GRIEVANCE and APPEAL GUIDELINES

The Grievance and Appeal Guidelines provide procedures to receive and resolve client grievances regarding dissatisfaction with services/supports, and client appeals regarding the denial, suspension, reduction, or termination of services; the timeliness of service provision; second opinion requests; local appeals; DCH Administrative Hearing requests; and DCH Alternative Dispute Resolution requests.

This applies to all Mid-South Substance Abuse Commission (MSSAC) contracted Providers, all MSSAC staff, interns, and volunteers.

I. GUIDELINES

All grievance processes may be initiated at MSSAC or MSSAC contracted providers and will be handled locally.  All appeal processes will be initiated at MSSAC or MSSAC contracted providers and will be handled locally until (a) a Medicaid Client requests a DCH Administrative Hearing or (b) a Non-Medicaid Client completes the Local Dispute Resolution process and requests a DCH Alternative Dispute Resolution Hearing.  When DCH level hearings have been requested, MSSAC will assume responsibility for the process.  All grievance and appeal processes will be handled by MSSAC or MSSAC contracted providers in accordance with the procedures in this policy.   

Written grievance and appeal information shall be provided to Clients and legal representatives in a language and format that is easily understood.  Assistance in completing forms and taking other procedural steps is provided by MSSAC or MSSAC contracted providers.  Assistance includes interpreter services and toll-free numbers that have adequate TTY/TTD and interpreter capability.

If at any time during the grievance and appeal process an applicant/Client needs translator services, those services will be provided in accordance with MSSAC Limited Efficiency policy (LEP)/Hearing Impaired (HI) policy.  If a Client requires large-print materials, all notices and written communication provided to that person would be typed in a font large enough for the individual to read. If a Client requires written materials in alternative formats (i.e. for visual/hearing impairments or limited English proficiency) materials will be provided to Clients/legal representatives in ways that meet their needs.  Translator services and the provision of written materials in large-print/alternative formats shall be provided at no cost to the Client/legal representative.  

A Client who is hearing-impaired, hard-of-hearing, or speech-impaired uses a keyboard device or Teletypewriter (TTY) to contact a Michigan Relay Representative. Placing a TTY call is how these Clients may communicate to get access for substance abuse services.  The Michigan Relay Center is a communications system that allows hearing Clients and hearing-impaired, hard-of-hearing, or speech-impaired Clients to communicate by telephone. The Relay Center works as follows:

1. The Relay Representative puts the TTY caller in touch by giving the caller the TTY message verbally. The representative literally "voices" the message verbatim and waits for a response. The Relay Representative then types the response back to the caller.

2. A Client "talks" to TTY users by calling the Center.  Hearing Clients may also use the service.  To communicate with someone who is hearing-impaired, hard-of-hearing, or speech-impaired, call the Michigan Relay Center toll-free at 800.649.3777 or dial 711.  

3. Tell the Relay Representative the name, area code and phone number of the person you would like to reach. You may also have to tell the Relay Representative the name of your long distance company if it is a toll call so it may be properly billed.  

4. While the Client talks as though he were speaking directly to the TTY user, the Relay Representative relays the conversation via the TTY system.

Charges for calls through the Center, whether local or long distance, are charged to MSSAC.  The Client does not pay for this service.  The Relay Representative will provide information on a call's charges upon request.  Calls made through the Center are not edited by Relay Representatives.   Relay Representatives are also forbidden to disclose any information from the calls and no records of conversations are kept. 

Providers and MSSAC Care Coordination Center (CCC) who receive calls from the Michigan Relay Center should not hang up.  To find out more about the Michigan Relay Center, access Ameritech's Relay Web site at www.michiganrelay.com/ (The Michigan Public Service Commission is an agency within the Department of Client and Industry Services.  http://www.cis.state.mi.us/mpsc/ execsec/alerts/relycntr.htm, 9/2007).
Logging

MSSAC or MSSAC providers log the receipt of the verbal or written grievances.  A determination as to the appropriateness of a grievance versus a recipient rights complaint is made.  If it is determined to be a recipient rights complaint, the grievance, with the Client’s permission, is referred to the Recipient Rights Advisor.  The Recipient Rights Advisor acknowledges to the Client the receipt of the grievance and submits the written grievance to appropriate staff, including an administrator with the authority to require corrective action and none of who shall have been involved in the initial determination.  Resolution of the grievance will be done expeditiously, as the Client’s health condition requires, but no later than 30 calendar days of receipt of the grievance.

Within five (5) calendar days of a decision by MSSAC or MSSAC contracted providers regarding the grievance, notification of the outcome of the process is provided to the Client.

All grievance and appeal processes shall be:

1. Timely

2. Fair to all parties

3. Administratively simple

4. Objective and credible

5. Accessible and understandable to Clients and providers

6. Cost and resource efficient

7. Subject to quality improvement review

In addition, these processes shall:

1. Not interfere with communication between Clients and their service providers;

2. Assure that service providers who participate in a grievance or appeal process on behalf of a Client are free from discrimination or retaliation; and

3. Assure that a Client/ legal representative who files a grievance or appeal is free from discrimination or retaliation.

II.  GRIEVANCE STANDARDS (Medicaid and Non-Medicaid Clients)
A. Grievance and appeal processes shall promote the resolution of concerns as well as support and enhance the goal of improving the quality of services by assuring that the appropriate amount, scope and duration of benefits is available.

B. Clients/legal representatives shall be informed of their right to access the grievance and/or appeal process if they are dissatisfied or concerned at any point during the delivery of substance use/abuse disorder services, mental health services relative to co-occurring services or supports.

C. A Client/legal representative has the right to file a grievance for any dissatisfaction with services and supports that is not an action or a legally protected right. There is no statute of limitations on grievances, and grievances can be filed orally or in writing at any time. Clients/legal representatives shall be provided with written acknowledgement and written disposition of their grievance including subsequent avenues available if they are not satisfied with the result.

D. A Client is free to exercise his/her rights, and be free from retaliation, harassment, or discrimination when exercising those rights.  Oral interpretation services are available free of charge for any language and written information is available in common languages.

E. Written material is offered in alternative formats and in a timely manner that takes into account the Client’s special needs, if the Client is visually impaired or has limited reading skills.

F. Names, locations and telephone numbers of, and non-English languages spoken by, current contracted providers in the Client’s service area (e.g. case manager, psychiatrist, primary therapist, etc.) and identification of providers that are not accepting new patients.

G. There is no restriction on the Client’s freedom of choice among network providers.

H. The person reviewing the grievance shall not be the same person involved in making the initial decision that is the subject of the grievance, and shall have the authority to make decisions and require corrective action where needed. If the grievance involves clinical issues or issues of medical necessity, the reviewer will be a professional Masters level counselor and/or medical or clinical director who has the appropriate clinical expertise in treating the Client’s condition.

I. MSSAC and MSSAC Providers must ensure that decision-makers are health care professionals with clinical expertise in treating the Client’s condition or disease if any of the following apply:

i. A denial appeal based on lack of medical necessity

ii. A grievance regarding denial of expedited resolutions of an appeal

iii. Any grievance or appeal involving clinical issues

J. All grievance processes will be handled locally.  Although it is preferred that appeals be resolved at the level closest to service delivery, all grievance and/or appeal processes for which they are eligible shall be available to applicants/Clients/legal representatives simultaneously or sequentially. The exception is that non-Medicaid Clients must utilize the Local Dispute Resolution process before accessing the DCH Alternative Dispute Resolution Process.

K. The person reviewing the local appeal shall not be the same person involved in making the initial decision that is the subject of the appeal, and shall have the authority to make decisions and require corrective action where needed. If the local appeal involves clinical issues or issues of medical necessity, the reviewer will be a professional/medical director who has the appropriate clinical expertise in treating the Client’s condition.

L. The Client or provider may file an appeal either orally or in writing and must follow an oral filing with a written, signed appeal.

M. Appeals received orally will be treated as a formal appeal request to establish the earliest possible filing date for a local appeal. An oral appeal must be confirmed in writing unless the Client/legal representative/provider requests expedited resolution of an appeal.

III. APPEAL STANDARDS (Medicaid and Non-Medicaid Clients)
A. A Client may file an appeal.  A provider, acting on behalf of the Client and with the Client’s written consent, may file an appeal.

B.  MSSAC and MSSAC Providers must:

i. Ensure that oral inquiries seeking to appeal an action are treated as appeals and confirm those inquiries in writing, unless the Client of the provider requests expedited resolution;

ii. Provide a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing;

iii. Allow the Client and representative opportunity, before and during the appeals process, to examined the Client’s case file, including medical records, and any other documents and records;

C.  Consider the Client, representative, or estate representative of a deceased Client as parties to the appeal.

D.  The MSSAC and MSSAC Providers must resolve each appeal, and provide notice, as expeditiously as the Client’s health condition requires, within State-established timeframes not to exceed 45 days from the day MSSAC and MSSAC Providers receives the appeal.

E.  The MSSAC and MSSAC Providers may extend the timeframes by up to 14 calendar days if the Client requests the extension; or the MSSAC and MSSAC Providers shows that there is need for additional information and how the delay is in the Client’s best interest (upon State request).

F.  For any extension not requested by the Client, the MSSAC and MSSAC Providers must give the Client written notice of the reason for the delay.

G. The MSSAC and MSSAC Providers must provider written notice of disposition.  The written resolution notice must include:

i. The results and date of the appeal resolution

ii. The decisions not wholly in the Client’s favor:

1. The right to request a State fair hearing,

2. How to request a State fair hearing,

3. The right to continue to receive benefits pending a hearing;

4. How to request the continuation of benefits, and

5. If MSSAC and MSSAC Provider’s action is upheld in a hearing, the Client may be liable for the cost of any continued benefits.

H. Applicants/Clients/legal representatives shall be provided with written notification of local dispute resolution decisions and subsequent avenues available if they are not satisfied with the result.

I. Medicaid Clients/legal representatives have the right to request a second opinion at the time of denial for initial services.

J. Authorization decisions at the initial request for services shall be made within 14 days from the date the Client, legal representative, or provider made the request.

K. Authorization decisions for Client’s currently receiving services shall be made within 14 days from the date the Client, legal representative, or provider made the request.

L. MSSAC providers must be notified, along with the Client, of any decision to deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less than requested.  The decision to deny service authorization must be made by a health care professional who has appropriate clinical experience in treating the Client’s condition or disease.  The notice must meet the requirements of 438.404, except that the notice to the provider need not be in writing.

M. If MSSAC/an affiliate is unable to complete a standard service authorization to deny or limit services within the timeframe requirement, the timeframe may be extended up to an additional 14 calendar days. If MSSAC/an affiliate extends the timeframe, it must give the Client/legal representative written notice no later than the date the current time frame expires with the reason for the decision to extend the timeframe; inform the Client/legal representative of the right to file an appeal if h/she disagrees with the decision to extend; and make a determination as expeditiously as possible as and no longer than the date the extension expires.

N. Services shall begin within 14 days from when the authorization was completed, except in cases where the Client agrees to a start date outside the 14-day timeframe.  If services cannot begin within the 14 day timeframe, and the Client does not agree to an extension, this shall be considered an adverse action and staff shall follow Attachment E of this policy: Notice of Action – Denial of Service.

O. For standard authorization decisions, MSSAC providers and the Client must be notified of authorization decisions as expeditiously as the Client’s health condition requires and within State-established timeframes that may not exceed 14 calendar days following receipt of the request for service, with a possible extension of up to 14 additional calendar days if the Client of the provider requests an extension or the provider justifies (to the State agency upon request) a need for additional information and  how the extension is in the Client’s interest.

P. Providers shall be informed of their right to access the appeal process when they are denied or limited authorization for services, or when they wish to file an appeal on behalf of a Client.  Providers, acting on behalf of a Client/applicant and with the Client’s legal representative’s written consent, may file an appeal as the Client’s authorized representative.

IV. STATE FAIR HEARING STANDARDS (Medicaid Clients only)
A. MSSAC and MSSAC Providers must provider written notice of disposition.  The written resolution must include:

i. The results and date of the appeal resolution

ii. The decisions not wholly in the Client’s favor:

1. The right to request a State fair hearing,

2. How to request a State fair hearing,

3. The right to continue to receive benefits pending a hearing;

4. How to request the continuation of benefits, and

5. If MSSAC and MSSAC Provider’s action is upheld in a hearing, the Client may be liable for the cost of any continued benefits.

B. MSSAC and MSSAC Providers must continue the Client’s benefits if:

i. The appeal is filed timely, meaning on or before the later of the following:

1. Within 10 days of the MSSAC and MSSAC Providers mailing the notice of action

2. The intended effective date of the MSSAC and MSSAC Provider’s proposed action

3. The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment;

4. The services were ordered by an authorized provider;

5. The authorization period has not expired; and

6. The Client requests extension of benefits

C. If MSSAC and MSSAC Providers continue or reinstate, the Client’s benefits must be continued until one of the following occurs:

i. The Client withdraws the appeal

ii. The Client does not request a fair hearing within 10 days from when the MSSAC and MSSAC Providers mail an adverse MSSAC and MSSAC Providers decision.

iii. A State fair hearing decision adverse to the Client is made.

iv. The authorization expires or authorization service limits are met.

D. MSSAC and MSSAC Providers may recover the cost of the continuation of services furnished to the Client while the appeal was pending if the final resolution of the appeal upholds the action.

E. MSSAC must authorize or provide the disputed services promptly, and as expeditiously as the Client’s health condition requires if the services were not furnished while the appeal is pending and the MSSAC and MSSAC Providers or the State fair hearing officer reverses a decision to deny, limit, or delay services.

F. MSSAC or the State must pay for disputed services, in accordance with State policy and regulation, if MSSAC, or the State fair hearing officer reverses a decision to deny authorization of services, and the Client received the disputed services while the appeal was pending.

G. MSSAC must ensure that punitive action is not taken against a provider who either requests an expedited resolution or supports a Client’s appeal.

H. If MSSAC denies a request for expedited resolution of an appeal, it must:

i. Transfer the appeal to the standard timeframe of no longer than 45 days from the day the MSSAC and MSSAC Providers receives the appeal with a possible 14 days extension [see 438.408(b)(2)]; and 

ii. Give the Client prompt oral notice of the denial (make reasonable efforts) and a written notice within two calendar days.  Note: The State should define the content of this notice because this decision does not constitute an action or require a notice of adverse action subject to federal requirements.  The Client could grieve this decision but it is not appealable.

I. Each entity must notify the Client in writing of any decision to deny a service authorization request, or to authorize a service in an amount, duration or scope that is less than requested. 

J. MSSAC is only required to send notices to the Clients for notice of actions for service authorizations.

K. This does not negate the State Medicaid agency’s requirements to send notices of action for other types of actions as defined in the State Fair Hearing Regulations (42CFR 431 Subpart E).

L. The notice must explain:

i. The action MSSAC or MSSAC Providers has taken or intends to take:

ii. The reasons for the action;

iii. The Client’s or the provider’s right to file an appeal;

iv. If the State does not require the Client to exhaust the MSSAC and MSSAC Providers level appeal procedures, the Client’s right to request a State fair hearing;

v. Procedures for exercising Client’s rights to appeal or grieve;

vi. Circumstances under which expedited resolution is available and how to request it.

vii. The Client’s rights to have benefits continue pending the resolution of the appeal, how to request that benefits continue, and the circumstances under which the Client may be required to pay the costs of these services.

M. Expedited authorization decisions shall be made in cases where the provider indicates, or MSSAC/an affiliate determines that following the standard timeframe could seriously jeopardize the Client/applicant’s life or health or ability to attain, maintain, or regain maximum function. In these cases a decision must be made and notice provided no later than three (3) working days from receipt of the request for service. In emergent situations, the timeframe to make expedited decisions will be made on an immediate basis where applicable; based on clinical judgment on Client clinical need. When applicable, services will continue until a decision is made.

N. Expedited resolution of local appeals shall be carried out in cases when, by request from the Client/legal representative, MSSAC/an affiliate determines or the provider indicates (in making the request on the Client’s behalf or /supporting the Client’s request) that following the standard timeframe could seriously jeopardize the Client/applicant’s life or health or ability to attain, maintain, or regain maximum function. The expedited appeal must be resolved and notice of disposition given no later than three (3) days from the request. In emergent situations, the timeframe to make expedited decisions will be made on an immediate basis where applicable, based on clinical judgment of a Client’s needs. As with appeals of adverse actions, the Client’s services will continue until a decision is made.

O. For expedited resolution of local appeals, MSSAC/an affiliate may extend the (3) three day notice of disposition time frame by up to 14 calendar days if the Client/ legal representative requests an extension or if MSSAC/an affiliate shows to the satisfaction of the state that there is a need for additional information and how the delay is in the Client’s best interest. Justification for the extension must be documented.

i. If the request for an expedited resolution of a local appeal is denied, MSSAC/an affiliate must: transfer the appeal to the timeframe for standard resolution or no longer than 45 days from the date MSSAC/an affiliate received the appeal; make reasonable efforts to give the Client/legal representative prompt oral notice of the denial for and expedited appeal; send the Client/legal representative written notice of the denial for an expedited appeal within two (2) calendar days; inform the Client/legal representative of their right to file a grievance for denial of an expedited appeal.

P. MSSAC Providers give notice at least 10 days before the date of action when the action is a termination, suspension, or reduction of previously authorized Medicaid-covered services, except:

i. The period of advanced notice is shortened to 5 days if probable Client fraud has been verified.

ii. By the date of action for the following:

1. In the death or a Client;

2. A signed written Client statement requesting service termination or giving information requiring termination or reduction of services (where the Client understands that this must be the result of supplying that information);

3. The Client’s admission to an institution where he/she is ineligible for further services;

4. The Client’s address is unknown and mail directed to him/her has no forwarding address;

5. The Client has been accepted for Medicaid services by another local jurisdiction;

6. The Client’s physician prescribes the change in the level of medical care;

7. An adverse determination made with regard to the preadmission screening requirements for NF admission on or after January 1, 1989; or

8. The safety or health of individuals in the facility would be endangered, the Client’s health improves sufficiently to allow a more immediate transfer or discharge, an immediate transfer or discharge is required by the resident’s urgent medical needs or a resident has not resided in the nursing facility for 30 days (applies only to adverse actions for NF transfers).

Q. MSSAC providers give notice on the date of action when the action is a denial of payment.

R. MSSAC providers must pay for disputed services, in accordance with State policy and regulations, if the PIHP or State Administrative Law Judge reverses a decision to deny authorization of services, and the client received the disputed services while the appeal was pending.

S. The Customer Service department and the Quality Assurance Department, inclusive of the Regional Recipient Rights Consultant and the Regional Fair Hearings Officer, shall assist applicants/Clients and their legal representatives to access all grievance and/or appeal processes for which they are eligible.  MSSAC and MSSAC providers will maintain a log of grievances, second opinion requests, Local Dispute Resolution Committee requests, DCH Administrative Hearing requests and DCH Alternative Dispute Resolution requests.  

T. MSSAC and MSSAC providers’ aggregate reports of grievances/appeals shall be reviewed for recommendations.

V. PROCEDURES

A.  At Time of Service Authorization or Reauthorization 
       WHO 




    DOES WHAT

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. Provide screening, assessment, utilizing medical necessity and affiliation service eligibility criteria for the appropriate amount, scope and duration of benefits.   Make authorization decisions within the required timeframes.

2. If determination is made that the applicant meets criteria for services:
a. For Medicaid Client, the AAR is to complete ADEQUATE NOTICE of HEARING RIGHTS letter (Attachment A) and give or mail to applicant within 24 hours.

b. The following enclosures must be attached to the Notice:

i. REQUEST for an ADMINISTRATIVE HEARING INSTRUCTIONS, Michigan Department of Community Health (Attachment J) and

ii. REQUEST FOR AN ADMINISTRATIVE HEARING, Michigan Department of Community Health (and return envelope if the state has made them available) (Attachment K)

iii. Administrative Tribunal self-addressed, stamped envelope.

c. Document in applicant’s clinical record that notice was provided in a manner consistent with MSSAC procedures.

3. If determination is made that the applicant does not meet criteria for services, follow procedures in the applicable section below:

a. Denial of Services - Initial Request

b. Denial of Additional or Alternate Services - Current Client

4. There are no requirements for non-Medicaid Clients.

	Client/ Applicant, Legal Representative, or Provider on behalf

of Client
	1.  Requests an expedited authorization decision, depending on condition

	MSSAC and/or Utilization Review Staff
	1. Makes an authorization decision and provides written notice of disposition no later than 3 working dates after receipt of the request.

2. If the Client/legal representative requests an extension, or MSSAC/its affiliates justifies a need for an extension for more information in the best interest of the Client, may extend the 3 working days to 14 calendar days. Informs Client of extension and documents justification.


B. Denial of Services – Initial Request 

      WHO 





DOES WHAT

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. Provide screening, assessment, utilizing medical necessity and affiliation service eligibility criteria for the appropriate amount, scope and duration of benefits. Make authorization decisions within the required timeframes.

2. If the person receives Medicaid and a determination is made that he or she does not meet criteria for services:

a. OFFER SECOND OPINION (Attachment B), and 

b. Send ADEQUATE ACTION NOTICE – Denial of Service to Medicaid Client (Attachment E) with the following enclosures:

i. REQUEST for an ADMINISTRATIVE HEARING INSTRUCTIONS (Attachment J), and

ii. REQUEST for an ADMINISTRATIVE HEARING Michigan Department of Community Health (and return envelope if the state has made them available) (Attachment K).

iii. Administrative Tribunal self-addressed, stamped envelope.

3. Document in applicant’s clinical record that notice was provided in a manner consistent with MSSAC’s procedures.

	Applicant, Client, or Legal Representative
	1. May accept the decision to deny services.

2. May request a second opinion if Medicaid eligible within 30 days of the date of the Notice (see Attachment B).

3. May request review within 90 days of the date of the Notification letter.  May request an expedited local appeal.

4. If the person is Medicaid eligible, may request a DCH Administrative Hearing at any time within 90 days of the date of the Notice.

	Local G & A Administrator or Designee
	1. Log second opinion/appeal as applicable.

2. Notify the Recipient Rights Advisor or Designee immediately upon the receipt of:

a. Local Dispute Resolution Request for Review of Local Appeal, or

b. Request for an Administrative Hearing.

3. Assist applicant/Client/legal representative as needed.

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. If the person receives Medicaid and requests a second opinion, see Instructions for Request for Second Opinion/Denial of Services (Attachment C).

2. If applicant/legal representative requests a local appeal, see Local Dispute Resolution Procedures (Attachment G).

3. If applicant/legal representative requests an expedited appeal, review request and give notice of disposition given no later than three (3) days from the request.

4. If expedited appeal occurs, follows Local Dispute Resolution Committee Procedures (Attachment G) within expedited timeframes.

5. If applicant is a Medicaid Client and requests a DCH administrative hearing, see DCH Administrative Hearing Instructions (Attachment H).


C. Denial or Limited Authorization of a Requested Service - Current Client
WHO




      DOES WHAT

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. Utilizes the person centered planning or utilization review processes as well as medical necessity and affiliation service eligibility criteria, makes a decision to deny the requested service, or to authorize the requested service in an amount, scope, or duration less than that identified and agreed upon during the person centered planning process.

2. Makes the authorization decision within 14 calendar days of receiving the request for the service. If the Client/legal representative requests to extend the timeframe, makes the decision within 28 calendar days of receiving the request for the service. If a decision is not made within the required timeframe, it will be considered an unreasonable delay; provides Notice on the 14th (or 28th) day in accordance with procedures below.

3. For a situation in which the provider indicates or staff determines that the standard 14-day timeframe for authorizations would endanger the Client’s life or health, makes an authorization decision no later than 3 working days of receiving the request for the service.

4. If the person receives Medicaid, complete and give or mail to the Client with a copy  to provider (if applicable) on or before the effective date of the action:

a. ADEQUATE ACTION NOTICE Denial of Services to a Medicaid Client (Attachment E), along with the following enclosures:

i. REQUEST for an ADMINISTRATIVE HEARING INSTRUCTIONS (Attachment J), and

ii. REQUEST for an ADMINISTRATIVE HEARING Michigan  Department of Community Health (and return envelope if the state has made them available) (Attachment K).

iii. Administrative Tribunal self-addressed, stamped envelope.

5. Document in applicant’s clinical record that notice was provided in a manner consistent with MSSAC’s procedures.

	Client, Legal Representative, or Provider on Behalf of Client
	1. May accept the decision to deny the requested service.

2. May file a Recipient Rights complaint for services suited to condition.

3. May request review by the Local Dispute Resolution Committee within 90 days of the date of the Notice.

4. May request an expedited appeal.

5. And/or, if the person is a Medicaid Client, may request a DCH Administrative Hearing within 90 days of the date of the Notice.

	Local G&A Administrator or Designee
	1. Log second opinion/appeal as applicable. 

2. Notify the Regional Fair Hearings Officer immediately upon the receipt of:

a. Local Dispute Resolution Committee Request for Review of Appeal, or

b. Request for an Administrative Hearing.

3. Assist applicant as needed and refers any rights-related issues to the local Recipient Rights Advisor.

4. Provide summary data on second opinions, local dispute resolution committee meeting outcomes, and administrative hearings to the Regional Fair Hearings Officer.

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. If applicant/legal representative requests a local appeal, see Local Dispute Resolution Procedures (Attachment G).

2. If applicant/legal representative requests an expedited appeal, reviews request and gives notice of disposition given no later than three (3) days from the request.

3. If expedited appeal occurs, follows Local Dispute Resolution Committee Procedures (Attachment G) within expedited timeframes.

4. If applicant is a Medicaid Client and requests a DCH Administrative Hearing, see DCH Administrative Hearing Instructions for Affiliation Staff (Attachment H).


D. At Time of Person-Centered Planning/Treatment Planning (Medicaid Clients)
  WHO





   DOES WHAT

	Person-Centered

Planning Team or

Utilization Review

Staff
	1. In partnership with the Client, develop a person centered plan/treatment plan.

2. If the Client/legal representative indicates his/her agreement with the plan, complete and give or mail to the Client within 24 hours the ADEQUATE NOTICE of HEARING RIGHTS (Attachment A).

3. If Client/legal representative does not agree with the plan, and attempts at resolving the disagreement have been unsuccessful, follow applicable procedures for:

a. Denial of Additional or Alternate Services–Current Client or

b. Suspension, Reduction, or Termination of Services

4. If services cannot be provided within 14 calendar days of the start date agreed upon in the plan and authorized by the AAR or affiliate, it will be considered an unreasonable delay. Notice will be provided on the 14th day:

a. If the person receives Medicaid, complete and give or mail to the Client  with a copy to provider (if applicable):

i.  ADEQUATE ACTION NOTICE Denial of Services to a Medicaid Client (Attachment E), along with the following enclosures:

1. REQUEST for ADMINISTRATIVE HEARING INSTRUCTIONS (Attachment H), and

2. REQUEST for ADMINISTRATIVE HEARING Michigan Department of Community Health (and return envelope if the state has made them available) (Attachment I).

3. Administrative Tribunal self-addressed, stamped envelope.


E. Suspension, Reduction, or Termination of Services
       WHO





DOES WHAT

	Person Centered Planning Team or Utilization Review Staff


	1. Determine need for suspension, reduction, or termination of service(s).

2. Provide notice as follows:

a. If the Client receives Medicaid, complete and mail to the Client a minimum of 12 days prior to the effective date of action:

i. ADVANCE ACTION NOTICE Suspension, Reduction, or Termination of Services to Medicaid Clients (Attachment D) with the following enclosures:

ii. REQUEST for ADMINISTRATIVE HEARING INSTRUCTIONS (Attachment H), and

iii. REQUEST FOR AN ADMINISTRATIVE HEARING Michigan Department of Community Health (and return envelope if the state has made them available) (Attachment I).

iv. Administrative Tribunal self-addressed, stamped envelope.

b. Document in applicant’s clinical record that notice was provided in a manner consistent with MSSAC’s procedures.

NOTE: All Advance Action Notices must be mailed at least 12 days before the effective date of the action to allow Client time to request a hearing and continuation of services. The Advance Action Notice must be mailed pursuant to 42CFR431.211.

	Client, Legal Representative, or Provider on Behalf of

Client


	1. May accept the decision to suspend, reduce, or terminate the requested service.

2. May file a recipient rights complaint for services suited to condition.

3. May request review by the Local Dispute Resolution Committee within 90 days of the date of the Notice.

4. May request an expedited appeal.

5. And/or, if the person is a Medicaid Client, may request a DCH Administrative Hearing within 90 days of the date of the Notice.

	Local G&A Administrator or Designee
	1. Log appeal as applicable.

2. Provide summary data on second opinions (if Medicaid client), local dispute resolution committee meeting outcomes, and administrative hearings to the Regional Fair Hearings Officer.

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. If Client/legal representative requests a local appeal, see Local Dispute Resolution Committee Procedures (Attachment G).

2. If applicant/legal representative requests an expedited appeal, reviews request and gives notice of disposition given no later than three (3) days from the request.

3. If expedited appeal occurs, follows Local Dispute Resolution Committee Procedures (Attachment G) within expedited timeframes.

4. If Client is a Medicaid Client and requests a DCH administrative hearing, see Attachment H.

5. If Client is not a Medicaid Client, and the Client requests a DCH Alternative Dispute Resolution Process after receiving a response from a Local Dispute Resolution Committee, see DCH Alternative Dispute Resolution Process Instructions for Affiliation Staff (Attachment G).


F. Grievances (Medicaid and Non-Medicaid Clients)
The grievance process is for any expression of dissatisfaction with service provision that is not related to an adverse action and is not a Rights complaint.  Clients/legal representatives shall be provided with written acknowledgment and written disposition of their grievance including subsequent avenues available if they are not satisfied with the result.

A grievance may be filed by a Client or the Client’s legal representative. If the Client requires assistance in filing a grievance, the Member Services or Office of Recipient Rights will assist as needed. Grievances may be filed orally or in writing.

       WHO 





DOES WHAT

	Client or Legal Representative
	1. Files a grievance orally or in writing at any time.  

2. May contact Customer Services with questions @ toll free (888) 313-7700.

	MSSAC Contracted Providers/ Access, Assessment, Referral (AAR)
	1. Logs receipt of grievance and enters relevant information on grievance report form.

2. May assist Client in the filing process.  This includes, but is not limited to, providing interpreter services and toll-free numbers that have adequate TTY/TTD and interpreter capability.

3. Consults with the Provider Grievance & Appeal Designee to determine if the grievance is a legally protected right. If so, informs person filing grievance of the need to refer the matter to the Provider Grievance & Appeal Designee; refers to the Provider Grievance & Appeal Designee for follow-up, and logs the referral on a grievance report form.

4. Sends written acknowledgement of receipt of the grievance within five (5) days and explains the process. Contacts the Client/legal representative by phone if needed to review the grievance.

5. Submits the grievance and grievance report form to the appropriate staff, including an administrator with the authority to require corrective action, and who was not involved in the initial determination that led to the grievance.
6. Any grievances that staff have the authority to respond to will be signed off by the supervisor prior to the disposition notification being sent to the Client.
7. Resolution of the grievance is done quickly, according to the Client’s health condition needs, but no later than 30 calendar days of receipt of the grievance.  

Notifies the Client what the decision about the grievance is within five (5) days after the decision is made.  

	Local Assigned

Administrator
	1. Takes necessary action to assure the grievance is resolved, and corrective action is taken when necessary.

2. If the grievance involves clinical issues or issues of medical necessity, assures professional(s) who have the appropriate clinical expertise in treating the Client’s condition are involved in review of the grievance.

3. Assures the grievance is disposed of within ten (10) calendar days wherever possible. The disposition will not necessarily be in favor of the Client, but the grievance must be addressed within required time frames.

4. Assures the Client receives written notification of the disposition within the required timeframes.

5. Ensures the grievance report form is completed and signs form.

6. If the grievance is not disposed of within 60 calendar days, notifies the Client/legal representative of applicable appeal rights on the 61st day.

7. Provides quarterly summary data to the Regional Fair Hearings Officer and to the local Board’s QI/PI program.

	Recipient Rights Staff
	1. When providing consultation to staff, or when triaging a call to the Office of Recipient Rights, makes the final determination whether:

a. A received rights complaint involves a grievance.

b. A grievance involves a legally protected right.

2. Follows Recipient Rights procedures for a rights complaint when Recipient Rights staff determines that a grievance also involves a legally protected right.

3. Refers any grievance portion of rights complaint to local Member Services department.

	Regional Fair

Hearings Officer
	1. Provides administrative assistance and consultation to the Provider Grievance & Appeal Designee and affiliates where needed.

2. Reports regional summary grievance data to the Quality Assurance Committee.


VI. DEFINITIONS

ACCESS Staff – Staff designated to provide intake and/or assessment of an applicants/Client’s eligibility and/or medical necessity for requested services. Provide screenings and referrals using diagnostic criteria for mental health, substance abuse, and public health services. Assess the needs of callers, make appropriate referrals, and provide authorization of mental health, substance abuse, and primary health care services based on client need, eligibility, and available funding resources.  

Adequate Action Notice - Written notice to an applicant/Client/legal representative that a service is being denied. This notice must be given or mailed to the Client on or before the date when the service denial becomes effective.

Administrative Law Judge - A person designated by the Department of Community Health to serve as a member of the Administrative Tribunal to conduct DCH Administrative Hearings/Fair Hearings.

Administrative Tribunal - The entity charged by the Department of Community Health with responsibility for conducting Administrative Hearings/Fair Hearings.

Advance Action Notice - Written notice to a Client/legal representative that a service is being suspended, reduced, or terminated. This notice must be mailed at least 12 days before the effective date of the service change.

Adverse Action – (1) A denial or limited authorization of a requested Medicaid or non-Medicaid service, including the type or level of service; (2) The reduction, suspension, or termination of a previously authorized Medicaid or previously provided non-Medicaid covered service; (3) The denial, in whole or in part, of payment for a Medicaid or non-Medicaid covered service; (4) The failure to make an authorization decision and provide notice about the decision, within standard time frames; or (5) The failure to provide Medicaid or non-Medicaid services within the standard timeframe. Additionally, the failure to act within the timeframes required for disposition of grievances and appeals shall be considered an adverse action.

Appeal – A request for a review of an adverse action.  An Appeal is triggered through an action (Fed. Register 42 CFR Part 400, vol 67, 6/14/2002, p. 41060).

Applicant - An individual, or his/her legal representative, who makes a request for Substance Abuse services, including services provided by agencies under contract to MSSAC.

Authorized Hearing Representative - Any person designated in writing by a Client to stand in for or represent him/her during a hearing, or a representative/parent of a minor, or the Client's spouse, widow, or widower if there is no one else with authority to represent the Client.

Client - An individual who is receiving Substance Abuse services, including services provided by substance abuse agencies under contract to MSSAC.

DCH Administrative Hearing – (Also called Fair Hearing) a hearing at which an Administrative Law Judge completes an impartial review of a decision made regarding Medicaid services.

DCH Alternative Dispute Resolution Process - A program of the Department of Community Health with responsibility for conducting hearings for an appeal which was not resolved at the local level through the Local Dispute Resolution Committee. This is a parallel process to the Administrative Hearing/Fair Hearing and is available to non-Medicaid Clients.

Expedited Appeal – The prompt review of an action, requested by a Client/legal representative or a provider on behalf of the Client, when the time necessary for the normal/standard review process could seriously jeopardize the Client’s life or health to attain, maintain or regain maximum function. If the Client/legal representative requests the expedited review, MSSAC affiliate determines if the request is warranted. If the Client’s provider makes the request, or supports the Client’s request, MSSAC affiliate must grant the request.

Grievance – An expression of dissatisfaction about any matter related to services, other than an adverse action, which does not involve a rights complaint. Possible subjects for grievances include, but are not limited to, quality of care or services provided and aspects of interpersonal relationships between a service provider and the Client. There is no statute of limitations on when a grievance can be filed, and Clients/legal representatives may file grievances orally or in writing.

Legal Representative – The representative, parent of a minor, or other person authorized by law to represent an applicant/Client.

Local Dispute Resolution Committee - An ad hoc committee, convened by MSSAC,  chaired by the Designee of the Director, with responsibility for reviewing local appeals regarding MSSAC substance abuse treatment services and those of its contracted agencies.

Mediation - An informal dispute resolution process in which an impartial, neutral individual, in a confidential setting, assists parties to reach their own settlement of issues in a dispute.

Regional Fair Hearings Officer – Staff person hired by MSSAC to handle grievance and appeals on behalf of the region.

Rights Complaint – A written or verbal statement by a Client or anyone acting on behalf of a Client alleging a violation of a Client’s legally protected rights.

Utilization Review (UR) - process in which established criteria are used to recommend or evaluate services provided in terms of cost effectiveness, necessity, and efficient use of resources.

VII. ATTACHMENTS

A.   Adequate Notice of Hearing Rights

B. Request For Second Opinion/Denial Of Services

C. Instructions For Request For Second Opinion/Denial Of Services

D. Advance Action Notice - Suspension/Reduction/Termination

E. Adequate Action Notice - Denial Of Service

F. Local Dispute Resolution Committee Request For Review Of Appeal

G. Local Dispute Resolution Committee Procedures

H. Request for An Administrative Hearing Instructions

I. Request For An Administrative Hearing Michigan Department Of Community Health

VIII. REFERENCES

A. Michigan Mental Health Code, Public Act 258 of 1974 as amended - Sec. 100b, 409(4), 705. 

B. Code of Federal Regulation - 42CFR434.32, 42CFR431.200-431.246, 42CFR440.230.

C. Balanced Budget Act (including 42CFR Part 438)

D. DCH Medical Services Administration (MSA) Bulletin: Medicaid Eligibility Manual - Beneficiary Hearings.

E. DCH Master Contract Attachments - 3.4.1.1 Person-Centered Planning Best Practice Guideline; 3.2.1 and 3.3.1 Medical Necessity Criteria; 6.3.2.1 Appeal and Grievance Technical Requirement.

F. Family Support Subsidy Act, Public Act 249 of 1983, as amended.

G. Administrative Procedures Act of 1969, Public Act 306 of 1969, Sec. 24.271-24.287.

H. MDCH Administrative Rules.

I. MDCH Policy Hearing Authority Decision #01-0358CMH, and subsequent MDCH clarifications

J. Office of Recipient Rights Policy

K. Limited English Proficiency/Hearing Impaired Policy.

L. Regional Limited English Proficiency Policy.

M. SE Partnership PIHP Grievance & Appeal Policy
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