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FINDINGS OF FACT AND CONCLUSIONS OF LAW


On August 20, 1998, Lakeland Regional Hospital (Lakeland) filed two complaints appealing decisions of the Department of Social Services, Division of Medical Services (Department) to deny Medicaid payments concerning the psychiatric hospitalization and treatment of patients.  We opened Case Nos. 98-2463 SP and 98-2464 SP.  On March 12, 1999, and April 11, 2000, Lakeland filed different complaints appealing the Department’s decision to deny Medicaid payments concerning the psychiatric hospitalization and treatment of different patients.  We opened Case Nos. 99-0769 SP and 00-0938 SP.


On March 19, 1999, the Department filed a motion to consolidate cases 98-2463 SP and 98-2464 SP.  By order dated December 29, 1999, we consolidated the two cases.  On May 16, 2000, the parties filed a joint motion for consolidation of all cases.  By order dated May 17, 2000, we consolidated all four cases into Case No. 98-2463 SP.


On October 17 – 18, 2000, we held a hearing on the complaint.  Legal Counsel Steven M. Mitchell represented the Department.  Richard D. Watters, with Lashly & Baer, P.C., represented Lakeland.  The matter became ready for our decision on May 1, 2001, the date the last brief was filed.

Findings of Fact

1. Lakeland is a licensed hospital located in Springfield, Missouri, provider number 011287901, that is authorized to participate in the Title XIX (Medicaid) program.  In 1996, 1997, and 1998, Lakeland provided inpatient psychiatric services for which it was paid by Medicaid.

2. The Department is an agency of the State of Missouri.  The Division of Medical Services is a division of the Department and has the responsibility of administering the Medicaid program.

CIMRO Reviews – Medical Necessity

3. CIMRO
 (prior name Medical Review Services or MRS) is a peer review agency for the State of Missouri and for private contractors.  CIMRO conducts utilization reviews for the Department, which include admission reviews, continuing stay reviews, and certificate of need (CON) reviews.

4. CIMRO reviews a Medicaid patient’s admission and continuing stay in a hospital prospectively, and performs retrospective CON reviews.  These reviews are performed by registered nurses.

5. In an admission review, CIMRO looks at the patient’s medical information to determine whether the patient should be admitted.  The hospital is required to notify CIMRO 

upon arrival of the Medicaid patient, then CIMRO decides whether the admission is medically necessary.  Admission reviews are performed by registered nurses who must approve or disapprove the admission within two working days.  If CIMRO approves the admission, it will assign an “initial length of stay,” which gives the hospital the number of days that the patient is allowed to stay in the hospital.

6. Lakeland provided information to CIMRO by telephone.  Lakeland’s staff read from the medical record, and CIMRO could ask questions about the particular patient to determine whether to approve the admission.

7. If the hospital believes that the patient requires a longer stay in the hospital than the initial length of stay already approved, it calls CIMRO.  Continuing stay reviews are performed by registered nurses based on a set of criteria approved by the Department.

8. Lakeland provided information to CIMRO by telephone, reading from the patients’ charts so that CIMRO could approve or disapprove of the continued hospitalization.

9. In the admission and continuing stay reviews, the nurses use the following screening criteria (SI/IS criteria):

Severity of Illness

A. Clinical Findings

1. Acute disabling symptoms as a response to bio-psychosocial stress, such as impaired reality testing, disordered or bizarre behavior, psychotic organic brain symptoms, depression, anxiety, hysteria (conversion, dissociation, depersonalization, somatization), phobia(s), compulsion(s), hypochondriasis, insomnia, over/under activity, eating disorder (anorexia nervosa or bulimia), etc.

2. Acute danger to property or self or others, including developmental danger (probably attributable to primary psychiatric disease).

3. Medical necessity for diagnostic procedure available only in the acute hospital setting, e.g. special drug therapy or continuous psychiatric observation.

4. Psychiatric disorder significantly complicating evaluation and treatment of a physiological illness.

5. Severe impairment of interpersonal, familial, occupational-academic functioning and/or normal developmental progress.

6. Documented evidence of child abuse/neglect not associated with an acute medical condition.

Intensity of Service

A.  Treatment

1. Continuous observation and control of behavior to protect self and others.

2. Comprehensive therapy plan requiring close supervision because of concomitant medical conditions.

3. Special treatment modalities available only in the hospital setting due to need for special equipment or ancillary services.

4. Receiving daily individualized or group psychotherapy requiring regular physician supervision in the hospital.

10. CON reviews are performed after the hospitalization and could occur from six to 18 months after the patient has been discharged.  CON reviews are performed by registered nurses based on a review of the patient’s entire medical records.  These reviews consist of  (1) review for compliance with state and federal regulations, (2) review of medical necessity, and (3) review for quality of care.

11. There are no quality of care issues with any of Lakeland’s patients.

12. Nurses use the following criteria in performing the CON review:

CRITERIA FOR CHILD/ADOLESCENT-ASSESSMENT

PSYCHIATRIC TREATMENT

Severity of Illness

Services will be covered if one or more of the following is present and descriptive of the child or adolescent’s condition or situation:

1.
Acute disabling symptoms as a response to biopsychosocial stress, such as impaired reality testing, disordered or bizarre behavior, psychotic organic brain symptoms, depression, anxiety, hysteria (conversion, dissociation, depersonalization, somatization), phobia (s), compulsion (s), hypochondriasis, insomnia, over/under activity, eating disorder, etc.

2.
Acute danger to property or self or others, including developmental danger (probably attributable to primary psychiatric disease).

3.
Medical necessity for diagnostic procedure available only in the acute hospital setting, e.g., special drug therapy or continuous professional psychiatric observation.

4.
Psychiatric disorder significantly complicating evaluation and treatment of a physiological illness.

5.
Severe impairment of interpersonal, familial, occupational-academic functioning and/or normal developmental progress.

Intensity of Service

1.
Physicians note within 24 hours of admission, documenting physical examination, mental status examination, reason for admission, admitting diagnosis and initial treatment plan (including problem formulation and treatment goals.)

2.
Within five (5) days of admission a medical record by the attending physician with input from other members of the interdisciplinary treatment team.  It must be:


A.
Directed toward attainment of appropriate medically necessary treatment goals.


B.
Responsive to relevant developmental and therapeutic needs.


C.
Evolving in response to changes in the patient’s clinical state and knowledge gained during the process of treatment.

3.
Physician’s progress note at least thee (3) times per week, to include as appropriate any additions, deletions, or changes in the comprehensive individual plan of care.

4.
Daily nursing care note.  Nursing care must be reflected in the medical record to reinforce the need for inpatient rather than outpatient treatment.  The nursing notes must contain reference to the verbal interchanges between the patient and nursing staff.

5.
Individual or group medical psychotherapy provided by professional staff as ordered by the treating physician, five (5) times per week.

6.
Assessment of the family or surrogate family and community agencies, resulting in problem formulation, treatment goals, and treatment plan. (To be documented within at least 7 days.)

7.
Appropriate educational or vocational program. (To be documented within at least 7 days.)

8.
Appropriate educational or vocational evaluation resulting in problem formulation treatment goals and treatment plan. (To be documented within 14 days.)

9.
Documentation of daily involvement by the specified physician qualified to work with children, adolescents and their families in evaluation, treatment, treatment planning, treatment evaluation, and/or supervision of treatment.

10.
Age appropriate daily recreation/activity therapies.

11.
Documentation of a discharge plan which includes written recommendations on each patient.  This process should commence upon the child’s admission to the unit.

Discharge Screens

1.
Documentation by Psychiatrist of lessening or resolution of symptoms sufficient to allow for functioning outside of the acute setting/or transfer to lower level of care.

2.
Documented evidence of absence of reasonable expectation for significant Psychiatric improvement with continued inpatient treatment.

3.
Documentation by the attending physician that the evaluation/treatment plan has been successfully completed.

13. If the nurse performing the CON review determines that these criteria are not met for a patient’s admission or for a continued stay in the hospital, the record is referred to a physician reviewer.

14. The physician reviewer does not apply either of the criteria used in the prior decisions and does not review CIMRO’s prior decisions.  The physician does not apply any written criteria, but instead reviews the record and uses his or her medical judgment to determine the medical necessity of admissions and length of hospitalization.

15. If the physician reviewer finds medical necessity, the payment the Department has already made to the hospital is approved.  If the physician reviewer does not find the treatment medically necessary, the hospital and treating physician are notified and allowed to submit additional information for further evaluation.

16. A hospital can request reconsideration of the physician reviewer’s decision, during which a second physician reviews the case with the CON review nurse.  The hospital and treating physician can also participate in the reconsideration.

17. If the first and second physician reviewer agree that there is no medical necessity, CIMRO denies the hospital’s payment.  If the physicians disagree, they discuss the case in writing.  If they continue to disagree, the case is referred to CIMRO’s medical director for a decision.

18. The Department’s regulations and provider manuals set forth CIMRO’s review process.

19. CIMRO provides information to the State when it denies reimbursement for care, stating the days and amount of money involved.

20. The American Academy of Child and Adolescent Psychiatry and the American Psychiatric Association have published criteria guidelines for short-term treatment in acute care facilities.

21. CIMRO’s physician reviewers are not required to directly follow these guidelines.

Patients #3, #4, #9, #10, #13 and #18

22. The Department admitted that it improperly recouped $22,060.35 for Patient #3, #4, #9, #10, and #18.  During the hearing, the Department also admitted that it improperly recouped $4,096.56 for Patient #13.

Patient #1

23. Patient #1 was hospitalized in Lakeland for 28 days, from May 28, 1996, until 

June 25, 1996.  CIMRO approved the admission, and this was before CIMRO was performing continuing stay reviews.  Reimbursement was denied from June 8, 1996, until June 24, 1996, and the Department recouped $5,408.21.

24. Patient #1 was a nine-year-old admitted with major depressive disorder.  The preadmission form noted:  “behavior decompensate, failing op [outpatient therapy], threating [sic] anything to get out of house including killing self, threating [sic] to run away, mother unable to control pt.”
  He had been admitted for increasing aggressiveness.  He had brought two weapons, a throwing star and a knife, to school and stated that he intended to kill another student.  

He had many stressors, such as doing poorly in school, being suspended, and being told that the person he thought of as his father was actually his step-father.  He had been failing outpatient therapy.

25. During the period from June 8, 1996, to June 24, 1996, the medical treatment provided by Lakeland was consistent with Patient #1’s diagnosis.  Patient #1 was started on a new drug (Imipramine) on June 10, 1996, and the dosage was adjusted on June 13, 1996.  In family sessions on June 11 and 13, 1996, Patient #1 became so angry at his mother that he demanded she leave the hospital.  On June 16, 1996, the chart indicated that Patient #1 was more depressed and hopeless.

26. In the CON review performed on November 11, 1997, and reconsidered on 

January 22, 1998, the time period from June 8 – 24, 1996, was denied.  The reviewer noted,  “According to the documentation received, the patient was medically stable and was not having dangerous thoughts by 6/6/96.  Further treatment and evaluation could have been provided on a lesser level such as an outpatient basis by 6/8/96.”

27. CIMRO physician reviewers do not consider whether there is actually a lesser level of therapy available to the patient.
  If there is no lesser level of care available, the patient should remain hospitalized rather than released.

28. There was no lesser level of care available to Patient #1 on June 8, 1996.

Patient #2

29. Patient #2 was a 12-year-old boy who was hospitalized in Lakeland from May 1, 1996, until June 13, 1996.  Reimbursement was denied from June 3 – 13, 1996, and the Department recouped $3,499.43.

30. The nurses notes upon admission state:  “failed op, choking another student, probation for stealing, aggressive with others, phy abusive to mother, appetite up/down isolates, homicidal ideation, no plan, suicide ideations, failing grades.”

31. Patient #2 was aggressive and had tried to choke another student at school.  His diagnosis was attention deficit disorder with hyperactivity.  He was under house arrest for theft and had a history of fire setting in the past.  His major stressor was that the stepfather who had been physically abusing his mother had left them several weeks prior to admission.  Patient #2 had a prior two-week inpatient hospitalization at a different psychiatric hospital less than a year before this admission.

32. On admission to Lakeland, Patient #2 was taking Ritalin, Cogentin, Mellaril and Ativan.  Mellaril and Ativan have a calming effect.  Ritalin was prescribed for the attention deficit disorder, and Cogentin was prescribed to avoid side effects from the other drugs.  On 

June 1, 1996, Patient #2 was placed on Clonidine.  

33. On June 4, 1996, Patient #2 became angry over a game and threw the box across the hallway.  On June 7, 1996, Patient #2 had to be “physically managed x2.”
  On June 5, 1996, Patient #2 held the door shut and staff had to force it open, then he had to be escorted.  On June 6, 1996, staff noted that Patient #2 had “been here for over a month and his progress has been 

essentially zero . . . .  If he were to go home now he would undoubtedly resume his previous behaviors.  I have encouraged Social Services to proceed with seeking long term placement.”

34. In the CON review of November 26, 1997, the reviewer stated that his continued stay after June 2, 1996, was not medically necessary because he was not “showing aggressive attitude and there was no particular management problems.”
  In the reconsideration review, the reviewer stated that the patient was medically stable by June 3, 1996, and that further treatment and evaluation could have been given on an outpatient basis.

35. There is a level of care called residential treatment, where a patient is a resident at a psychiatric care facility but does require acute care.
 

Patient #5

36. Patient #5 was a 16-year-old boy who was hospitalized at Lakeland from 

September 12, 1997, until September 24, 1997.  The entire stay was approved by admission and continuing stay reviews.  Reimbursement was denied for the period September 18 – 23, 1997, and the Department recouped $2,036.34.

37. Patient #5’s diagnosis was adjustment disorder.  He was overheard by the police saying that he was going to kill himself because he’d broken up with his girlfriend, and that he was going to kill his best friend.  He had destroyed the interior and exterior of his own car and another person’s car.  He was overheard making suicidal statements such as “I won’t be here any more anyway.  Life isn’t worth living.”

38. Patient #5 had a history of receiving stolen property, burglary and vandalism.  His father had been physically abusive to his mother and older brother.

39. On September 13, 1997, suicide precautions were reduced, and on September 15, 1997, suicide precautions were discontinued.  On September 15, 1997, Patient #5 denied any suicidal ideation.  On September 18, 1997, Patient #5 denied any suicidal or homicidal ideation, had had no angry outburst, and had been in a good mood.

40. The CON reviewer, on June 22, 1998, found that Patient #5’s continued stay after September 17, 1997, was not medically necessary and that Patient #5 would have been able to be discharged on that date.  On August 7, 1998, the reconsideration review also found that he could have benefited from a lower level of care such as intensive outpatient care.

Patient #12

41. Patient #12 was hospitalized at Lakeland from February 10, 1998, until March 12, 1998.  The entire stay was approved by admission and continuing stay reviews. Reimbursement was denied for the period March 2 through March 11, 1998, and the Department recouped $3,393.90.

42. Patient #12 was a 14-year old girl.  She was diagnosed with major depression, post T.S.D. (traumatic stress disorder), oppositional defiant disorder, impulse control disorder, mild mental retardation (2nd to 3rd grade level), family, social, educational and psychosocial problems.
  This was her third admission to Lakeland, and she had two inpatient stays at another hospital.

43. Patient #12 had a history of being raped and molested, and heard the voices of the person who raped her and of her deceased grandmother.  She reported visual hallucinations, and made statements such as, “If I was dead, everything would be different,” and “I want to be alive 

but I want to be with my grandmother.”
  The week before admission, she had hit herself in the head with a plastic bowl and had punched herself in the head.

44. Patient #12 and her mother had recently moved in with her aunt and uncle because her mother was low functioning and unable to care for herself.  Patient #12 was sexually abusing her 11-year-old female cousin.

45. On March 8, 1998, Patient #12 hit the walls and became verbally abusive to staff.  On March 9, 1998, Patient #12 kicked the walls and refused to follow directions.  She was medicated to calm her.  On this date she also stated that she was hearing the voice of her aunt.  On March 10, 1998, she reported hearing the voice of the man who raped her.  She stated that these things happen to her when “she goes off.”

46. On March 12, 1998, Patient #12’s mother went to get her, and she was discharged to her home.  Lakeland had not recommended that she return to her home because of the abuse of her cousin.  Her chart notes state that she was “still a high risk.”

47. On August 16, 1999, the physician reviewer stated that Patient #12 was stable and waiting for placement from March 2 to March 11, 1998.  On November 9, 1999, the reconsideration reviewer found that she was “stable and ready for DC 3/2/99 and after that stable for placement at a less intensive TX setting such as residential or a safe foster care with op therapy.”

48. As of March 2, 1998, there were no residential care, foster care, outplacement services or group homes available to Patient #12.  Staff at Lakeland attempted to secure such 

placement, including contacts with the Department of Family Services (DFS), which declined to place her.

Patient #14

49. Patient #14 was a 15-year-old male.  He was hospitalized at Lakeland from November 12, 1998, until December 3, 1998.  The entire stay was approved by admission and continuing stay reviews.  Reimbursement was denied for the period November 20, 1998, through December 2, 1998, and the Department recouped $4,096.56.

50. Patient #14 was admitted for depression, suicidal ideation and hallucinations.  He claimed that he could hear what trees were saying as part of the Druid religion.  He saw elves and dwarfs when he prayed to them.  He expressed an intention of killing a student at school, but then changed his mind and decided to cut his own wrist.  He had made attempts in the past.  He had carried a knife and worn a cloak.  This was his first in-patient psychiatric stay, and he was on no medication at the time of admission.

51. Patient #14 had lived with his grandmother since he was two years old.  He occasionally visited his father, who was an alcoholic.  Patient #14 stated that his depression had started about six months prior to admission.  He was having problems with authority, and admitted to marijuana and alcohol use.  He was of average intelligence, and enjoyed art, drawing, writing music and reading.  In his psychological evaluation, he was described as “highstrung, a worrier, restless, and irritable.”

52. On November 13, 1998, Patient #14 had full range affect with good eye contact.  His actions were appropriate and cooperative.  On November 16, 1998, Patient #14 attended 

group therapy and was alert and attentive, although quiet.
  On November 17, 1998, Lakeland staff discontinued suicide and assaultive precautions.  

53. On November 20, 1998, Patient #14 was started on Prozac.  Oral Prozac is often prescribed on an outpatient basis.

54. On August 16, 1999, the CON reviewer found that Patient #14 had become stable and could have been managed on an outpatient status by November 20, 1998.  The reviewer also noted that he was not homicidal or suicidal.

CIMRO Reviews – Certificate of Need Forms

55. CIMRO’s CON reviews also determine technical compliance with required CON forms.  The Department’s regulation states that the form must include certain necessary elements and sets forth a timetable for completion.  

56. The CON form is not used in the care and treatment of patients.  The patient’s physician and member of his or her interdisciplinary treatment team member sign the form to certify that (1) the patient, who is under 21 years old, is a resident of the facility, (2) ambulatory care resources available in the community do not meet the patient’s treatment needs, (3) proper treatment requires in-patient treatment under the direction of a physician, and (4) the treatment can reasonably be expected to improve the patient’s condition or prevent further regression.

57. The CON form certifies that the patient requires inpatient treatment and does not make a determination about how long the treatment will last.  The form must be completed by the facility and signed within 14 days after the patient’s admission.

58. If, at the time of the review, the medical record does not contain a completed, timely CON form, the CIMRO reviewer notifies the facility.  The facility has 20 days to ask that 

the case be reopened to submit additional records.
  If the facility does not ask for the case to be reopened, CIMRO issues a technical denial of payment and the Department recoups any amount paid for the care.

59. If a CON form is misplaced or misfiled, the facility can submit it within 20 days after the review, and the Department does not recoup payment.

60. If one of the required signatures was timely and the other was not, CIMRO does not issue a technical denial and the Department does not recoup payment.

61. Payments for Patient #6, #7, #8, #11, #15, #16 and #17 were denied and money was recouped because CIMRO determined that the form was not properly timely completed.  Both parties agree that the CON forms were not timely completed for Patient #8, #15, #16, and #17.

62. Patient #6 was admitted to Lakeland on November 21, 1997.  Patient #6’s CON form was completed on December 3, 1997, but it was misfiled and thus was not in the patient’s record at the time of the review.  Lakeland’s social worker completed a second form on November 24, 1997.  The doctor signed it on December 3, 1997.  CIMRO issued a technical denial for Patient #6, and the Department recouped $2,715.12 from Lakeland.

63. Patient #7 was admitted to Lakeland on April 18, 1997.  Patient #7’s CON form was completed on April 22, 1997, which was timely.  CIMRO issued a technical denial for another reason
 and the Department recouped $7,127.19 from Lakeland for the care of Patient #7.

64. Patient #11 was admitted to Lakeland on November 17, 1997.  Patient #11’s CON form shows that the doctor signed it on December 8, 1997, but that the social worker did not sign it until November 18, 1999.  This was a clerical error.  The social worker could not have signed 

the form in 1999 because she did not work for the hospital at that time.  The social worker actually signed the form on November 18, 1997, which was timely under a Department exception.  The Department recouped $7,805.97 from Lakeland for the care of Patient #11.

65. Patient #8, #15, #16, and #17’s CON forms were not completed and signed within 14 days of admission.

Overpayment

66. By letter dated August 6, 1998, the Department informed Lakeland that it had been overpaid $8,907.64 for services provided in 1996 to two patients (Patient #1 and #2).  

67. By letter dated February 16, 1999, the Department informed Lakeland that it had been overpaid $24,436.08 for services provided in 1997 to six patients (Patient #3 – #8). 

68. By letter dated March 30, 2000, the Department informed Lakeland that it had been overpaid $59,101.62 for services provided in 1997 and 1998 to ten patients (Patient #9 – #18).

69. The Department recouped the total amount of $92,445.34 from other payments due to Lakeland.

70. The Department admitted that it owed Lakeland $22,060.35 of this amount for the following patients:  Patient #3 – $3,054.51; Patient #4 – $2,036.34; Patient #9 – $3,733.29; Patient #10 – $6,109.02; and Patient #18 – $7,127.19.

Conclusions of Law 


We have jurisdiction to hear Lakeland’s complaint.  Section 208.156.3.
  We do not merely review the Department’s decision, but we find facts and make an independent decision by applying existing law to the facts.  Geriatric Nursing Facility v. Department of Social Servs., 693 S.W.2d 206, 209 (Mo. App., W.D. 1985).  We have the same degree of discretion as the 

Department and need not exercise it the same way.  State Bd. of Regis’n for the Healing Arts v. Finch, 514 S.W.2d 608, 614 (Mo. App., W.D. 1992).

300-Day Deadline


Section 208.221 states:

For reimbursement or recoupment cases filed pursuant to subsection 3 of section 208.156, jurisdiction is as outlined therein.  The administrative hearing commission shall render a decision within three hundred days of filing the appeal.  For each day the proceeding is continued or delayed by appellant, the time frame for rendering a decision is extended by one day.  If the commission does not render a decision within three hundred days of filing, or as extended, the appellant may seek the same appeal in the circuit court of Cole County or in the circuit court where the facility is located.


The effective date of the bill was July 1, 1999 (SB 326, 1999, with emergency clause); therefore, only Case No. 00-0938 SP falls within its restrictions.  On February 26, 2001, Lakeland filed a motion for continuance, asking this Commission to extend the time for ruling on this case so that we could rule on all four consolidated cases in one decision.  In its motion, Lakeland stated:  “Petitioner hereby stipulates that for each day case number 00-0938SP is continued pursuant to this request that the Commission’s time frame for rendering its decision in that case may be extended by one day.”


We note that Lakeland has extended the time frame for deciding this case beyond the 300-day time limit.

Department Oversight of Medicaid Providers


Federal regulations govern the Department’s requirements with regard to Medicaid providers.


42 CFR § 431.107 states:

(b) Agreements.  A State plan must provide for an agreement between the Medicaid agency and each provider or organization 

furnishing services under the plan in which the provider or organization agrees to:


(1) Keep any records necessary to disclose the extent of services the provider furnishes to recipients;


(2) On request, furnish to the Medicaid agency . . . any information maintained under paragraph (b)(1) of this section and any information regarding payments claimed by the provider for furnishing services under the plan[.]


42 CFR § 433.300 states:

This subpart implements—

(b) Section 1903(d)(2)(C) and (D) of the Act, which provides that a State has 60 days from discovery of an overpayment for Medicaid services to recover or attempt to recover the overpayment from the provider before adjustment . . . to the State is made; and that adjustment will be made at the end of the 60 days, whether or not recovery is made, unless the State is unable to recover from a provider because the overpayment is a debt that has been discharged in bankruptcy or is otherwise uncollectable.


Section 208.201.5 states:


In addition to the powers, duties and functions vested in the division of medical services by other provisions of this chapter or by other laws of this state, the division of medical services shall have the power:

*   *   *


(8) To define, establish and implement the policies and procedures necessary to administer payments to providers under the medical assistance program; 


(9) To conduct utilization reviews to determine the appropriateness of services and reimbursement amounts to providers participating in the medical assistance program[.]

I.  CIMRO Review

A.  Procedures to Determine Medical Necessity


Lakeland objects to the Department’s procedures that could result in initial approvals for a patient’s admission and continued hospitalization but then allow a retrospective review to 

determine that all or any part of the hospitalization stay was not medically necessary.
  In this case, the Department recoups the money that it has already paid to a facility for patients who had prior approval for coverage.  Lakeland also challenges a decision to deny coverage because the patient could be moved to a less restrictive environment when the reviewer is not required to consider the existence of such facility or treatment.


Federal law sets forth the requirements for utilization review.  42 CFR § 482.30.  The Department, by regulation, sets up the plan for review of the services rendered.  It contracts with CIMRO to perform the utilization reviews, which consist of admission reviews, continuing stay reviews, and CON reviews.


Admission reviews are required by 13 CSR 70-15.020, which states:

(2) All admissions of Medicaid recipients to Medicaid participating hospitals in Missouri and bordering states are subject to admission certification . . . .”

Admission certification is defined in 13 CSR 70-15.020, which states:

(1)(B) Admission certification.  Admission certification means the determination by the medical review agent, as transmitted to the hospital/physician and the fiscal agent, that the admission of a recipient for inpatient hospital services is approved as medically necessary, reasonable and appropriate as to placement at an acute level of care[.]

Admission reviews must be approved or disapproved within two working days
 based on the set of SI/IS criteria in Finding 9.  The SI/IS criteria to be used is set forth in 13 CSR 70-15.020(6).


Continuing stay reviews are required by 13 CSR 70-15.020, which states:

(11) Continued stay reviews will be performed for all other fee-for-service Missouri Medicaid recipients subject to admission certification to determine that the services are medically necessary and appropriate for inpatient care.  The continued stay review procedure is as follows:


(A) When extended hospitalization is indicated beyond the initial length of stay assigned by the medical review agent, the hospital and attending physician are required to provide additional medical information to warrant the continued hospital stay as well as request the number of additional days needed[.]

The nurse approves or disapproves of the continued stay based on the set of criteria in Finding 9.  The SI/IS criteria to be used is set forth in 13 CSR 70-15.020(11)(B).


CON reviews are required by 13 CSR 70-15.070, which states:

(11) Audits to monitor hospital compliance shall be performed by a medical review agent as authorized by the Division of Medical Services.  Hospital admissions of July 1, 1991, and after, [sic] that will be subject to audits which may include up to one hundred percent (100%) of Medicaid admissions.  Documentation of certification of need, medical/psychiatric/social evaluations, plan of care and active treatment shall be a part of the individual’s medical record.  All required documentation must be a part of the medical record at the time of audit to be considered during the audit.  Failure of the medical record to contain the required documents at the time of audit shall result in recoupment.  The medical review agent’s audit process is as follows:


(A) The hospital has thirty (30) calendar days from the date of the request to furnish medical records for desk audits. . . ;


(B) Review of the certification of need, medical/ psychiatric/social evaluations and plan of care documentation is performed to determine compliance with this rule;


(C) A sample of claims will be reviewed for quality of care using the Health Care Financing Administration (HCFA) psychiatric generic quality screens;


(D) An initial review of the medical record information for active treatment is performed by either a nurse who is licensed or a social worker reviewer who is licensed using the Child and 

Adolescent Assessment Psychiatric Treatment screening criteria;


(E) If the medical record documentation regarding the patient’s condition and planned services meet the criteria in subsection (11)(D) of this rule, the services are approved by either the nurse or social worker reviewer;


(F) If the criteria in subsection (11)(D) of this rule is not met, the nurse or social worker reviewer refers the case to a physician reviewer who is a licensed physician for a determination of documentation and medical necessity.  The physician reviewer is not bound by criteria used by the nurse or social worker reviewer.  The physician reviewer uses his/her medical judgment to make a determination based on the documented medical facts in the record;


(G) If the physician reviewer denies the admission or days of stay, the attending physician and hospital shall be notified.  The hospital may request of the medical review agent a reconsideration review.  The hospital is notified of the medical review agent’s reconsideration determination;


(H) Reconsideration determination is the final level of review by the medical review agent.  The division will accept the medical review agent’s decision[.]

(Emphasis added.)


The nurse reviews the record based on the criteria set forth in finding 12.  The Criteria for Child/Adolescent-Assessment Psychiatric Treatment to be used is required in the above regulation.  The regulation also provides that the physician reviewer shall use his or her own medical judgment.  Lakeland argues that, because the criteria used is different for the admission/continuing stay reviews and for both levels of the CON reviews, the retroactive decision that the hospital stay or any part of the stay is not covered by Medicaid is arbitrary, capricious and unreasonable, and a denial of due process.


The Department’s regulations specify the criteria that will be used.  We have no authority to declare any regulation invalid.  State Tax Comm’n v. Administrative Hearing Comm’n, 641 S.W.2d 69, 75 (Mo. banc 1982).  We must follow the statutes as written, and we need not follow 

a regulation that is contrary to a statute.  Bridge Data Co. v. Director of Revenue, 794 S.W.2d 204, 207 (Mo. banc 1990).  Lakeland cites no law at the state or federal level that would be contrary to these regulations.  This Commission lacks the authority to decide constitutional issues such as Lakeland’s due process argument.  Williams Cos. v. Director of Revenue, 799 S.W.2d 602, 604 (Mo. banc 1990).


We cannot invalidate the regulations or rule on the ground that their application to Lakeland is a violation of due process.
B.  Medical Necessity for Individual Patients


Because we do not have the authority to determine that the Department’s regulations are invalid or to ignore them because they are contrary to statute, we must consider each patient’s case to determine whether Lakeland has shown that the treatment in question met the requirements for Medicaid reimbursement for the period of hospitalization in question.  According to the Department’s regulation, the final review is not based on any written set of criteria, but on a physician’s determination of medical necessity of inpatient care in a psychiatric facility.


Lakeland argues that CIMRO’s physician reviewers and the Department’s trial expert overrode the definitions of medically necessary found in the SI/IS criteria and in the regulation.  “Medically necessary” is defined in 13 CSR 70-15.020(1)(M) as follows:

Medically necessary means an inpatient hospital service that is consistent with the recipient’s diagnosis or condition and is in accordance with the criteria as specified by the department[.]

However, the definition allows the Department to set the criteria by which this will be judged.  The Department has set this, by regulation, as a doctor’s medical judgment “for a determination of documentation and medical necessity.” 13 CSR 70-15.070(11)(F).  This Commission will 

apply the law to the facts of this case based on the testimony of the medical necessity of each patient’s hospital stay in Lakeland’s facility.  No one disputed that these patients should have been admitted; the issue is whether additional days, which were later denied in the CON review, should have been covered by Medicaid.

a.  Patient #1


Patient #1, a nine-year-old boy, was hospitalized from May 28, 1996, until June 25, 1996.  Medicaid payments were authorized for the first 11 days.  Reimbursement was denied from June 8 – 24, 1996.  The Department’s expert, Dr. James G. Hunter, disputed the diagnosis of major depressive disorder because there were no DSM-IV
 criteria to support it.  Lakeland’s expert, 

Dr. Richard C. Aiken, testified that the DSM-IV is “sort of the Bible of the state of psychiatric diagnoses,”
 but he said “physicians have training more [sic] that leads them to intuitive decisions about what the patient’s diagnosis and needs are and not go through check lists in DSM-IV.”
  Patient #1’s treatment plan involved family therapy to deal with his anger at his mother, and therapy to deal with his aggressiveness, homicidal ideation, poor coping skills, threats to run, suspension from school, and general anger.


Dr. Hunter testified that continued treatment was not indicated because Patient #1 was started on Imipramine
 soon after his admission, so that at the end of the week there was nothing to indicate that he could not be managed on an outpatient basis.  In fact, the patient was not prescribed Imipramine until June 10, 1996, two days after the Department determined it was no 

longer necessary to hospitalize him.
  This dosage was changed on June 13, 1996.  He continued to exhibit the symptoms that had led to his admission, and there was no evidence that any outpatient program sufficient to meet Patient #1’s needs existed.
  Dr. Aiken testified that his continued hospitalization after June 8, 1996, until the date he was dismissed was appropriate and medically necessary.


We agree with Lakeland.  Since the hospitalization was medically necessary, we order the Department to reimburse Lakeland $5,408.21 for the period of time from June 8 – 24, 1996, for Patient #1.

b.  Patient #2


Patient #2, a 12-year-old boy, was hospitalized from May 1, 1996, until June 13, 1996.  Reimbursement was denied from June 3 – 13, 1996.  Dr. Hunter testified that the staff should have made the decision to transfer to a longer-term facility such as a residential treatment facility within seven to ten days.  There is some evidence that such a facility was available,
 and Lakeland did make the same determination on June 6, 1996.


Hunter testified that it was clear that “nothing was going right for this kid.”
  He testified that there was no reason for Patient #2 to remain for this length of time in an acute care facility.  He stated that neither the changes in medication nor the continued aggressive behavior would have prevented the transfer.


We agree.  We deny payment of $3,499.43 for the period June 3 – 13, 1996.

c.  Patient #5


Patient #5, a 16-year-old boy, was hospitalized from September 12, 1997, until September 24, 1997.  Reimbursement was denied for the period September 18 – 23, 1997.  Patient #5 had been admitted following suicidal threats and an incident in which he damaged his own car and another person’s car.


Patient #5 admitted to threatening to commit suicide, but stated that this was a manipulation to get his girlfriend back.
  A Family Therapy progress note dated September 17, 1997, reported that Patient #5 was relaxed, quiet and affectionate.  On September 18, 1997, staff noted that he was “very motivated to get out.”
  He stated that he still cared for his girlfriend, but that the situation had gone too far.


Dr. Hunter testified that Patient #5’s initial assessment did not change throughout his stay and that he could have gone to outpatient intervention.  Dr. Hunter testified that this was available in the community.
 


The progress notes from September 18 – 23, 1997, support Hunter’s contention that his hospitalization in an acute care facility for these additional days was not medically necessary.  He had no outbursts, and denied any suicidal or homicidal ideations.  Most of the notes focused on his improvement and his desire to go home to his mother.


We deny payment of $2,036.34 for the period September 18 – 23, 1997.

d. Patient #12


Patient #12, a 14-year-old girl, was hospitalized from February 10, 1998, until March 12, 1998.  Reimbursement was denied for the period March 2-11, 1998.


Patient #12 was diagnosed with major depression; post T.S.D.; oppositional defiant disorder; impulse control disorder; mild mental retardation; and family, social, educational and psychosocial problems.  She had a history of being raped, and heard the voices of the person who raped her and of her dead grandmother.  She was sexually abusing her 11-year-old female cousin.  She stated, “I stuck my finger in her private part.”


On two dates after it was determined that Patient #12 did not require in-patient hospitalization, she hit and kicked walls and became verbally abusive to staff.  On March 10, 1998, she reported that she had heard the voice of the man who raped her.  Dr. Aiken testified that the continued hospitalization was medically necessary for Patient #12 because of her “outrageous” behavior during the hospital stay, her conduct towards her cousin, and danger of returning her to a low-functioning mother.
  Dr. Nicodemus Garcia testified that she required inpatient treatment because of her behaviors, which she could have evidenced in the home.  He stated that Patient #12 had been given Haldol and Ativan, by intramuscular injection on March 8, 1998, and a dose of Ativan by intramuscular injection on March 9, 1998.  These medications required supervision by a nurse, not just for administration but to observe her reaction to them.


Staff at Lakeland recommended the group home option in a progress note of February 23, 1998, because Patient #12 was doing well in a structured environment, but should not be returned to the home.  In a progress note dated March 5, 1998, Patient #12 admitted that she could not trust herself with her cousin.  The discharge summary indicated that she was at high 

risk of offending her cousin.  On March 3, 1998, the progress note stated that they were pursuing the group home option, but that there were difficulties getting Patient #12 assessed.  On March 6, 1998, Patient #12 was frustrated because the DFS assessment team had promised to interview her and had not.  On March 10, 1998, staff called Cottonwood, but found that it “couldn’t take (MR) kids.”
  On that date, during family therapy, Patient #12 was crying to go home.  Her family was afraid of losing custody if she was placed in DFS custody, but afraid to have her at home in her condition.  At 5:30 p.m. on March 10, 1998, Patient #12 hit the walls and windows and called staff “bitches.”  She had to be restrained by three staff members so they could administer medication.


A note on March 12, 1998, stated:  “The pt is returning home – She will have services from Regional Center – And some follow up w/DFS.  DFS was very reluctant to help & did not provide a placement for her which is what we would have preferred.”
  Progress notes about the discharge for that date stated:  “It was not our recommendation bec. of history of abusing her 11 y/o cousin.  She is still a high risk.”
  Therefore, CIMRO, under contract with the Department’s Division of Medical Services, denied reimbursement because Patient #12 should have been released to a less restrictive environment.  The same Department, through its Division of Family Services, had refused to place her in the less restrictive environment.


We have discussed the fact that reimbursement is denied based on the opinion that the patient should be in a less restrictive environment without regard to whether such environment actually exists.  The reviewer does not consider this in making the decision.  However, a decision 

to deny coverage for this reason when it is clear in the record that the facility is attempting to secure a less restrictive environment and one is not available is unfair.


Since the hospitalization was medically necessary, we order the Department to reimburse Lakeland $3,393.90 for the period of time from March 2-11, 1998, for Patient #12.

e.  Patient #14


Patient #14, a 15-year-old male, was hospitalized from November 12, 1998, until December 3, 1998.  Reimbursement was denied for the period November 20 through December 2, 1998.


Dr. Aiken testified that Patient #14 continued to be dangerous to himself and to others, and that he was angry towards Christianity and women.  Dr. Richard Christy stated that more time beyond December 3, 1998, was needed to assess this patient.  However, he admitted that, after November 20, 1998, Patient #14 did not engage in any behavior indicating that he was suicidal or dangerous to others
  Both doctors referred to Patient #14 as a Satanist, but the records show that he admitted to practicing the Druid religion.
  

Dr. Hunter discounted the hallucinations that were related to the Druid religion, stating, “That I think probably has to do with vivid imagination of a fifteen year-old boy.”
  There was 

no documentation of earlier depression.  Based on the record, Dr. Hunter stated that there was no reason to keep Patient #14 in an inpatient psychiatric facility for 21 days, and testified that it was not medically necessary for him to continue as an inpatient beyond December 3, 1998.  Dr. Hunter stated:

He had been in the hospital for approximately eight days at that time and it was very clear that what he was talking about they could have been psychotic symptoms wasn’t psychotic symptoms.  He didn’t exhibit any of the behaviors that were under concern that the admission was required.  And I think a week would have been sufficient to feel comfortable in transferring him to a less restrictive type of care.


Patient #14’s record supports Hunter’s conclusion.  After November 17, 1998, Patient #14 was on no suicide precautions.  In a therapy session on November 23, 1998, Patient #14 stated that his grandmother did not understand that his religion was not evil.  He again defended his religious choice in therapy on November 23, 1998, offering to give up carrying the knife and give up an association with an individual, but stated that the “religion stays.”
  His progress notes are very positive and lack any indication that Patient #14 planned to harm himself or others.


We deny payment of $4,096.56 for the period November 20 through December 3, 1998.
II.  CIMRO Review – CON Form

Federal law sets forth the requirement for a CON form.  


42 CFR § 441.152 states:

(a) A team specified in § 441.154 must certify that—

(1) Ambulatory care resources available in the community do not meet the treatment needs of the recipient;

(2) Proper treatment of the recipient’s psychiatric condition requires services on an inpatient basis under the direction of a physician; and

(3) The services can reasonably be expected to improve the recipient’s condition or prevent further regression so that the services will no longer be needed.


42 CFR § 456.481 states:

Admission certification and plan of care.

If a facility provides inpatient psychiatric services to a recipient under age 21 –

(a) The admission certification by the review team required in § 441.152 satisfies the requirement for physician certification of need for care in §§ 456.60, 456.160, and 456.360[.]


The Department has promulgated regulations concerning the CON forms.  13 CSR 70-15.070(5) states:

(5) A written and signed certification of need for services must be completed for every admission reimbursed by Medicaid that attests to –


(A) Ambulatory care resources available in the community do not meet the treatment needs of the youth;


(B) Inpatient treatment under the direction of a physician is needed; and


(C) The services can reasonably be expected to improve the patient’s condition, or prevent further regression, so that the services will no longer be needed.

(6) The certifications of need for care shall be made by different teams depending on the status of the individual patients as follows:

*   *   *


(C) For an individual who undergoes an emergency admission, the certification of need shall be made by the treatment facility interdisciplinary team responsible for the individual’s plan of care as specified in section (7) within fourteen (14) days after admission.

(11) Audits to monitor hospital compliance shall be performed by a medical review agent as authorized by the Division of Medical Services. . . .  Documentation of certification of need, medical/psychiatric/social evaluations, plan of care and active treatment shall be a part of the individual’s medical record.  All required documentation must be a part of the medical record at the time of audit to be considered during the audit.  Failure of the medical record to contain the required documents at the time of audit shall result in recoupment.


Lakeland argues that we must order the Department to return the money recouped for the care of Patient #6 because the form was timely completed, but had been misfiled and not submitted to the Department.  The form was required to be completed on December 4, 1997.  The date of the Department’s notice of recoupment was February 16, 1999.  The Department’s Regulation 13 CSR 70-15.070(11) states:

All required documentation must be a part of the medical record at the time of audit to be considered during the audit.  Failure of the medical record to contain the required documents at the time of audit shall result in recoupment.

(Emphasis added.)  Lakeland did not provide the documents at the time of the audit, or within the 20 days after the audit during which CIMRO allows the hospital to supplement its record.  Providing it as evidence at the hearing, in October 2000, is not in compliance with the regulation.  Lakeland is not entitled to a refund of the money recouped for Patient # 6.


Lakeland argues that we must order the Department to return the amount recouped for the care of Patient #7 because the CON form was timely completed.  However, the witness stated that the technical denial was issued for another reason other than timeliness of completion.  Although the witness did not specify the reason, Lakeland did not prove that timeliness of completion was the only reason for a technical denial, and thus did not prove that the money recouped for the care of Patient #7 should be returned.  Lakeland is not entitled to a refund of the money recouped for Patient #7.


Lakeland argues that we must order a refund of the money recouped for the care of Patient # 11 because it has proven that the social worker made a clerical error and wrote down the wrong year.  We believe that Lakeland has proven this at the hearing by providing testimony that the social worker did not work at the facility in 1999 and that she signed it on November 18, 1997.  If Lakeland had proven this around the time of the audit as required by the regulation, it would have met an exception and the form would have been considered timely completed.  However, since the form that was available for review at the time of the audit evidenced the fact that the form was not timely completed, we deny the claim.  Lakeland is not owed a refund for money recouped for the care of Patient #11.


Lakeland argues that we must order the return of money recouped for the care of Patient #8, #15, #16, and #17 even though the CON forms were not completed within 14 days because:

(1) in every case the care and treatment of the patients were approved by CIMRO through admission and continued stay reviews; (2) none of the care was deemed medically unnecessary or of unacceptable quality; and (3) that the CON form has no purpose other than its own existence (i.e., it is not used in the care and treatment of the patient)[.]


Lakeland admits that federal law requires the existence of a CON form, but states that no law requires the Department to recoup all payments because of problems with the CON form.  Lakeland argues that, because of the relative unimportance of the form, recouping the full payment is unreasonable, arbitrary and capricious.


The Department argues that the CON form is a minimal documentation requirement that is necessary so that the Department can provide oversight in the spending of Medicaid funds, and that the form is the only place the attending physician certifies the need for the level of treatment 

and lack of other options.  The Department does not address Lakeland’s argument that the punishment for failing to timely complete the form is unreasonable.


The Department’s regulation specifically allows full recoupment if the form is not in the medical record at the time of the audit.  As we noted above, we have no authority to declare any regulation invalid.  State Tax Comm’n, 641 S.W.2d at 75.  We must follow the statutes as written, and we need not follow a regulation that is contrary to a statute.  Bridge Data, 794 S.W.2d at 207.


We find no state statute that is in conflict with this regulation.  While the federal law does not require recoupment, nothing in the federal law would prohibit it.  The regulation is not in conflict with existing law, but is instead an extension of that law, setting forth consequences for failing to do what the law requires.


We find that Lakeland is not owed a refund for recoupment of payments for the care of Patient #8, #15, #16, and #17.

Summary


The Department admitted that it improperly recouped $22,060.35 for Patient #3, #4, #9, #10, and #18, and improperly recouped $4,096.56 for Patient #13.


We grant Lakeland’s claims for $5,408.21 for the care of Patient #1 and $3,393.90 for the care of Patient #12 because all of their hospitalization stay in Lakeland was medically necessary.  We deny Lakeland’s claims for the care of Patient #2, #5, and #14 because part of their hospitalization stay in Lakeland was not medically necessary.


The Department properly recouped money for the care of Patient #6, #7, #8, #11, #15, #16 and #17 because the CON forms were untimely completed, missing at the time of the audit, or for an unspecified reason.


The Department improperly recouped $34,959.02 from Lakeland for the care of its patients and must credit Lakeland for this amount.


SO ORDERED on October 10, 2001.



________________________________



WILLARD C. REINE



Commissioner

	�CIMRO, Inc., is the actual name, not an acronym.





	�The Department’s Regulation 13 CSR 70-15.011(1)(N) defines a nurse reviewer as “a person who is employed by or under contract with the medical review agent and who is licensed to practice professional nursing in Missouri[.]”


	�Joint Ex. 7.


	�Joint Ex. 8.


	�The Department’s Regulation 13 CSR 70-15.020(1)(P) defines physician reviewer as “a physician who is a peer of the admitting/attending physician or who specializes in the type of care under review.  Exceptions will be made only if the efficiency or effectiveness of the review would be compromised, but in every situation the review will be performed by a physician.[.]”


	�Tr. at 165.





	�Resp. Ex. B-2.


	�Resp. Ex. B-2.





	�Tr. at 59.





	�Hunter Depo. Tr. at 142-43.


	�Resp. Ex. B-1.





	�Joint Ex. A-2.


	�Joint Ex. A-2.





	�Resp. Ex. B-1.





	�Hunter Depo Tr. at 23.





	�Joint Ex. A-5.


	�Joint Ex. A-12.


	�Joint Ex. A-12.





	�Id.





	�Id.





	�Resp. Ex. B-12.


	�Joint Ex. 14, psychological evaluation.


	�Joint Ex. 14, discharge summary.


	�Walther Depo Tr. at 183.





	�Tr. at 69.  The reason for this technical denial was never given.


	�All statutory references, unless otherwise noted, are to the 2000 Revised Statutes of Missouri.


	�Lakeland cites Orlando General Hosp. v. Department of Health and Rehab. Svs., 567 So.2d 962 (Fla. Dist. Ct. App. 1990), in which the court stated:  “An after-the-fact determination that a provider of medical services to indigent substance abusers is not entitled to payment under a public program when the provider followed prescribed broad procedures which, as was established by all witnesses in this case, can be overridden by the treatment physician, is simply unfair.”  Id. at 966.





	�13 CSR 70-15.020(5)(C).


	�Diagnostic and Statistical Manual, Fourth Edition, a classification of all psychiatric disorders and the criteria necessary to support the diagnosis.  (Hunter Depo Tr. at 31.)





	�Tr. at 176.


	


	�Id.





	�Imipramine is an antidepressant.


	�“Imipramine 20 mg at hs ordered (EKG first)”  (Joint Ex. A-1, physician’s orders.)





	�CIMRO reviewers do not consider the existence of alternative placement when denying payment because the patient could be in the alternative placement.  This complete disassociation from reality is puzzling, in that it appears to expect a facility to discharge a patient into potentially nonexistent care and penalizes the facility if it does not.





	�Hunter testified that the hospital Patient #2 was at earlier that year had residential treatment facilities available for children and adolescents and that there probably would have been space for him.  (Hunter Depo Tr. at 166-67.)





	�Hunter Depo Tr. at 165.


	�Joint Ex. A-5, discharge summary.





	�Joint Ex. A-5, progress notes.


	


	�Hunter Depo Tr. at 75.


	�Joint Ex. A-12, individual therapy progress note, February 27, 1998.





	�Tr. at 227.


	�Joint Ex. 12, weekly treatment planning update.





	�Joint Ex. 12, multidisciplinary discharge planning notes, March 12, 1998.





	�Joint Ex. 12, multidisciplinary progress notes, March 12, 1998.


	�Christy Depo Tr. at 18.





	�There is some confusion in the record as to whether Patient #14 was a Druid or a Satanist.  Both of Lakeland’s experts state that he was a Satanist.  References in the medical record state that he was a Druid.  The Druid religion is defined as follows:  “one of an ancient Celtic priesthood appearing in Irish and Welsh sagas and Christian legends as magicians and wizards.”  MERRIAM WEBSTER’S COLLEGIATE DICTIONARY 356 (10th ed. 1993).  Satanism is defined as:  “worship of Satan, or the devil, personality or principle regarded by the Judeo-Christian tradition as embodying absolute evil in complete antithesis to God.”  MERRIAM WEBSTER’S ENCYCLOPEDIA OF  WORLD RELIGIONS 971 (1999). 





	�Hunter Depo Tr. at 98.  In a progress note dated November 14, 1998, Patient #14 explained his depression and hallucinations.  He stated that he was not suicidal or homicidal anymore.  He stated that he had been suicidal because he felt his grandmother didn’t love him, and that he had started practicing the Druid religion as a reaction to his grandmother pushing her beliefs on him.  He denied having hallucinations, but stated that seeing elves and dwarfs was part of his religion and that he only saw them when he prayed.  (Joint Ex. A-14, progress note dated November 14, 1998.)


	�Joint Ex. 14, family therapy progress note, November 23, 1998.


	�Proposed Findings of Fact, Conclusions of Law and Brief of Petitioner, at 40.
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