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January 31, 2015 

 
Ginny Mahoney 
Department of Social Services 
Medical Policy Unit 
55 Farmington Avenue, 9th Floor 
Hartford, CT 06105  
 
Email: ginny.mahoney@ct.gov 
 
Re: SPAs 15-004, 15-005, and 15-010: Services to Treat Autism Spectrum Disorders 

Pursuant to EPSDT 

 
Thank you for considering the following comments regarding SPAs 15-004, 15-005, and 
15-010.  We commend the agency for moving to implement coverage of necessary care 
for children with autism in accordance with its obligations pursuant to federal EPSDT 
requirements. As set forth below, however, the current proposed SPAs are problematic 
in a number of respects. Accordingly, we ask that the agency withdraw the proposed 
SPAs and circulate new drafts addressing the concerns and recommendations below for 
review and comment by stakeholders. In addition, to insure a transparent and informed 
process as contemplated by CMS’ July 7, 2014 Informational Bulletin, “Clarification of 
Medicaid Coverage of Services to Children with Autism,” public meetings should be 
scheduled with adequate notice and publicity to solicit additional input and 
recommendations to insure that Medicaid eligible children from birth to 21 receive all 
necessary medical assistance. 

 
Section 2. Evaluations Prior to Receiving Behavior Assessment, Behavioral Plan 
of Care, or ASD 

 

Concern  
 

This section requires that an individual must receive a medical/physical evaluation 
and a comprehensive diagnostic evaluation prior to receiving a behavior 
assessment, a behavioral plan of care, and ASD treatment services, but places no 
timing requirements on how quickly these must be accomplished.  Expedited 
access to care is critical in treating Autism Spectrum Disorder (ASD).  Underscoring 
this, the American Academy of Pediatrics has since 2007 recommended 
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intervention as soon as an ASD diagnosis is seriously considered rather than 
deferring until a definitive diagnosis is made.1   

 
Given that professionals who perform the comprehensive diagnostic evaluation are often 
in short supply, the requirement of a comprehensive diagnostic evaluation by specified 
practitioners has the potential to cause extended delays.  In addition, whether a general 
physical examination is necessary to diagnose ASD in a particular child is a matter of 
professional judgment that should be determined by the healthcare professionals 
involved.  The SPA is unclear as to whether prior authorization is required for evaluations 
imposed as a predicate to treatment.  Requiring prior authorization would further 
compound the potential for harmful delay and attendant long-term consequences and 
potentially violate prohibitions on discriminatory treatment and delays in access to care. 
Also, to the extent that such requirements are not imposed on medical/surgical coverage 
of other conditions, they would violate provisions of the MHPAEA. See bulletin, attached 
hereto, issued by Centers for Medicare and Medicaid Services issued January 16, 2013, 
titled, Re: Application of Mental Health Parity and Addition Equity Act to Medicaid MCOs, 
CHIP, and Alternative (Benchmark) Plans.2 

 

Recommendation 

 

The section should provide that upon a recommendation for further evaluation for 
ASD by a licensed practitioner acting within the scope of his or her license, an 
appointment for a diagnostic evaluation and, if ordered, a physical examination shall 
be scheduled within 30 days without prior authorization being required.  
Comprehensive diagnostic evaluations can be performed by any licensed 
healthcare practitioner acting within the scope of his or her license and competence.   

 
Prior authorization for Behavior Assessment 
 
Concern 
 
If ASD has been diagnosed and there is a prescription or recommendation for ASD 
treatment such as Applied Behavior Analysis, the Behavior Assessment should be 
scheduled immediately (within 30 days).  There should be no delay by imposing a prior 
authorization requirement at this stage.  Similarly, requiring prior authorization to 
prepare a Behavioral Plan of Care based upon the Behavior Assessment is 
unwarranted and will only serve to delay treatment.   
 
 

                                                           
1
 Pediatrics, Vol, 120, No, 5, Identification and Evaluation of Children with Autism Spectrum Disorders (2007), p. 

1163. California mental health parity law specifies that a preliminary diagnosis shall serve as the diagnosis triggering 

coverage for the length of time necessary to make a final diagnosis.  Cal. Code Regs., tit. 28, § 1300.74.72.  

 
2
 Available at http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-001.pdf.  A number of 

provisions in the current SPA may be contrary to MHPAEA protections against discriminatory quantitative and 

nonqunatitative treatment provisions to the extent they do not apply to medical/surgical care including provider 

requirements, caregiver participation and attendance requirements, prior authorization and treatment intensity 

provisions.    

http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-001.pdf
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Recommendation 
 
Delete prior authorization requirement for Behavioral Assessments and Plan of Care.  
 
Section B. Service Components, Qualified Providers (B(1)(b), B(2)(b), B(3)(d) 
 

Two Year Additional Experience Requirement: 
 
Concern 
 
The requirement of two years of additional experience after earning the degree or 
certification making an individual eligible to be a qualified provider impedes access to 
care by unnecessarily reducing the already limited pool of available providers.  Applying 
the U.S. Census estimate of Connecticut’s population under 18 years of age (under 21 
not available) in 2013 and the Centers for Disease Control’s stated autism prevalence 
rate of 1 in 68 children, the state of Connecticut may have as many as 11,500 children 
with ASD.  As with all other states, Connecticut has an urgent need to produce and 
attract more qualified providers in order to serve the needs of its ASD Medicaid 
population.  Imposing unique and unnecessary requirements will only impede and delay 
this process.  To our knowledge, no other state imposes this limitation on EPSDT 
services or insurance reimbursed care by Board Certified Behavior Analysts (BCBAs).   
 
BCBAs certified by the national Behavior Analyst Certification Board are subject to 
rigorous training, examination, and practice requirements including continuing 
education obligations, adherence to the BACB code of ethics and disciplinary oversight 
by the BACB.3   In addition, the BACB is continually developing new requirements, 
standards and guidelines in keeping with peer-reviewed research and best practices.     
 
The BCBA credential is the key credential for licensure in the 18 states that license 
behavior analysts and all other states where insurance coverage of ABA treatment for 
ASD is mandated but no license for behavior analysts has yet been adopted.  There are 
currently 38 states mandating this coverage.     
 
BCBAs have extensive supervised experience in ABA services as a prerequisite to 
BACB certification including supervised fieldwork of at least 1500 hours or at least 
1,000 hours in an approved university practicum.  Given the dire need for services and 
the overwhelming national consensus that BCBAs are qualified to provide ABA services 
to children with ASD, the SPA should not impose what amounts to a two-year delay in a 
BCBA’s eligibility to become a qualified provider. 
 
Recommendation 
 
Eliminate the additional two year experience requirement for BCBAs.  Engage in 
dialogue with behavior analysts and other relevant stakeholders as to any other 
qualifications.     

                                                           
3
 BACB Certification Eligibility Standards, http://www.bacb.com/index.php?page=53.     

http://www.bacb.com/index.php?page=53
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Education and supervised experience requirement: 
 
The SPA artificially limits providers to those who have either taken certain courses that 
are not required for their license or certification or who have received certain supervised 
experience under a licensed provider which the overwhelming majority of Connecticut 
providers do not have.     
 

Education requirement: 
 
Concern 
 
The courses specified-- including psychopathology, family systems and multi-cultural 
diversity-- are not required for BCBA certification or for the delivery of insurance 
reimbursed services in Connecticut and it is unlikely that any significant number of 
Connecticut based BCBAs would be able to satisfy these requirements.  There is no 
indication that providers of other healthcare services for children with ASD, such as 
occupational therapists or physical therapists, are required to have this coursework 
before providing services.   
 

Supervised experience under a licensed practitioner: 
 
Concern 
 
The SPA requires that in order to be qualified based on supervised experience, a BCBA 
must have received that experience under the supervision of a licensed provider.  This 
requirement fundamentally ignores the nature of BCBA certification and the delivery of 
ABA services for children with ASD in Connecticut.  In Connecticut as well as the 37 
other states where insurance coverage of ABA treatment of ASD is mandated, BCBAs 
practice independently.  They are not supervised by any other licensed provider.  While 
18 states now do provide for state licensure or certification of behavior analysts, 
Connecticut is not one of them.  In order to sit for the BCBA examination a candidate 
must have received supervised experience from a BCBA.  Only a small fraction of 
Connecticut BCBAs hold a professional license.  There are 458 BACB certificants 
(BCBBA-D, BCBA, BCaBA) in Connecticut.  According to self-reported data provided to 
the BACB, only 43 of these individuals hold a professional license from any state. Also, 
many of this limited group may be in academia or other fields and not delivering 
services to children with autism.   Accordingly, very few BCBA practitioners or 
candidates in Connecticut would have received supervision by a licensed practitioner. 
Imposing this extraordinary requirement threatens to virtually gut coverage in 
Connecticut and deprive Medicaid eligible children under 21 of medically necessary 
care in direct violation of the state’s EPSDT obligations.    
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Recommendation 
 
Remove the professional experience requirement from the “Minimum Qualifications” 
and replace with a requirement that the treatment of autism spectrum disorder be 
within the scope of practice of the provider’s license or certification and professional 
competence.  Tracking the national BACB credential instead will allow Connecticut to 
draw from a large group of qualified providers in the state, the region and nationally to 
meet its needs.   
 

Section 3, ASD Treatment Services 
 
Section 3(a) Description:  
 
Concern  
 
While this section delineates many components of applied behavior analysis (ABA), it 
never actually says applied behavior analysis.  Treatment programs grounded in ABA 
are considered the gold standard of autism treatment. Without specifying ABA in the 
SPAs list of covered services, parents and professionals alike may erroneously conclude 
that ABA is not a covered benefit under EPSDT.  Explicitly referring to ABA also 
eliminates possible confusion about procedures, qualifications and standards of care 
which are well developed and nationally recognized.    
 
Recommendation 
 
Explicitly add applied behavior analysis (ABA) to the list of covered services. 
 
Section 3(b) Participation by Caregiver: 

 

Concern 

 
The provisions in the current draft improperly interfere with the professional judgment of 
the qualified healthcare providers and access to medically necessary care under EPSDT. 
ABA interventions are provided by qualified professionals and supervised behavior 
technicians.  Parents and guardians are not responsible for providing medically necessary 
care.  Because of the need for generalizing skills and appropriate behaviors, parents, 
guardians, siblings, childcare workers and others with whom a child may be in contact can 
play a useful role in supporting the ABA treatment plan.  However, their ability to do so, 
and the nature and degree of that support may vary based on numerous factors, including 
employment, other family responsibilities, health issues and personal capabilities of the 
caregiver, Personal limitations based on a parent or guardian’s particular social or 
economic situation cannot serve as a basis for refusing to provide medically necessary 
treatment to the child.  In addition, the necessity of caregiver participation may vary 
depending on the nature and location of interventions and the age, symptoms and 
treatment targets of the individual receiving care.  To meet EPSDT requirements for 
individualized medically necessary care, the nature and extent of parent or guardian 
involvement in implementing or reinforcing the treatment plan must be left to the judgment 
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by the supervising ABA professional directing the treatment. To our knowledge, no other 
state imposes such a requirement on access to mandated insurance reimbursed benefits 
nor Medicaid EPSDT services for ABA or other behavioral health therapy for ASD.  To the 
extent that such requirements are not imposed on medical/surgical coverage of other 
conditions, they would violate the provisions of MHPAEA. See bulletin, attached hereto, 
issued by Centers for Medicare and Medicaid Services issued January 16, 2013, titled, 
Re: Application of Mental Health Parity and Addition Equity Act to Medicaid MCOs, CHIP, 
and Alternative (Benchmark) Plans. 

 
Recommendation 
 
The percentage reference for caregiver participation should be deleted.  Caregiver 
participation to assist in achieving treatment goals and objectives may be addressed in 

the Behavioral Plan of Care.   
 
Section 3(c) Presence/Availability of Caregiver: 
 

Concern 
 
The requirements in this section are vague, unrelated to medical necessity and improperly 
limit access to medically necessary care.  In particular, the requirements discriminate 
against the children of working parents, single parents, disabled parents, families with 
more than one child, older children, children receiving intensive services in a variety of 
community settings outside the home, and generally and disproportionately affect lower 
income and culturally diverse families.  To our knowledge, no other state imposes such a 
requirement on access to mandated insurance reimbursed benefits nor Medicaid EPSDT 
services for ABA or other behavioral health therapy for ASD.  To the extent that such 
requirements are not imposed on medical/surgical coverage of other conditions, they 
would violate MHPAEA. See bulletin, attached hereto, issued by Centers for Medicare 
and Medicaid Services issued January 16, 2013, titled, Re: Application of Mental Health 
Parity and Addition Equity Act to Medicaid MCOs, CHIP, and Alternative (Benchmark) 
Plans. 

 

Not only do these requirements interfere with access to medically necessary care, the 
purported justification that they are necessary to prevent services from being merely 
child care suggests a basis lack of understanding of these services and a dismissive 
and discriminatory view of ASD treatment.   ABA is a data-driven therapy with detailed 
treatment information generated on a daily basis.  These discriminatory rules would also 
likely violate federal Mental Health Parity rules applicable to Alternative Benefit Plans 
and have no place within the broad treatment purposes of EPSDT.   

 

Recommendation 

 

Delete the requirement for caregiver presence.  Requirements for presence or 
“availability” shall be determined by providers appropriate to the circumstances including 
the nature and location of services, and must be consistent with requirements that such 
logistical arrangements must not prevent or impede access to medically necessary care.   
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Attachment 3.1-L of the Medicaid State Plan, Amount of Services: 

 

Concern 

 

The attachment references a 25 hour limit on services.  There is no basis for this 
arbitrary limit.  The scientific studies establishing the efficacy of ABA involved higher 
levels of intensity.  The BACB Practice Guidelines specify 30-40 hours per week as 
typical for comprehensive programs.4  Using a 25 hour per week limit as a norm is 
confusing, unsupported and likely to delay or deny medically necessary care in practice. 

 

Recommendation 

 

Delete the 25 hour reference.   

 

Thank you for considering these comments.  

 

 
 

 

Daniel Unumb, Esq.  

Executive Director 

Autism Speaks Legal Resource Center  

daniel.unumb@autismspeaks.org 

 

 

 

cc:  Commissioner Roderick Bremby 

Kate McEvoy, J.D., Director, DSS Division of Health Services  

William Halsey, Director, DSS Integrated Care  

       Jennifer, Bogin, DDS  

Representative Catherine Abercrombie  

John D. Molteni, Ph.D., BCBA-D 

 

 

 

 

 

 

                                                           
4
 Applied Behavior Analysis Treatment of Autism Spectrum Disorder: Practice Guidelines for Healthcare Funders and 

Managers (2nd ed.), p. 14, available at http://www.bacb.com/Downloadfiles/ABA_Guidelines_for_ASD.pdf. 

mailto:daniel.unumb@autismspeaks.org

