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Clinical Policy:  Behavioral Assistance (Therapeutic Behavioral 

Services)
Reference Number: CP.BH.AR.1900           Coding Implications 

Last Review Date: 2/5/20 Revision Log 

  

See Important Reminder at the end of this policy for important regulatory and legal 

information. 
 

H2019: Behavioral Assistance (Therapeutic Behavioral Services) 

 

I.        Service Description 

Behavioral Assistance is a specific outcome oriented intervention provided individually or in a 

group setting with the child/youth and/or his/her caregiver(s) that will provide the necessary 

support to attain the goals of the treatment plan. Services involve applying positive behavioral 

interventions and supports within the community to foster behaviors that are rehabilitative and 

restorative in nature. The intervention should result in sustainable positive behavioral changes 

that improve functioning, enhance the quality of life and strengthen skills in a variety of life 

domains.  

Example Activities 

Behavioral Assistance is designed to support youth and their families in meeting behavioral 

goals in various community settings. The service is targeted for children and adolescents who are 

at risk of out-of-home placement or who have returned home from residential placement and 

need flexible wrap-around supports to ensure safety and support community integration. The 

service is tied to specific treatment goals and is developed in coordination with the youth and 

their family. Behavioral Assistance aids the family in implementing safety plans and behavioral 

management plans when youth are at risk for offending behaviors, aggressions, and oppositional 

defiance. Staff provides supports to youth and their families during periods when behaviors have 

been typically problematic – such as during morning preparation for school, at bedtime, after 

school, or other times when there is evidence of a pattern of escalation of problem difficult 

behaviors. The service may be provided in school classrooms or on school busses for short 

periods of time to help a youth's transition from hospitals or residential settings but is not 

intended as a permanent solution to problem difficult behaviors at school. 

Applicable Populations: Children and Youth 

 

II.        Intensity Guidelines 

A. Severity of the functional impairment 

B. Appropriate intensity of services 

C. Least restrictive or intrusive services necessary 

 

III. Admission Criteria  
Criteria A-D must be met to satisfy criteria for admission. 

A. Placement and participation in therapeutic behavioral services shall be based on the 

needs of the recipient as documented in the ISP and functional deficits identified in 

the eligibility determination process pursuant to He-M 401 
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B. The member has received a psychological or psychiatric evaluation that includes a 

DSM-IV Axis I-V diagnosis that requires and will respond to therapeutic/supportive 

interventions and which documents the need for CBS.  

C. The level of care provided is determined by the clinician to be the least restrictive and 

that the benefits to receiving the treatment outweigh any potential harm.  

D. Less intensive services would not be adequate to assist the member in reaching 

identified treatment goals.  

 

IV. Continued Stay Criteria 

Criteria A-E must be met to satisfy criteria for continued stay. 

A. Intensity of Service Guidelines and Admission Criteria are met 

B. There is adequate documentation from the provider that the member is receiving the 

scope and intensity of services required to meet the program goals stated in the 

Description of Services. 

C. If progress has not been made, the provider will indicate in writing the modifications 

they plan to make to the treatment plan to address current clinical needs or justify the 

need for continued care at this level. 

D. The member can be expected to benefit from CBS, which remain appropriate to meet 

the member’s needs.  

E. The member and others identified by the treatment plan process are active participants 

in the creation of the treatment plan and discharge plan, and are actively participating 

in treatment. The member’s designated others and treatment team agrees on treatment 

goals, objectives and interventions. 

 

V. Discharge Criteria 

Criterion A, B or C must be met to satisfy criteria for discharge. 

A. The member no longer meets continued stay criteria (e.g., treatment goals have 

been completed, symptoms have resolved). 

B. The member discontinued treatment and does not meet criteria for involuntary 

treatment. 

C. The member has failed to engage in services, despite assertive outreach efforts that 

are documented in the member’s treatment record.  

 
 

Coding Implications 

This clinical policy references Current Procedural Terminology (CPT®). CPT® is a registered 

trademark of the American Medical Association. All CPT codes and descriptions are copyrighted 

2018, American Medical Association. All rights reserved. CPT codes and CPT descriptions are 

from the current manuals and those included herein are not intended to be all-inclusive and are 

included for informational purposes only.  Codes referenced in this clinical policy are for 

informational purposes only.  Inclusion or exclusion of any codes does not guarantee coverage.  

Providers should reference the most up-to-date sources of professional coding guidance prior to 

the submission of claims for reimbursement of covered services. 
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HCPCS 

Codes  

Description 

H2019 Behavioral Assistance (Therapeutic Behavioral Services) 

 

 

Reviews, Revisions, and Approvals Date Approval Date 

Original approval date 2/5/20  

   

 

References 

1. Community Based Services Medical Necessity Criteria, Arkansas Total Care (ARTC) - 

Effective March 2019 

 

Important Reminder 

This clinical policy has been developed by appropriately experienced and licensed health care 

professionals based on a review and consideration of currently available generally accepted 

standards of medical practice; peer-reviewed medical literature; government agency/program 

approval status; evidence-based guidelines and positions of leading national health professional 

organizations; views of physicians practicing in relevant clinical areas affected by this clinical 

policy; and other available clinical information. The Health Plan makes no representations and 

accepts no liability with respect to the content of any external information used or relied upon in 

developing this clinical policy. This clinical policy is consistent with standards of medical 

practice current at the time that this clinical policy was approved. “Health Plan” means a health 

plan that has adopted this clinical policy and that is operated or administered, in whole or in part, 

by Centene Management Company, LLC, or any of such health plan’s affiliates, as applicable. 

 

The purpose of this clinical policy is to provide a guide to medical necessity, which is a 

component of the guidelines used to assist in making coverage decisions and administering 

benefits. It does not constitute a contract or guarantee regarding payment or results. Coverage 

decisions and the administration of benefits are subject to all terms, conditions, exclusions and 

limitations of the coverage documents (e.g., evidence of coverage, certificate of coverage, policy, 

contract of insurance, etc.), as well as to state and federal requirements and applicable Health 

Plan-level administrative policies and procedures.    

 

This clinical policy is effective as of the date determined by the Health Plan. The date of posting 

may not be the effective date of this clinical policy. This clinical policy may be subject to 

applicable legal and regulatory requirements relating to provider notification. If there is a 

discrepancy between the effective date of this clinical policy and any applicable legal or 

regulatory requirement, the requirements of law and regulation shall govern. The Health Plan 

retains the right to change, amend or withdraw this clinical policy, and additional clinical 

policies may be developed and adopted as needed, at any time. 

 

This clinical policy does not constitute medical advice, medical treatment or medical care.  It is 

not intended to dictate to providers how to practice medicine. Providers are expected to exercise 
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professional medical judgment in providing the most appropriate care, and are solely responsible 

for the medical advice and treatment of members.  This clinical policy is not intended to 

recommend treatment for members. Members should consult with their treating physician in 

connection with diagnosis and treatment decisions.  

 

Providers referred to in this clinical policy are independent contractors who exercise independent 

judgment and over whom the Health Plan has no control or right of control.  Providers are not 

agents or employees of the Health Plan. 

 

This clinical policy is the property of the Health Plan. Unauthorized copying, use, and 

distribution of this clinical policy or any information contained herein are strictly prohibited.  

Providers, members and their representatives are bound to the terms and conditions expressed 

herein through the terms of their contracts.  Where no such contract exists, providers, members 

and their representatives agree to be bound by such terms and conditions by providing services to 

members and/or submitting claims for payment for such services.   

 

Note: For Medicaid members, when state Medicaid coverage provisions conflict with the 

coverage provisions in this clinical policy, state Medicaid coverage provisions take precedence. 

Please refer to the state Medicaid manual for any coverage provisions pertaining to this clinical 

policy. 

 

Note: For Medicare members, to ensure consistency with the Medicare National Coverage 

Determinations (NCD) and Local Coverage Determinations (LCD), all applicable NCDs, LCDs, 

and Medicare Coverage Articles should be reviewed prior to applying the criteria set forth in this 

clinical policy. Refer to the CMS website at http://www.cms.gov for additional information.  

 

©2018 Centene Corporation. All rights reserved.  All materials are exclusively owned by 

Centene Corporation and are protected by United States copyright law and international 

copyright law.  No part of this publication may be reproduced, copied, modified, distributed, 

displayed, stored in a retrieval system, transmitted in any form or by any means, or otherwise 

published without the prior written permission of Centene Corporation. You may not alter or 

remove any trademark, copyright or other notice contained herein. Centene® and Centene 

Corporation® are registered trademarks exclusively owned by Centene Corporation. 

 

http://www.cms.gov/

