH-MCOs comply, but it will be a change from long-established procedure 
for them.  Will it be sufficient to cite this text to stop allegations that “insufficient 
evidence of the transfer of skills to the parent or caretaker” justifies reduction or 
elimination of funding for a BHRS prescription?  Or will parents continue to be expected 
to bring lawsuits in Federal court or file Civil Rights complaints to have justice done? 

 
For example, a TSS worker has planned an hour-long skill-building session with a child 
after school. The focus of the session is on anger management and does not 
necessitate the parents’ presence.  During the session the child received a text from his 
parent informing the child that the parent was running late and would not be home 
before the TSS worker was scheduled to leave.  Given the child’s age and needs, the 
TSS worker was uncomfortable leaving before the child’s parent returned.  The MA 
Program may not be billed for the time the TSS worker stayed at the home after the 
hour-long skill-building session was completed because the worker was providing 
supervision rather than a BHRS. The parent and provider should discuss this incident 
so that it can be avoided in the future. 
 

I am not commenting on the STAP portion of this Draft Bulletin that follows in this space.  
There is one important note on the Attachment that was submitted with this Draft Bulletin, 
related to nonpayment for “habilitation” services.  The solicitation of, and opportunity to 
submit, these comments is sincerely appreciated. 
 
Steve Kossor 

 
COM M ENTS AND QUESTIONS REGARDING THIS BULLETIN SHOULD BE DIRECTED VIA EM AIL TO: 

 
RA-BHRS@pa.gov 

mailto:RA-BHRS@pa.gov
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ATTACHMENT TO OMHSAS BULLETIN XX-XX-XX 
 
PAYMENT FOR SERVICES: 

 
The following activities may not be billed as part of BHRS: 

• Time spent doing, attending or participating in purely recreational activities 

• Services provided to teach academic subjects or as a substitute for 
educational personnel such as, but not limited to, a teacher, teacher’s aide or 
an academic tutor 

• Habilitation Services 
 

This has been challenged in Federal courts several times and each time, the 
prescriber who has prescribed what the reviewer called “habilitation” services was 
vindicated.  The child was ordered to receive the treatment and the designation as to 
whether or not it was “habilitative” or “rehabilitative” was deemed irrelevant if the 
treatment was intended to “assist the recipient to achieve or maintain maximum 
functional capacity, taking into account both the functional capacity of the recipient 
and those functional capacities that are appropriate of recipients of the same age.”  
That should always be one of the rationales for the “medical necessity” of BHRS 
treatment cited by a knowledgeable, ethical prescriber of BHRS.   
 
The clause within the EPSDT Mandate which requires the delivery of treatment to 
enable the child to achieve or maintain maximum functional capacity has been cited 
repeatedly as a justification for the delivery of so-called “habilitation services” 
under the EPSDT mandate.  This would certainly be one of the arguments that 
parents in Pennsylvania would bring against any attempted exclusion of so-called 
“habilitation” services from EPSDT funding. 

• Services provided as a substitute for the parent or other adults responsible for 
providing care 

• Personal care services 

• Respite care 

• Transportation for the child or family 

• Services that have not been rendered 

• Services not identified on the child’s treatment plan 

• Services not in compliance with Chapters 1101 and 1150 

• Services provided to parents, siblings, or others to address issues not directly 

related to the child’s issues and not listed on the child’s treatment plan 

• Services provided that are not within the provider’s scope of practice 

• Anything not included in the provider’s approved service description 

• Changes made to a BHRS program that do not follow the requirements 
outlined in MA Bulletin 01-96-11 “Procedures for Service Descriptions” 


