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	VI. Coverage and Authorization of Services

	#
	Standard
	Basis/Source
	Evidence of Compliance could include:
	Review Guidelines for Review
	Provider to complete: List evidence provided and location of evidence for specific standard

	Service Authorization & Utilization Management 

	 6.1
	Each CMHSP has a utilization management in place which identifies, defines, and specifies the amount, duration, and scope of each service that the PIHP is required to offer.
b. Ensures the services are furnished in an amount, duration, and 
scope for the same services furnished to members under feefor-service (FFS) Medicaid.
c. Ensures each service is sufficient in the amount, duration, and 
scope to reasonably achieve its purpose.
	42 CFR §438.210(a)(1-2)
42 CFR §438.210(a)(3)(i)
42 CFR §440.230                              42 CFR §457.1230(d)          Contract Schedule A–1(R)(15)(a-c)                                               Contract Schedule A–1(F)(13)(a)
	UM Policy/Procedure/guidelines
	
	

	6.2
	The PIHP must conform to professionally accepted standards of care and may not arbitrarily deny or reduce the amount, duration, or scope of a required service solely because of the diagnosis, type of illness, or condition of the member.
	42 CFR §438.210(a)(3)(ii)
42 CFR §440.230(c)
42 CFR §457.1230(d)
Contract Schedule A–1(G)(1)(a)
Contract Schedule A–1(R)(15)(d)
	UM Plan/Policy/Procedure/guidelines
	
	

	6.3a.
	Any service limits imposed are appropriate and restricted to criteria such as medical necessity or on utilization control, provided the services furnished can reasonably be expected to achieve their purpose.  
	42 CFR §438.210(a)(4)
42 CFR §440.230(d)
Contract Schedule A–1(G)(1)(b)        Contract Schedule A–1(R)(15)(c) and (e)
Person-Centered Planning Practice Guideline–VI
	UM Plan/Policy/Procedure/guidelines
	
	

	6.3b.
	The services supporting individuals with ongoing or chronic conditions or who require long-term services and supports (LTSS) are authorized in a manner that reflects the member’s ongoing need for such services and supports and is consistent with the current needs assessment and person-centered plan.
	42 CFR §438.210(b)(2)(iii)
Person-Centered Planning Practice Guideline–VI                    42 CFR §438.210(a)(4)
	UM Plan/Policy/Procedure/guidelines and one example of an LTSS plan and corresponding authorization
	
	

	6.4
	CMHSPs will specify what constitutes “medically necessary services” in a manner that:
a. Is no more restrictive than that used by the MDHHS Medicaid program, including quantitative and non-quantitative 
treatment limits, as indicated in Michigan statutes and regulations, the State Plan, and other MDHHS policies and 
procedures; and
b. Addresses the extent to which the PIHP is responsible for covering services that address: The prevention, diagnosis, and treatment of a member’s 
disease, condition, and/or disorder that results in health impairments and/or disability.
ii. The ability for a member to achieve age-appropriate growth and development.
iii. The ability for a member to attain, maintain, or regain functional capacity.
iv. The opportunity for a member receiving LTSS to have access to the benefits of community living, achieve person-centered goals, and live and work in the setting of their choice.
	42 CFR §438.210(a)(5)
	UM Plan/Policy/Procedure/guidelines
	
	

	6.5
	CMHSPs and their network providers have in place, and follow, written policies and procedures for the processing of requests for initial and continuing authorization of services and to ensure consistent application of review and authorization criteria.
	42 CFR §438.210(b)
	UM Plan/Policy/Procedure/guidelines
	
	

	6.6
	The CMHSP or network providers consult with the requesting provider for medical [behavioral health] services when appropriate.  This can take place during continued stay reviews, second opinion requests, psychiatric consultations, etc.
	42 CFR §438.210(b)(2)(ii)
42 CFR §457.1230(d)
	UM Plan/Policy/Procedure/guidelines and one case example of peer-to-peer/Doc-to-Doc/request for reconsideration
	
	

	6.7
	The CMHSP ensures that any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested, be made by an individual who has appropriate expertise in addressing the member’s condition.
	42 CFR §438.210(b)(3)
42 CFR §457.1230(d)
Contract Schedule A–1(F)(13)
	UM Plan/Policy/Procedure/guidelines and job description for UM decision-maker
	
	

	6.8
	The CMHSP notifies the requesting provider of any decision by the CMHSP to deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less than requested in writing.
	42 CFR §438.210(c)
Contract Schedule A–1(M)(5)(a)
Appeal and Grievance Resolution Processes Technical Requirement–IV(C)(2)
	UM Plan/Policy/Procedure/guidelines and an example of documented notification of a denial or amount less than requested.
	
	

	6.9a.
	The CMHSP defines an adverse benefit determination (ABD) as:
a. The denial or limited authorization of a requested service, including determinations based on the type or level of service, requirements for medical necessity, appropriateness, setting, or effectiveness of a covered benefit.

	42 CFR §438.400(b)(1-7)
	UM Plan/Policy/Procedure/guidelines
A single proof is sufficient for all parts of question 6.9.
	
	

	6.9b.
	The reduction, suspension, or termination of a previously authorized service.
	
	
	
	

	6.9c.
	The denial, in whole or in part, of payment for a service. A denial, in whole or in part, of a payment for a service solely because the claim does not meet the definition of a “clean claim” is not an ABD.
	
	
	
	

	6.9d.
	Failure to make a standard service authorization decision and provide notice about the decision within 14 calendar days from the date of receipt of a standard request for service.
	
	
	
	

	6.9e.
	Failure to make an expedited service authorization decision within 72 hours after receipt of a request for expedited service authorization.
	
	
	
	

	6.9f.
	The failure to provide services in a timely manner, as defined by MDHHS (i.e., failure to provide services within 14 calendar days of the start date agreed upon during the person-centered planning meeting and as authorized by the CMHSP).
	
	
	
	

	6.9g.
	Failure of the CMHSP to resolve standard appeals and provide notice within 30 calendar days from the date of a request for a standard appeal.
	
	
	
	

	6.10a.
	When the CMHSP denies or limits a requested service, they must send a written notice to the member. This notice must include:
a. Legal Basis: A statement that federal law (42 CFR §440.230(d)) allows limits on services based on medical need or usage rules.
	42 CFR §438.10
42 CFR §438.210(c )                  42 CFR §440.230(d)        Contract Schedule A–1(M)(2)(a)(i-v)                                          42 CFR §438.402(b-c)
42 CFR §438.404(a-b)     Appeal and Grievance Resolution Processes Technical Requirement–IV(A)
Appeal and Grievance Resolution Processes Technical Requirement–IV(C)(1)
	UM Plan/Policy/Procedure/guidelines and NABD template with guidelines/instructions for completion. A single proof is sufficient for all parts of question 6.10.
	
	

	6.10b.
	Decision Details: What decision the CMHSP made or plans to make.
	
	
	
	

	6.10c.
	Reason: Why the decision was made.
	
	
	
	

	6.10d. 
	Policy Used: The rules or guidelines the CMHSP used to make the decision.
	
	
	
	

	6.10e.
	Access to Information: The member can ask for and receive, at no cost, copies of all relevant documents, including:
•Medical necessity criteria
•Coverage limit rules and standards
	
	
	
	

	6.10f.
	Appeal Rights: The member can appeal the decision. The notice must explain:
•How to appeal within the CMHSP/PIHP
•How to request a State fair hearing
	
	
	
	

	6.10g.
	Appeal Process: Steps to take to file an appeal.
	
	
	
	

	6.10h.
	Expedited Appeals: When and how to request a faster appeal process.
	
	
	
	

	6.10i.
	Continued Benefits: The member may keep receiving services during the appeal. The notice must explain:
• How to request continued services
• When the member might have to pay for those services
	
	
	
	

	6.10j.
	Representation: The member can represent themselves or get help from a lawyer, friend, family member, or other advocate.
	
	
	
	

	6.10k.
	Notice Requirements: The notice must follow federal communication standards (42 CFR §438.10).
	
	
	
	

	6.11
	NABD must be written comprehendible for individuals regardless of language or reading level at approximately a 6.9 grade reading level
	42 CFR §438.10               Contract Schedule A–1(M)(6)(c )
	UM Plan/Policy/Procedure/guidelines and the CMHSP's means to ensure this (how do you review for reading level?)
	
	

	6.12
	For standard authorization decisions, the PIHP provides notice as expeditiously as the member’s condition requires and within 14 calendar days following receipt of the request for service. For cases in which a provider indicates, or the PIHP determines, that following the standard time frame could seriously jeopardize the member’s life or health or ability to attain, maintain, or regain maximum function, the PIHP must make an expedited authorization decision and provide notice as expeditiously as the member’s health condition requires and no later than 72 hours 
after receipt of the request for service.
	42 CFR §438.210(d)(1)             42 CFR §438.210(d)(2)
42 CFR §438.404(c)(3)              42 CFR §438.210(d)(2)(i)
42 CFR §438.404(c)(6) Contract Schedule A-1 (M)(1)(e)(vi)(3)                          Contract Schedule A-1(M)(8)(a)                                      Contract Schedule A-1(M)(8)(b)(iii)
	UM Plan/Policy/Procedure/guidelines to include standard vs expedited NABDs and when each is necessary
	
	

	6.13
	For standard and expedited authorization decisions, the PIHP may extend the resolution time frame up to an additional 14 calendar days if:
a. The member or the provider requests the extension; or
b. The PIHP justifies a need for additional information and how the extension is in the member’s interest.                                                  c.  Gives the member written notice of the reason for the decision to extend the time frame and informs the member of the right to file a grievance if he or she disagrees with that decision; and                   d.  For standard and expedited service authorization decisions not reached within the required time frames specified in 42 CFR §438.210(d) (which constitutes a denial and is thus an ABD), the CMHSP provides notice on the date that the time frames 
expire.
	42 CFR §438.210(c-d)
42 CFR §438.210(d)(2)(ii) Contract Schedule A-1(M)(1)(e)(iv-vi)
	UM Plan/Policy/Procedure/guidelines and one complete extension form (or template if no extensions requested within the review timeframe)
	
	

	6.14
	For termination, suspension, or reduction of previously authorized Medicaid-covered services, the CMHSP mails the NABD notice to the member within at least 10 days before the date of action, except as permitted under 42 CFR §431.213 and §431.214.
	42 CFR §431.211
42 CFR §431.213
42 CFR §431.214
42 CFR §438.210(c)
42 CFR §438.404(c)(1)
Contract Schedule A–1(M)(2)(h)(iv)(1)
Appeal and Grievance Resolution Processes Technical Requirement–V(B)(2)(a-b)
	UM Plan/Policy/Procedure/guidelines
	
	

	6.15a.
	The CMHSP sends a notice not later than the date of action if: 
a. The CMHSP has factual information confirming the death of a member;
	42 CFR §431.213              Contract Schedule A–1(M)(6)(a)(i-ii)                                         Appeal and Grievance Resolution Processes Technical Requirement–IV(B)(2)(c )(i-viii)
	UM Plan/Policy/Procedure/guidelines and one example of a NABD sent to an individual who requested services be terminated and signed, written proof from individual. A single proof is sufficient for all parts of question 6.15.
	
	

	6.15b.
	The CMHSP receives a clear written statement signed by a member that: 
i. The member no longer wishes services; or 
ii. Gives information that requires termination or reduction of services and indicates that he understands that this must be the result of supplying that information;
	
	
	
	

	6.15c.
	The member has been admitted to an institution where the member is ineligible under the plan for further services;
	
	
	
	

	6.15d.
	The member’s whereabouts are unknown, and the post office returns agency mail directed to the member indicating no forwarding address;
	
	
	
	

	6.15e.
	The CMHSP establishes the fact that the member has been accepted for Medicaid services by another local jurisdiction, State, territory, or commonwealth;
	
	
	
	

	6.15f.
	A change in the level of medical care is prescribed by the member’s physician;
	
	
	
	

	6.15g.
	The notice involves an adverse determination made with regard to the preadmission screening requirements of section 1919(e)(7) of the Social Security Act; or
	
	
	
	

	6.15h.
	The date of action will occur in less than 10 days, in accordance with §483.15(b)(4)(ii) and (b)(8), which provides exceptions to the 30 days’ notice requirements of §483.15(b)(4)(i).
	
	
	
	

	6.16

	The CMHSP may shorten the period of advance notice to five days before the date of action if: 
a. The CMHSP has facts indicating that action should be taken because of probable fraud by the member; and 
b. The facts have been verified, if possible, through secondary sources. 
	42 CFR §431.214               Appeal and Grievance Resolution Processes Technical Requirement–IV(B)(2)(c )(ix)                         Contract Schedule A–1(M)(6)(a)(iii)
	UM Plan/Policy/Procedure/guidelines and an example if one has occurred w/in the review timeframe
	
	

	6.17
	The CMHSP mails the NABD notice for denial of payment at the time of any action affecting the claim.
	42 CFR §438.210(c)
Contract Schedule A–1(M)(5)(c)
Appeal and Grievance Resolution Processes Technical Requirement–IV(B)(1)(a)
	UM Plan/Policy/Procedure/guidelines and an example if one has occurred w/in the review timeframe
	
	

	6.18
	The PIHP provides compensation to individuals or entities 
that conduct UM activities is not structured so as to provide incentives for the individual or entity to deny, limit, or discontinue medically necessary services to any member.
	42 CFR §438.210(e)
Contract Schedule A–1(L)(1)(a)
	UM Plan/Policy/Procedure/guidelines
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