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[Date]

[Place]

Sample Agenda

Part 1: 30 minutes
I. Welcome







a. Opening remarks

b. Housekeeping

c. Plan for the day

d. Review key terms (in handout)

e. Background (Slides 2 & 3)

II. Preamble: Welcome to Mental Health

III. Functions of Customer Services: The Scope of Your Work

Part 2: 45 minutes
IV. Standards 1-13
Part 3: 60 minutes


V. Standard 14 a – m





Part 4: 60 minutes

VI. Handbook







Part 5: 30 minutes

VII. Final Questions and Answers*




VIII. Wrap Up







*For the State training all questions were written on 3x5 cards, and answered at the end of the session. Local trainers could allow questions after each part. 

Note: Local trainer may want to have at least one break during the session.
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GLOSSARY

211 Line:  Provides 24-7 multi-lingual hotline for Southeastern Michigan linking callers to Health and Human Services agency providers.  The line is sponsored by the United Way Services.  Note: it is not yet available statewide.

42 CFR:  Is a section of the federal code of regulations that list the provisions that are relevant to the enforcement of the Balanced Budget Act

BBA   (Balanced Budget Act): The federal fiscal program that defines the limitations and guidelines on programming for mental health issues.  Its provisions are located in 42 CFR.

CFR (Code of Federal Regulations): The general and permanent rules and regulations (sometimes called Administrative Law) published in the Federal Register.

CMHSP (Community Mental Health Services Program):   The agency or entity responsible for the delivery of mental health services.

DCH:  Department of Community Health

DHS (Department of Human Services):  The administrative state agency in charge of providing for the administration of state and federal dollars for public and mental health services.

EQRO (External Quality Review Organization):  an agency contracted by the Department of Community Health in Lansing to conduct an “audit” on the individual PHIP's and mental health service organizations within Michigan per the guidelines outlined in the BBA.

HSAG (Health Services Advisory Group): The “EQRO” or agency under contract with DCH to complete specific reviews and audit of services within the public mental health system.

MACMHB (Michigan Association of Community Mental Health Boards): The official advocacy body of the Community Mental Health Boards in Michigan.

 

MCPN (Manager of Comprehensive Provider Network): Agencies that are contracted by PIHP to provide administrative functions and to monitor their contracted service providers used in some PIHP’s (ex. Wayne County).

Medicaid Provider Manual:  Manual of information regarding the regulation of Medicaid providers.  It is updated at the beginning of each quarter of the fiscal year by the State of Michigan.

Mental Health Code:  It is the legal requirements and regulations that govern the provision and administration of mental health services within the state of Michigan.

PIHP (Pre-Paid Inpatient Health Plan): The organization that the Department of Community Health (DCH) contracts with to administer the community mental health services in Michigan.

 

Public Health Code:  It is the legal requirements and regulations that govern the provision and administration of public health services within the state of Michigan.

SA  (Substance  Abuse) Coordinating Agency:  The contracted organizations that are responsible for mandated substance abuse policies and monitoring  within a geographically specific area.

 

State Advocacy Organizations:  The private organizations ( NAMI, ARC MP&A etc.) consisting of members who seek to influence, reform, and change the legal and policy requirements of the mental health code in the state of Michigan.

TTY: A specific type of telephone telecommunications device (TTD) used for text communications when one or more of the parties that are hard of hearing, deaf and/or speech difficulty.

Websites:  Consumer Advocacy Groups

Bazelon Center for Mental Health Law and Policy:  www.bazelon.org/ 

Depression and Bi-Polar Support Alliance:  www.dbsalliance.org
Eating Disorders:  www.edenclub.org
Emotions Anonymous:  www.emotionsanonymous.org
The Kaiser Family Foundation:  www.kff.org
NAMI:  National Alliance on Mental Illness:  www.nami.org
National Empowerment Center:  www.power2u.org/index.html
OCD Foundation of Michigan:  www.ocdmich.org
Schizophrenics Anonymous: www.sanonymous.com
Alcoholics Anonymous:

Detroit Area:  www.aa-semi.org
Statewide:  www.theagapecenter.com/AAinUSA/Michigan.htm
Narcotics Anonymous:

Detroit Area:  http://www.michigan-na.org/metro_detroit_region/index.htm
Statewide:  http://www.michigan-na.org/main.htm
ARC Michigan:  www.ARCMI.org
Autism Society of Michigan:  www.autism-mi.org
Centers for Independent Living: www.ilusa.com/links/ilcenters.htm 

Epilepsy Foundation of Michigan: www.epilepsyfoundation.org/Michigan
Michigan Protection and Advocacy Service:  www.mpas.org
United Cerebral Palsy

Metro-Detroit:  www.ucp.org/ucp_local.cfm/89
Michigan: www.ucp.org/ucp_local.cfm/87
United Way

For SE Michigan:  www.sem.org
Link to 211 on the homepage

Statewide:  www.uwmich.org
Link to 211 on the homepage

Websites:  State and Federal Resources

Department of Health and Human Services / Centers for Medicare and Medicaid:  www.cms.hhs.gov/ 

Medicaid Provider Manual:  http://www.michigan.gov/mdch/0,1607,7-132-2945_5100-87572--,00.html 

Michigan Department of Community Health:  www.michigan.gov/mdch
Michigan Mental Health Code:  http://www.michigan.gov/documents/mentalhealthcode_113313_7.pdf
Michigan Public Health Code:  www.legislature.mi.gov/(kldb0vzkfb1bj3m2stqqk245)/mileg.aspx?page=getobject&objectname=mcl-act-368-of-1978.

Michigan Department of Human Services:  www.michigan.gov/dhs
MDHS, Links to County Offices:  http://www.michigan.gov/dhs/0,1607,7-124-5461---,00.html
Michigan Rehabilitation Services:  www.michigan.gov/mrs
Links to local offices on the homepage

Michigan Legislative Website (Allows user to look up pending bills and Michigan Compiled Laws by Number):  www.legislature.mi.gov
Michigan Association of Community Mental Health Boards:  www.macmhb.org
Balanced Budget Act:  www.gpoaccess.gov/cfr/index.html. 

Type 42CFR438 into the “Quick Search” line.

Use this site for any Federal law, with the number.

National Institute for Mental Health:  www.nimh.nih.gov
Substance Abuse and Mental Health Services Administration:  www.samhsa.gov.

Limited English Proficiency Guidance in Federal Register: www.hhs.gov/ocr/lep/lep-guidance080403.pdf
STATE CUSTOMER SERVICES HOTLINE NUMBERS

Medicaid Customer Services Hotline

1-800-642-3195

Mental Health & Substance Abuse Administration Customer Services Number

1-517-241-5066

MDCH SPECIALTY PRE-PAID HEALTH PLAN 2002 APPLICATION FOR PARTICIPATION

3.6
Customer Services

Customer services is an identifiable function that operates to enhance the relationship between the community and applicant, as well as between the individual and the applicant.  As such, it must interact with essentially all other aspects of the operations. Customer services include orienting new individuals to the services and benefits available, including how to access services, rights protections processes, helping individuals with problems and inquiries regarding benefits, assisting individuals with, and overseeing complaint and grievance processes, and tracking and reporting patterns of problem areas for the organization. This requires a system that is available to assist at the time the individual has a need for help, and being able to assist on the first contact if at all possible. 

General Customer Services Operations

3.6.1   FORMCHECKBOX 

The customer services operation is clearly identified and facilitates:




(
phone access by the community and service recipients throughout normal business hours (voice mail and answering machines are not considered phone access)




(
that persons contacting the customer services operation speak with staff who have  up-to-date knowledge regarding benefits, the provider network, applicant and network policies/procedures regarding access, service authorization, grievance/appeal procedures, and are skilled in customer relations




(
a documented process whereby service or process improvement suggestions from individuals are routed in a timely manner to the appropriate part of the operation




(
integration of individuals and family members into customer services operations including orienting new individuals and their families, creating special project work groups and councils, community awareness outreach initiatives, providing or facilitating arrangements for advocacy when requested, mentoring, developing informational material, and customer satisfaction inquiries.

     

3.6.2   FORMCHECKBOX 

Customer services staff are knowledgeable regarding referral systems to assist individuals in accessing transportation services necessary for medically-necessary services (including specialty services identified by EPSDT).

     

3.6.3   FORMCHECKBOX 

A range of methods are used for orienting different populations in the general community to the eligibility criteria and availability of services offered through the applicant network.

     

3.6.4   FORMCHECKBOX 

Customer services performance standards of effectiveness and efficiency are documented and periodic reports of performance are monitored by the applicant. 

     

3.6.5   FORMCHECKBOX 

The focus of customer services is customer satisfaction and problem avoidance, as reflected in policy and practice.

     

3.6.6   FORMCHECKBOX 

Customer services is managed in a way that assures timely access to customer services and addresses the need for cultural sensitivity, and reasonable accommodation for persons with physical disabilities, hearing and/or vision impairments, limited-English proficiency, and alternative forms of communication. 

     

3.6.7   FORMCHECKBOX 

The relationship of customer services to required grievance and appeals, and recipient rights processes is clearly defined organizationally and managerially in a way that assures effective coordination of the functions, and avoids conflict of interest or purpose within these operations. 

     
Grievance and Appeal Operations
It is incumbent upon the applicant to have a clearly defined, easily-accessible and responsive system for handling customer appeals and grievances.   Staff at all levels and at all service delivery sites of the applicant must have a basic working knowledge of the applicant’s policies and procedures for managing grievances and appeals.

Procedurally, each individual shall be presented with basic information as to what their appeal and grievance rights are and what procedural options exist to resolve service delivery disputes. This includes information about how to access services, helping individuals with problems and inquiries regarding benefits, assisting individuals with complaint and grievance processes, and tracking and reporting patterns of service delivery problems within the organization.

It is important to note that if the applicant is part of an affiliation, the plans must reflect the system that will be in place on 10/1/02 to serve the affiliation’s entire service area.


3.6.8   FORMCHECKBOX 

The applicant employs at least one person skilled in customer relations who is responsible for coordinating all grievances and appeals, and advising individuals of their rights and dispute resolution options.

     

3.6.9   FORMCHECKBOX 

The grievance and appeal coordinator has a working knowledge of the applicant’s service delivery system and plan benefits.

     

3.6.10   FORMCHECKBOX 

Posters and/or brochures in alternative formats notifying individuals of their grievance and appeal rights, including mediation, shall prominently include the name and telephone number of the applicant’s appeal and grievance coordinator.

     

3.6.11   FORMCHECKBOX 

All persons experiencing the need to complain or pursue a grievance or appeal regarding some aspect of their experience with services/treatment which are the responsibility of the applicant, and needing assistance to advance their complaint or grievance, obtain sufficient assistance from customer services staff to succeed in having their concern addressed through the desired process. 
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6.2
Administrative Personnel

The PIHP shall have sufficient administrative staff and organizational components to comply with the responsibilities reflected in this contract.  The PIHP shall ensure that all staff has training, education, experience, licensing, or certification appropriate to their position and responsibilities.

The PIHP will provide written notification to MDCH of any changes in the following senior management positions within seven (7) days:
· Administrator (Chief Executive Officer)

· Chief Operating Officer

· Medical Director and Clinical/Program Director(s)

· Chief Financial Officer

· Management Information System Director

· Customer Services Director 

· Recipient Rights Officer

6.3
Customer Services

6.3.1
Customer Services:  General

Customer services is an identifiable function that operates to enhance the relationship between the individual and the Prepaid Inpatient Health Plan (PIHP).  This includes orienting new individuals to the services and benefits available including how to access them, helping individuals with all problems and questions regarding benefits, handling individual complaints and grievances in an effective and efficient manner, and tracking and reporting patterns of problem areas for the organization.  This requires a system that will be available to assist at the time the individual has a need for help, and being able to help on the first contact in most situations.  Key aspects of the customer service system are included in Section 3.6 of the Application for Participation.

6.3.2
Recipient Rights and Grievance/Appeals

The PIHP shall adhere to the requirements stated in the MDCH Grievance and Appeal Technical Requirement, which is an attachment to this contract (Attachment P 6.3.2.1).

Individuals enrolled in Medicaid must be informed of their right to an administrative hearing if dissatisfaction is expressed at any point during the rendering of state plan services.  While PIHPs may attempt to resolve the dispute through their local processes, the local process must not supplant or replace the individual’s right to file a hearing request with MDCH.  The PIHP's grievance or complaint process may, and should, occur simultaneously with MDCH’s administrative hearing process, as well as with the recipient rights process.  The PIHP shall follow fair hearing guidelines and protocols issued by the MDCH.  (Page 31)
	EVALUATION ELEMENTS
	CRITERIA
	SCORING
	EXAMPLES OF EVIDENCE

	Standard VI:
Customer Service
	

	1. Identifiable Function
PIHP Contract 6.3.1
	Customer services is an identifiable function that operates to enhance the relationship between the individual and the PIHP and includes:


	Identifiable Function

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Description of customer services functions

· Member handbooks

· Policies/procedures/protocols for:

· Orienting new individuals/ responding to questions about the services and benefits available to them and how to access them

· Handling complaints and grievances

· Logs/documentation of responses to the above

· Reports of trends, patterns of problem area


	1. 
	· Orienting new individuals to the services and benefits available, including how to access them; 
	Orienting of Individuals

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	2. 
	· Helping individuals with problems and questions regarding benefits; 
	Helping with Questions

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	3. 
	· Handling individual complaints and grievances in an effective and efficient manner; and
	Handling Complaints/Grievances

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	4. 
	· Tracking and reporting patterns of problem areas for the organization.
	Tracking/Reporting

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	2. Access
MDCH PIHP AFP 6.3 
	Customer service facilitates phone access by the community and service recipients throughout normal business hours. (Note: Voice mail and answering machines are not considered phone access.)
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Informational materials identifying hours of operation of customer service

· Customer service phone number



	3. Informed Staff
MDCH PIHP AFP 6.3
	Customer service staff have up-to-date knowledge regarding benefits, the provider network, applicant and network policies/procedures regarding access, service authorization, and grievance/appeal procedures and are skilled in customer relations.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Training materials for customer service staff

· Evidence of customer service staff attendance at training

· PIHP’s process for supervision of customer service staff


	4. Suggestions from Individuals
MDCH PIHP AFP 6.3
	There is a documented process whereby service or process improvement suggestions from individuals are routed in a timely manner to the appropriate part of the PIHP.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Policies and procedures/ protocols for handling suggestions from individuals



	5. Standards 
MDCH PIHP AFP 6.3
	Customer services performance standards of effectiveness and efficiency are documented and periodic reports of performance are monitored.
	Standards Documented

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Customer service performance standards

	5. 
	
	Monitoring of Performance

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Monitoring results

	6. Cultural Sensitivity and Reasonable Accommodations

MDCH PIHP AFP 6.3
	Customer services is managed in a way that addresses the need for cultural sensitivity and reasonable accommodations for persons with physical disabilities, hearing and/or vision impairment, limited-English proficiency, and alternative communication.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Customer service policies and procedure

· Cultural competency plan

	7. Relationship to Grievances and Appeals

MDCH PIHP AFP 6.3
	The relationship of customer services to required grievance and appeals and recipient rights processes is clearly defined organizationally and managerially in a way that ensures effective coordination of the functions, and avoids conflict of interest or purposes within these functions.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met


	· Customer services policies and procedures

· Functional organizational chart

	8. Office of Recipient Rights
PIHP Contract 6.3.2
	The PIHP must maintain an Office of Recipient Rights. 
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Functional organizational chart demonstrating staffing of Office of Recipient Rights



	Total Element Score
	
	
	


	EVALUATION ELEMENTS
	CRITERIA
	SCORING
	EXAMPLES OF EVIDENCE

	Standard VII:
Recipient Grievance Process
	

	9. General Requirement

42 CFR 438.402
	The PIHP must have a grievance process in place for enrollees.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Grievance policies and procedures

	10. Information to Members

42 CFR 438(g)(1)

PIHP Contract 6.3.3
	The PIHP must provide enrollees with information about the grievances, procedures, and timeframes that must include:

· The right to file grievances;

· The requirements and timeframes for filing a grievance;

· The availability of assistance in the filing process; and

· The toll-free numbers that the enrollee can use to file a grievance by phone.


	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Grievance policies and procedures

· Member handbook

· Member information materials

	11. Information to Subcontractors and Providers
42 CFR 438.414

42 CFR 438.10(g)(1)
	The PIHP must provide information about the grievance system to all providers and subcontractors at the time they enter into a contract.  The information must include:

· The right to file grievances; 

· The requirement and timeframes for filing a grievance;

· The availability of assistance in the filing process; and

· The toll-free numbers that the enrollee can use to file a grievance by phone.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Provider manual

· Relevant section of provider contract

	12. Method for Filing
42 CFR 438.402(b)(3)(1)
	Grievance procedures allow the enrollee to file a grievance either orally or in writing. 
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Grievance policies and procedures



	13. Providing Assistance
42 CFR 438.406(a)(7)
	In handling grievances, the PIHP must give enrollees reasonable assistance in completing forms and taking other procedural steps.  This includes, but is not limited to, providing interpreter services and toll-free numbers that have adequate TTY/TTD and interpreter capability.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Grievance policies and procedures

· Customer service policies and procedures

· Office of Recipient Rights policies and procedures

	14. Process for Handling Grievances
MDCH Appeal and Grievance Resolution Processes Technical Requirement (August 2003)
	Customer Services or the Recipient Rights Office shall:
	
	

	
	A. Log the receipt of the verbal or written grievance for reporting to the PIHP QI Program.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Logs of grievances received

· Reports of grievances to the QI Program

	
	B. Determine whether the grievance is more appropriately a recipient rights complaint, and if so, refer the grievance, with the beneficiary’s permission, to the Office of Recipient Rights.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Grievance policies and procedures

· Logs of referrals to Office of Recipient Rights

	
	C. Acknowledge to the beneficiary the receipt of the grievance.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Evidence of acknowledgement

      Grievance files



	6.  Process for Handling Grievances (continued)
	D. Submit the written grievance to appropriate staff, including a PIHP administrator with the authority to require corrective action and none of whom shall have been involved in the initial determination.

For grievances regarding denial of expedited resolution of an appeal and for a grievance that involves clinical issues, the grievance is reviewed by health care professionals who have the appropriate clinical expertise in treating the enrollee’s condition or disease.


	Submitted to Appropriate Staff

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Customer service policies and procedures

· Grievance and appeal policies and procedures

· Grievance files



	
	E. 
	Appropriate Clinical Expertise

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	
	F. Facilitate resolution of the grievance as expeditiously as the enrollee’s health condition requires, but no later than 30 calendar days of receipt of the grievance.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Grievance logs with dates of receipt and resolution

· Grievance files

	42 CFR 438.406(a)(3)(i) and (ii)

42 CFR 438.408(a)

42 CFR 438.408(d)(1)
	G. Within five calendar days of a decision by the PIHP regarding the grievance, notification of the outcome of the process is provided to the consumer, guardian, or parent of a minor child.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Grievance logs with dates of resolution and member notification

· Grievance files

	15. Recordkeeping 
42 CFR 438.416

PIHP Contract 6.3.2
	The PIHP must maintain records of grievances.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A


	· Grievance files

	16. Delegation (as applicable)

42CFR 438.230(b)

PIHP Contract 5.0, Observance of Federal, State and Local Laws, and 6.42 Subcontracting


	The PIHP oversees and is accountable for any functions it delegates to any subcontractor.
	
	· List of delegated functions by subcontractor

	438.230(b)(1)
	A.    Before any delegation, the PIHP evaluates the subcontractor’s ability to perform the delegated activity
	Pre-Review

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence of evaluations performed prior to entering into contracts

	8.   Delegation (as applicable) (continued)

438.230(b)(2)(i)
	B.   There is a written agreement that specifies the activities and report responsibilities designated to the subcontractor.
	Written Agreement for Delegation:

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Written agreement–subcontract

	438.230(b)(2)(ii)
	C.   There is a written agreement that provides for revoking delegation or imposing other sanctions if the subcontractor’s performance is inadequate.
	Written Agreement Revocation/ Sanctions:

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Written agreement–subcontract

	438.230(b)(3)
	D.   The PIHP monitors the subcontractor’s performance on an ongoing basis and subjects it to formal review according to a periodic schedule established by the State, consistent with industry standards or State MCO laws and regulations. 
	Periodic Monitoring:

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence of on-going or periodic monitoring 

	8.   Delegation (as applicable) (continued)


	
	Formal Review 

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence of formal reviews per timeline established by MDCH 

	438.230(b)(4)
	E.    If the PIHP identifies deficiencies or areas for improvement, the PIHP and the subcontractor take corrective action. 
	Corrective Action

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence/ examples of identifying deficiencies and corrective action taken

	Total Element Score
	
	
	


	EVALUATION ELEMENTS
	CRITERIA
	SCORING
	EXAMPLES OF EVIDENCE

	Standard VIII:
Recipient Rights and Protections
	

	17. Written Policies

42 CFR 438.100 (a)(1)
	The PIHP has written policies regarding enrollee rights.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Enrollee rights policies and procedures



	42 CFR 438.100(a)(2)
	The PIHP has processes to ensure that its staff and affiliated providers take those rights into account when furnishing services to members.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Enrollee rights policies and procedures

· Provider manual

· Quality assessment and performance improvement process



	18. Information Requirements – Manner and Format
42 CFR 438.100(b)(2)
	An enrollee has the right to receive information in accordance with the following:
	
	

	42 CFR 438.10 (b)

PIHP Contract 6.33
	A. The PIHP ensures that enrollees have the right to receive informational materials and instructional materials relating to them in a manner and format that may be easily understood. 

Informative materials intended to be distributed through written or other media to beneficiaries or the broader community that describe the availability of covered services and supports and how to access are written at the fourth grade reading level when possible. (Note: In some instances, it is necessary to include information about medications, diagnoses, and conditions that does not meet the fourth grade level criteria.)
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Evidence of assessment of readability level of informational materials

	2.  Information Requirements – Manner and Format (continued)

42 CFR 438.10(c)(3)

PIHP Contract 6.3.3
	B. The PIHP makes its written information available in the prevalent, non-English languages in its service area.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Listing of prevalent non-English languages in service area

· Copies of member information available in these languages

	42 CFR 438.10(c) (4)

PIHP Contract 6.3.3

LEP Policy Guidance (Executive Order 13166 of August 11, 2002) Federal Register Vol 65, August 16, 2002.
	C. The PIHP makes oral interpretation services available free of charge to its enrollees and potential enrollees for all non-English languages.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Evidence of interpreter service availability

· Evidence that interpretation is free to member

	42 CFR 438.10(c)(5)(i and ii)
	D. The PIHP notifies its enrollees that oral interpretation is available for any language and written information is available in prevalent languages and how to access those services.
	Oral Interpretation/Any  Language

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Member informational materials (brochures, handbooks, posters, etc.)



	
	E. 
	Written/Prevalent Languages

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	

	
	F. 
	How to Access Services

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	42 CFR 438.10(d)(1)(ii)

PIHP Contract 6.3.3

Americans with Disabilities Act (ADA)
	G. Written material must be available in alternative formats and in an appropriate manner that takes into consideration the special needs of those who, for example, are visually impaired or have limited reading proficiency.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Examples of member materials in alternative formats (e.g., audio, large print, Braille)

	2.  Information Requirements – Manner and Format (continued)

42 CFR 438.10(d)(2) 

PIHP Contract 6.3.3
	H. Enrollees and potential enrollees must be informed that information is available in alternative formats and how to access those formats.
	Informed

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Member informational materials in alternative formats (brochures, handbook, posters, etc.)



	
	
	How to Access

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	19. General Information for All Enrollees
42 CFR 438.10(f)(3)
	Information must be made available to PIHP enrollees within a reasonable time after PIHP enrollment, including:
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Policy on timeframe for initial provision of member information

· Evidence of timely provision of information



	42 CFR 438.10(f)(6)(1)

PIHP Contract 6.3.3
	A. Names, locations, and telephone numbers of, and non-English languages spoken by, current contracted providers in the enrollee’s service area (e.g. case manager, psychiatrist, primary therapist, etc.) and identification of providers that are not accepting new patients.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	42 CFR 438.10(f)(6)(ii)

PIHP Contract 6.3.3
	B. Any restrictions on the enrollee’s freedom of choice among network providers. 
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Member informational materials



	3.  General Information for All Enrollees (continued)

42 CFR 438(g)(1)

PIHP Contract 6.3.3
	C. Grievance, appeal, and fair hearing procedures and timeframes that must include:

· The right to a state fair hearing;

· The method for obtaining a hearing;

· The rules that govern representation at the hearing;

· The right to file grievances and appeals;

· The requirements and timeframes for filing a grievance or appeal;

· The availability of assistance in the filing process;

· The toll-free numbers that the enrollee can use to file a grievance or an appeal by phone;

· The fact that when requested by the enrollee, benefits will continue if the enrollee files an appeal or a request for State fair hearing within the timeframes specified and that the enrollee may be required to pay the cost of services furnished while the appeal is pending, if the final decision is adverse to the enrollee; and

· Any appeal rights that the State chooses to make available to providers to challenge the failure to cover a service.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	42 CFR 438.10(f)(6)(iii)

PIHP Contract 6.3.3
	D. The amount, duration, and scope of benefits available under the contract in sufficient detail to ensure that enrollees understand the benefits to which they are entitled.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	3.  General Information for All Enrollees (continued)

42 CFR 438.10(f)(6)(vi)

PIHP Contract 6.3.2
	E. Procedures for obtaining benefits, including authorization requirements.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	42 CFR 438.10(f)(6)(vii)

PIHP Contract 6.3.2
	F. The extent to which, and how, enrollees may obtain benefits from out-of-network providers.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	42 CFR 438.10(f)(6)(viii)

PIHP Contract 6.3.2
	G. The extent to which, and how, after-hours and emergency coverage is provided, including:

· What constitutes emergency medical condition, emergency services, and post-stabilization services;

· The fact that prior authorization is not required for emergency services;

· The process and procedures for obtaining emergency services, including use of the 911 telephone system or its local equivalent;

· The locations of any emergency settings and other locations at which providers and hospitals furnish emergency services and post-stabilization services covered under the contract; and

· The fact that, subject to these provisions, the enrollee has the right to use any hospital or other setting for emergency care.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	3.  General Information for All Enrollees (continued)

42 CFR 438.10(f)(6)(x)

PIHP Contract 6.3.2
	H. Policy on referrals for specialty care and for other benefits not furnished by the enrollee’s primary care provider.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	42 CFR 438.10(f)(6)(xi)

PIHP Contract 6.3.2
	I. Cost sharing, if any.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Member informational materials



	42 CFR 438.10(f)(6)(xii)

PIHP Contract 6.3.2
	J. How and where to access any benefits that are available under the State plan but are not covered under the contract, including any cost sharing and how transportation is provided.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Member informational materials



	42 CFR 438.10(g)(2)

42 CFR 438.6(i)

PIHP Contract 6.3.2
	K. The PIHP must provide adult enrollees with written information on advance directives policies, and include a description of applicable State law.  The information must reflect changes in State law as soon as possible, but not later than 90 days after the effective date of the change.


	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Member informational materials



	42 CFR 438.10(g)(3) and 
42 CFR 438.6(h)

PIHP Contract 6.3.3
	L. Additional information that is available upon request, including information on the structure and operation of the PIHP and physician incentive plans in use by the PIHP or network providers.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Specific member requests and  PIHP responses

· Member information on PIHP structure and operations and on physician incentive plans



	20. Written Notice of Significant Change
42 CFR 438.10(f)(4)

PIHP Contract 6.3.3
	The PIHP must give each enrollee written notice of any significant change, as defined by the State, in any of the general information (3 A-L), including change in its provider network (e.g., addition of new providers and planned termination of existing providers).
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Policy on member information notice of change

· Examples of notice of significant changes



	21. Notice of Termination of Providers
42 CFR 438.10(f)(5)

PIHP Contract 6.3.3
	The PIHP must make a good faith effort to give written notice of termination of a contracted provider, within 15 days after receipt or issuance of the termination notice, to each enrollee who received his or her primary care from, or was seen on a regular basis by, the terminated provider.
	Written Notice

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met


	· Policies and procedures for member notice of terminated provider

· Example of terminated provider and related notice to members

	4. 
	
	Sent Timely

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	

	22. Right to Request and Obtain Information
42 CFR 438.10
	The PIHP (or State) must notify all enrollees of their right to, at least once a year, request and obtain the information described in 3 A-L on the previous pages.


	Notice Provided

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Member notice of right to request information

· Policies and procedures for annual member notice



	5. 
	
	Information Described in 3 A-L

 FORMCHECKBOX 

Met 

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	

	23. Right to Be Treated with Dignity and Respect
42 CFR 438.100(b)(1)(2)(ii)
	PIHP member rights policies and member materials include the enrollee’s right to be treated with respect and with due consideration for his or her dignity and privacy.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Policy and procedure on member rights 

· Member informational materials



	24. Right to Receive Information on Treatment Options
42 CFR 438.100(b)(2)(iii)
	PIHP member rights policies and member materials include the enrollee’s right to receive information about available treatment options and alternatives, presented in a manner appropriate to the enrollee’s condition and ability to understand.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Policy and procedure on member rights 

· Member informational materials



	25. Provider-Enrollee Communication
42 CFR 438.102(a)
	The PIHP does not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of an enrollee who is his or her patient, for the following:

· The enrollee’s health status, medical care, or treatment options, including any alternative treatment that may be self-administered;

· Any information the enrollee needs in order to decide among all relevant treatment options;

· The risks, benefits, and consequences of treatment or nontreatment; and

· The enrollee’s right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions. 
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met
	· Provider manual

· Relevant section of provider contract



	26. Services Not Covered on Moral/Religious Basis
42 CFR 438.102(a)(2)(b)(1)
	A PIHP not electing to provide, reimburse for, or provide coverage of, a counseling or referral service based on objections to the service on moral or religious grounds must furnish information about the services it does not cover as follows:

· To the State, with its application for a Medicaid contract, and whenever it adopts the policy during the term of the contract;

· To potential enrollees, before and during enrollment; and

· To enrollees, within 90 days after adopting the policy with respect to any particular service, with the overriding rule to furnish the information at least 30 days before the effective date of the policy. (The PIHP does not have to include how and where to obtain the services.) 
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met

 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

N/A
	· Policies on services not covered due to moral or religious grounds, if applicable

· Examples of notice to State and enrollees, if applicable



	27. Right to Participate
42 CFR 438,100(b)(2)(iv)
	The PIHP policies provide the enrollee the right to participate in decisions regarding his or her health care, including the right to refuse treatment.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Policies on member participation in health care decisions

· Member handbook

· Member informational materials



	28. Free of Restraint/ Seclusion
42 CFR 438.100(b)(2)(v)
	The PIHP policies and member materials provide enrollees the right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or retaliation.
	 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Not Met
	· Member rights policy

· Information on member rights (member handbook, rights listing, etc.)

· Policies on seclusion and restraint



	29. Delegation (as applicable)

42CFR 438.230(b)

PIHP Contract 5.0, Observance of Federal, State and Local Laws, and 6.42 Subcontracting
	The PIHP oversees and is accountable for any functions it delegates to any subcontractor.
	
	· List of delegated functions by subcontractor

	438.230(b)(1)
	A. Before any delegation, the PIHP evaluates the subcontractor’s ability to perform the delegated activity
	Pre-Review

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence of evaluations performed prior to entering into contracts

	438.230(b)(2)(i)
	B. There is a written agreement that specifies the activities and report responsibilities designated to the subcontractor.
	Written Agreement for Delegation

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Written agreement–subcontract

	8.   Delegation (as applicable) (continued)

438.230(b)(2)(i)
	C. There is a written agreement that provides for revoking delegation or imposing other sanctions if the subcontractor’s performance is inadequate.
	Written Agreement Revocation/ Sanctions:

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Written agreement–subcontract

	438.230(b)(3)
	D.   The PIHP monitors the subcontractor’s performance on an ongoing basis and subjects it to formal review according to a periodic schedule established by the State, consistent with industry standards or State MCO laws and regulations. 
	Periodic Monitoring:

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence of on-going or periodic monitoring 

	
	
	Formal Review 

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	· Evidence of formal reviews per timeline established by MDCH 

	438.230(b)(4)
	       E.  If the PIHP identifies deficiencies or areas for improvement, the PIHP and the subcontractor take corrective action. 
	Corrective Action:

 FORMCHECKBOX 

Met

 FORMCHECKBOX 

Substantially Met


 FORMCHECKBOX 

Partially Met

 FORMCHECKBOX 

Not Met

 FORMCHECKBOX 

Not Applicable
	Evidence/ examples of identifying deficiencies and corrective action taken

	Total Element Score
	
	
	


PIHP CUSTOMER SERVICES STANDARDS

Final: September 2006 

Preamble

It is the function of the customer services unit to be the front door of the pre-paid inpatient health plan (PIHP), and to convey an atmosphere that is welcoming, helpful and informative. These standards apply to the PIHP and to any entity to which the PIHP has delegated the customer services function, including affiliate CMHSP(s), substance abuse coordinating agency (CA), or provider network.

Functions

A. Welcome and orient individuals to services and benefits available, and the provider network.

B. Provide information about how to access mental health, primary health, and other community services.

C. Provide information about how to access the various rights processes.

D. Help individuals with problems and inquiries regarding benefits.

E. Assist people with and oversee local complaint and grievance processes.

F. Track and report patterns of problem areas for the organization.

Standards

1. There shall be a designated unit called “Customer Services.”

2. There shall be at the PIHP a minimum of one FTE (full time equivalent) dedicated to customer services.  If the function is delegated, affiliate CMHSPs, substance abuse coordinating agencies and network providers, as applicable, shall have additional FTEs (or fractions thereof) as appropriate to sufficiently meet the needs of the people in the service area. 

3. There shall be a designated toll-free customer services telephone line and access to a TTY number. The numbers shall be displayed in agency brochures and public information material.

4. Telephone calls to the customer services unit shall be answered by a live voice during business hours. Telephone menus are not acceptable. A variety of alternatives may be employed to triage high volumes of calls as long as there is response to each call within one business day.

5. The hours of customer service unit operations and the process for accessing information from customer services outside those hours shall be publicized.

6. The customer handbook shall contain the state-required topics (See P.6.3.1.1.A)

7. The Medicaid coverage name and the state’s description of each service shall be printed in the customer handbook.

8. The customer handbook shall contain a date of publication and revision(s).

9. Affiliate CMHSP, substance abuse coordinating agency, or network provider names, addresses, phone numbers, TTYs, E-mails, and web addresses shall be contained in the customer handbook.

10. Information about how to contact the Medicaid Health Plans or Medicaid fee-for-service  programs in the PIHP service area shall be provided in the handbook (actual phone numbers and addresses may be omitted and held at the customer services office due to frequent turnover of plans and providers).

11. Customer services unit shall maintain current listings of all providers, both organizations and practitioners, with whom the PIHP has contracts, the services they provide, languages they speak, and any specialty for which they are known. This list must include independent PCP facilitators.  Beneficiaries shall be given this list initially and be informed annually of its availability. 

12. Customer services unit shall have access to information about the PIHP including CMHSP affiliate annual report, current organizational chart, CMHSP board member list, meeting schedule and minutes that are available to be provided in a timely manner to an individual upon request.

13. Upon request, the customer services unit shall assist beneficiaries with the grievance and appeals, and local dispute resolution processes, and coordinate as appropriate with Fair Hearing Officers and the local Office of Recipient Rights. 

14. Customer services staff shall be trained to welcome people to the public mental health system and to possess current working knowledge, or know where in the organization detailed information can be obtained in at least the following:

a. *The populations served (serious mental illness, serious emotional disturbance, developmental disability and substance use disorder) and eligibility criteria for various benefits plans (e.g., Medicaid, Adult Benefit Waiver, MIChild) 

b. *Service array (including substance abuse treatment services), medical necessity requirements, and eligibility for and referral to specialty services

c. Person-centered planning

d. Self-determination

e. Recovery & Resiliency

f. Peer Specialists

g. *Grievance and appeals, Fair Hearings, local dispute resolution processes, and Recipient Rights

h. Limited English Proficiency and cultural competency

i. *Information and referral about Medicaid-covered services within the PIHP as well as outside to Medicaid Health Plans, Fee-for-Services practitioners, and Department of Human Services

j. The organization of the Public Mental Health System 

k. Balanced Budget Act relative to the customer services functions and beneficiary rights and protections

l. Community resources (e.g., advocacy organizations, housing options, schools, public health agencies)

m. Public Health Code (for substance abuse treatment recipients if not delegated to the substance abuse coordinating agency)

*Must have a working knowledge of these areas, as required by the Balanced Budget Act

MEDICAID PROVIDER MANUAL:

www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
Scroll down to Mental Health/Substance Abuse Chapter

	State Plan Services

(Available if medically necessary to all Medicaid beneficiaries served by mental health system)
	1915(b)(3) Services

(Available if medically necessary to all Medicaid beneficiaries served by mental health system)
	Habilitation Supports Waiver Services

(Available if medically necessary only to HSW enrollees)

	Assertive Community Treatment Program (ACT)
	Assistive Technology
	Chore Services

	Health Assessment
	Community Living Supports
	Community Living Supports

	Psychiatric Evaluation
	Enhanced Pharmacy
	Enhanced Medical Equipment and Supplies

	Psychological Testing
	Environmental Modifications
	Enhanced Pharmacy

	All Other Assessments & Testing
	Extended Observation Beds (23 hrs or less)
	Environmental Modifications

	Behavior Management Review
	Family Support & Training
	Family Training

	Child Therapy
	Fiscal Intermediary Services
	Out-of-Home Non-vocational Habilitation

	Clubhouse Psychosocial Rehabilitation Programs
	Housing Assistance
	Personal Emergency Response System (PERS)

	Crisis Interventions
	Peer-Delivered or Peer-Operated Support Services
	Pre-vocational Services

	Crisis Residential Services
	Prevention-Direct Service Models
	Private Duty Nursing (PDN)

	Family Therapy
	Respite Care Services
	Respite Care

	Health Services
	Skill Building Assistance
	Supports Coordination

	Home-based Services
	Support & Service Coordination
	Supported Employment

	Individual/Group Therapy
	Supported/Integrated Employment Services
	

	In-patient Psychiatric Hospitalization
	Wrap-Around
	

	Intensive Crisis Stabilization Services
	Sub-acute de-tox (SA)
	

	Intermediate Care Facility for Individuals with Mental Retardation (ICF/MR)
	Residential treatment (SA)
	


SPECIALTY SUPPORTS AND SERVICES FOR MICHIGAN MEDICAID BENEFICIARIES

Managed by Pre-Paid Inpatient Health Plans

	State Plan Services

(Available if medically necessary to all Medicaid beneficiaries served by mental health system)
	
	

	Medication Administration
	
	

	Medication Review
	
	

	Nursing Facility Mental Health Monitoring
	
	

	Occupational Therapy
	
	

	Outpatient Partial Hospitalization Services
	
	

	Personal Care in Licensed Specialized Residential Settings
	
	

	Physical Therapy
	
	

	Speech, Hearing & Language
	
	

	Substance Abuse
	
	

	Targeted Case Management
	
	

	Transportation
	
	

	Treatment Planning
	
	


PERSON-CENTERED PLANNING

 REVISED POLICY PRACTICE GUIDELINE

October 2002

I.
SUMMARY/BACKGROUND

The Michigan Mental Health Code establishes the right for all individuals to have their Individual Plan of Service developed through a person-centered planning process regardless of age, disability or residential setting.   In the past, Medicaid or other regulatory standards have governed the process of plan development.  These standards drove the planning process through requirements on the types of assessments to be completed and the professionals to be involved.  Person-centered planning departs from this approach in that the individual directs the planning process with a focus on what he/she wants and needs.  Professionally trained staff play a role in the planning and delivery of treatment, and may play a role in the planning and delivery of supports.  However, the development of the Individual Plan of Service, including the identification of possible services and professionals, is based upon the expressed needs and desires of the individual.  Health and safety needs are addressed in the Individual Plan of Service with supports listed to accommodate those needs.
The Michigan Department of Community Health (MDCH) has advocated and supported a family approach to service delivery for children and their families.  This approach recognizes the importance of the family and the fact that supports and services impact the entire family.  Therefore, in the case of minors, the child/family is the focus of service planning, and family members are integral to the planning process and its success.  The wants and needs of the child/family are considered in the development of the Individual Plan of Service. 
Managed care strategies play an important role in planning for, and delivery of, supports, services and/or treatment.  Person-centered planning complements these strategies.  Both strategies intend to ensure that individuals are provided with the most appropriate services necessary to achieve the desired outcomes.  When an individual expresses a choice or preference for a support, service and/or treatment for which an appropriate alternative of lesser cost exists, and compromise fails, a process for dispute resolution and appeal may be needed.  This document provides guidelines for addressing disputes.

The literature describes specific methods for person-centered planning, including, but not limited to, individual service design, Personal Futures Planning, MAPS, Essential Lifestyle Planning, Planning Alternative Tomorrows With Hope, etc.  This Practice Guideline does not support one model over another.  It does, however, define the values, principals and essential elements of the person-centered planning process.

II.
VALUES AND PRINCIPLES UNDERLYING PERSON-CENTERED PLANNING

Person-centered planning is a highly individualized process designed to respond to the expressed needs/desires of the individual.


A.
Each individual has strengths, and the ability to express preferences and to make choices. 
B.
The individual’s choices and preferences shall always be honored and considered, if not always granted.

C.
Each individual has gifts and contributions to offer to the community, and has the ability to choose how supports, services and/or treatment may help them utilize their gifts and make contributions to community life.


D.
Person-centered planning processes maximize independence, create community connections, and work towards achieving the individual’s dreams, goals and desires.  

E.
A person’s cultural background shall be recognized and valued in the decision-making process.

III.
PCP PRACTICE GUIDELINES
A.
Essential Elements

1.
Person-centered planning is a process in which the individual is provided with opportunities to reconvene any or all of the planning processes whenever he/she wants or needs.

2.
The process encourages strengthening and developing natural supports by inviting family, friends and allies to participate in the planning meeting(s) to assist the individual with his/her dreams, goals and desires.  

3.
The development of natural supports shall be viewed as an equal responsibility of the PHP/CMHSP and the individual.  The PHP/CMHSP, in partnership with the person, is expected to develop, initiate, strengthen, and maintain community connections and friendships through the person-centered process.

4.
The individual is provided with the options of choosing external independent facilitation of his/her meeting(s), unless the individual is receiving short-term outpatient therapy only, medication only, or is incarcerated. 

5.
Before a person-centered planning meeting is initiated, a pre-planning meeting occurs.  In pre-planning the individual chooses:

a.
dreams, goals, desires and any topics about which he/she would like to talk about




b.
topics he/she does not want discussed at the meeting




c.
who to invite




d.
where and when the meeting will be held




e.
who will facilitate




f.
who will record



6.
All potential support and/or treatment options (array of mental health services including Medicaid-Covered Services and Alternative Services and Mental Health Code-required services) to meet the expressed needs and desires of the individual are identified and discussed with the individual.

a. Health and safety needs are identified in partnership with the individual.  The plan coordinates and integrates services with primary health care.

b. The individual is provided with the opportunity to develop a crisis plan.

c. Each Individual Plan of Service must contain the date the service is to begin, the specified scope, duration, intensity and who will provide each authorized service.

d. Alternative services are discussed.

7.
The individual has ongoing opportunities to express his/her needs and desires, preferences, and to make choices.  This includes:

a.
Accommodations for communication, with choices and options clearly explained, shall be made.

b.
To the extent possible, the individual shall be given the opportunity for experiencing the options available prior to making a choice/decision.  This is particularly critical for individuals who have limited life experiences in the community with respect to housing, work and other domains.

c.
Individuals who have court-appointed legal guardians shall participate in person-centered planning and make decisions that are not delegated to the guardian in the Guardianship Letters of Authority. 

d.
Service delivery shall concentrate on the child as a member of a family, with the wants and needs of the child and family integral to the plan developed. Parents and family members of minors shall participate in the person-centered planning process unless:





(1)  
The minor is 14 years of age or older and has requested services without the knowledge or consent of parents, guardian or person in loco parentis within the restrictions stated in the Mental Health Code; 





(2) 
The minor is emancipated; or

(3) 
The inclusion of the parent(s) or significant family members would constitute a substantial risk of physical or emotional harm to the recipient or substantial disruption of the planning process as stated in the Mental Health Code.  Justification of the exclusion of parents shall be documented in the clinical record.

8. Individuals are provided with ongoing opportunities to provide feedback on how they feel about the service, support and/or treatment they are receiving, and their progress toward attaining valued outcomes.  Information is collected and changes are made in response to the individual’s feedback.  



9.   Each individual is provided with a copy of his/her Individual Plan of Service 

                       within 15 business days after their meeting.

B.
Illustrations of Individual Needs

Person-centered planning processes begin when the individual makes a request to the Prepaid Health Plan (PHP)/Community Mental Health Services Program (CMHSP).  The first step is to find out from the individual the reason for his/her request for assistance.  During this process, individual needs and valued outcomes are identified rather than requests for a specific type of service.  Since person-centered planning is an individualized process, how the PHP/CMHSP proceeds will depend upon what the individual requests.

This guideline includes a chart of elements/strategies that can be used by the person representing the PHP/CMHSP, depending upon what the individual wants and needs.  Three possible situations are:


1.
The individual expresses a need that would be considered urgent or emergent. 

When an individual is in an urgent/emergent situation, the goal is to get the individual’s crisis situation stabilized.  Following stabilization, the individual and PHP/CMHSP will explore further needs for assistance and if required, proceed to a more in-depth planning process as outlined below.  It is in this type of situation where an individual’s opportunity to make choices may be limited.

2.
The individual expresses a need or makes a request for a support, service and/or treatment in a single life domain and/or of a short duration.

A life domain could be any of the following:

a.
Daily activities

b.
Social relationships

c.
Finances

d.
Work

e.
School

f.
Legal and safety

g.
Health

h.
Family relationships, etc.

3.
The individual expresses multiple needs that involve multiple life domains for support(s), service(s) or treatment of an extended duration.

The following chart represents the elements/strategies that can be used depending on the kinds of needs expressed by the individual.

	ELEMENTS/STRATEGIES
	URGENT/

EMERGENT
	SHORT 

DURATION
	EXTENDED DURATION

	The individual expresses his/her needs and/or desires.   Accommodations for communication will be made to maximize his/her ability for expression.
	
X
	
X
	
X

	The individual’s preferences, choices and abilities are respected.
	
X
	
X
	
X

	Potential issues of health and safety are explored and discussed. Supports to address health and safety needs are included in the Individual Plan of Service.
	
X
	
X
	
X

	As a result of health or safety concerns or court-ordered treatment, limitations may exist for individual choice.  However, opportunities for individuals to express their perceived needs can occur and opportunities to make choices among limited options can be given.  
	
X
	
X
	
X

	Person-centered planning includes pre-planning activities.  These activities result in the determination of whether in-depth treatment or support planning is necessary, and if so, to determine and identify the persons and information that need to be assembled for successful planning to take place. 
	
	
X
	
X

	In short-term/outpatient service areas, the individual is provided with information on person-centered planning, including pre-planning at or before the initial visit.   Individuals are encouraged to invite persons to the session where the plan is developed.
	
	
X
	

	In collaboration with the PHP/CMHSP, the individual identifies strategies and supports, services and/or treatment needed to achieve desired outcomes.
	
	
X
	
X

	Exploration of the potential resources for supports and services to be included in the individual’s plan are to be considered in this order:



The individual.



Family, friends, guardian, and significant others.


Resources in the neighborhood and community.


Publicly-funded supports and services available for all citizens.


Publicly-funded supports and services provided under the auspices of the Department of Community Health and Community Mental Health Services Programs.
	
	
X
	
X

	Regular opportunities for individuals to provide feedback are available.  Information is collected and changes are made in response to the individual’s feedback.
	

	
X
	
X

	The individual’s support network is explored with that person to determine who can best help him/her plan.  The individual and the persons he/she selects together define the individual’s desired future, and develop a plan for achieving desired outcomes.   For any individual with dementia or other organic impairments, this should include the identification of spouses or other primary care givers who are likely to be involved in treatment or support plan implementation.
	

	

	
X

	The process continues during the planning meeting(s) where the individual and others he/she has selected who know him/her well talk about the desired future and outcomes concentrating on the needs and wants previously identified as needing change.
	

	

	
X


IV.
ASSURANCES AND INDICATORS OF PERSON-CENTERED PLANNING


IMPLEMENTATION
It is the responsibility of the PHP/CMHSP to assure that the Individual Plan of Service is developed utilizing a person-centered planning process.  Below are examples of systemic and individual level indicators that would demonstrate that person-centered planning has occurred. The methods of gathering information or evidence may vary, and include the review of administrative documents, clinical policy and guidelines, case record review, satisfaction surveys and interviews/focus groups with individuals and their families.

A.
Systemic indicators could include, but not be limited to:



1.
The PHP/CMHSP has a DCH-approved policy or practice guideline that delineates how person-centered planning will be implemented.



2.
Evidence that the PHP/ CMHSP informs individuals of their right to person-centered planning and associated appeal mechanisms, investigates complaints in this area, and documents outcomes.



3.
Evidence that the PHP/CMHSP's quality improvement system actively seeks feedback from individuals receiving services, support and/or treatment regarding their satisfaction, providing opportunities to express needs and preferences and the ability to make choices.  Information is collected and changes are made in response to the individual’s feedback.

4. The PHP/CMHSP's staff development plan includes efforts to ensure that executive team, professional employees, direct care staff, board members, consumers, families and other stakeholders are trained in the philosophy, methods, and implementation activities of person-centered process.

5. The PHP/CMHSP collects information and makes changes when necessary on processes to develop natural supports.  Information collected examines the development, initiation, and maintenance of community connections and friendships through the person-centered process.

6. The PHP/CMHSP has developed and implemented, in partnership with individuals with       disabilities, a plan for independent facilitation including but not limited to training requirements, performance expectations, satisfaction surveys, retention of skilled facilitators, and ongoing training with support.


B.
Individual indicators could include, but not be limited to:

1. Evidence the individual was provided with information of his/her right to person-

centered planning.

2. Evidence that the individual chose topics he/she would like to talk about in the meeting,

topics he/she does not want discussed at the meeting, whether or not other persons should

be involved, and those identified were involved in the planning process and in the 

implementation of the Individual Plan of Service.

3. Evidence that the individual chose the places and times to meet, convenient to the

individual and to the persons he/she wanted present.

4. Evidence that the individual had choice in the selection of who will facilitate the plan,

and treatment or support services provided including staff that will assist in carrying

out the activities in the plan.

5. Evidence that the individual’s preferences and choices were considered, or a description

of the dispute/appeal process and the resulting outcome.

6. Evidence that the progress made toward the valued outcomes identified by the individual

was reviewed and discussed for the purpose of modifying the strategies and techniques employed to achieve these outcomes.

V.
DISPUTE RESOLUTION/APPEAL MECHANISMS


All consumers have the right to a fair and efficient process for resolving complaints regarding their services and supports managed and/or delivered by Prepaid Health Plans (PHPs), their affiliate Community Mental Health Services Programs (CMHSPs) and their provider networks.  A recipient of or applicant for public mental health services may access several options to pursue the resolution of complaints.  These options are defined through the Recipient Rights requirements referenced in the Michigan Mental Health Code for all recipients of public mental health services, federal law for Medicaid recipients, and the MDCH/PHP or CMHSP contract.  It is important to note that an individual receiving mental health services and supports may pursue their complaint within multiple options simultaneously.


Chapters 7, 7a, 4 and 4a of the Mental Health Code describe the broad set of rights and protections for recipients of public mental health services as well as the procedures for the investigation and resolution of recipient rights complaints.  Processes for complaints related to the denial, reduction, suspension or termination of services and supports are specified in the Grievance and Appeal Technical Requirement, Attachment 6.3.2.1 of the Department of Community Health Contract for Specialty Services and Supports.


This requirement is based upon the premise that all recipients of, or applicants for, public mental health services will receive notice of their rights and an explanation of the grievance and appeal processes.  This requirement in no way requires the exhaustion of grievance or alternative dispute resolution processes prior to the filing of a recipient rights complaint pursuant to Chapter 7 and 7a of the Code.

VI.
DEFINITIONS
Case Manager/Supports Coordinator - The staff person who works with the individual to gain access to and coordinate the services, supports and/or treatment that the individual wants or needs.

Emancipated Minor - The termination of the rights of the parents to the custody, control, services and earnings of a minor, which occurs by operation of law or pursuant to a petition filed by a minor with the probate court.

Emergency Situation - A situation when the individual can reasonably be expected, in the near future, to physically injure himself, herself, or another person; is unable to attend to food, clothing, shelter or basic physical activities that may lead to future harm, or the individual’s judgment is impaired leading to the inability to understand the need for treatment resulting in physical harm to self or others.

Family Member - A parent, stepparent, spouse, sibling, child, or grandparent of a primary consumer, or an individual upon whom a primary consumer is dependent for at least 50 percent of his or her financial support.

Guardian - A person appointed by the court to exercise specific powers over an individual who is a minor, legally incapacitated, or has developmental disabilities.

Individual Plan of Service - A written Individualized Plan of Service directed by the individual as required by the Mental Health Code.  This may be referred to as a treatment plan or a support plan.  

Minor - An individual under the age of 18 years.

Natural Support – A person who is involved in an individual’s life other than just for pay.

Person-Centered Planning - A process for planning and supporting the individual receiving services that builds upon the individual’s capacity to engage in activities that promote community life and honor the individual’s preferences, choices, and abilities.  The person-centered planning process involves families, friends, and professionals as the individual desires or requires.

Urgent Situation - A situation in which an individual is determined to be at risk of experiencing an emergency situation in the near future if he or she does not receive care, treatment or support services.

VII.
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MICHIGAN DEPARTMENT OF COMMUNITY HEALTH
Mental Health and Substance Abuse Services
Self-Determination Policy & Practice Guideline

INTRODUCTION
Self-determination incorporates a set of concepts and values that emphasize participation and the achievement of personal control for individuals served through the public mental health system.   These concepts and values stem from a  core belief that people who require support through the public mental health system must have freedom not only to define the life they seek, but to be supported to direct the assistance they require in pursuit of that life.   Persons who rely on the public mental health system for necessary supports and services must have access to meaningful options from which to make choices, and be supported to control the course of their lives.  Arrangements that support self-determination must be sponsored by the public mental health system, assuring methods for the person to exert direct control over how, by whom, and to what ends they are served and supported.

Person-centered planning (PCP) is a central element of self-determination.  PCP is the crucial medium for expressing and transmitting personal needs, wishes, goals and aspirations.  As the PCP process unfolds, the appropriate mix of paid/non-paid services and supports to assist the individual in realizing/achieving these personally-defined goals and aspirations are identified.  The principles of self-determination recognize the rights of people supported by the mental health system to have a life with freedom, and to access and direct needed supports that assist in the pursuit of their life, with responsible citizenship. 

The methods applicable to self-determination provide a route for the person to engage in activities that accompany a meaningful life.  Activities that promote deep community connections, the opportunity for real work, ways to contribute to one’s community, and participation in personally-valued experiences must be among the purposes of supports the person may need.  These supports function best when they build upon natural community experiences and opportunities.  The person determines and manages needed supports in close association with chosen friends, family, neighbors, and co-workers as a part of an ordinary community life.

Person-centered planning and self-determination underscore a commitment in Michigan to move away from traditional service approaches for consumers of the public mental health system.  In Michigan, the flexibility provided through the Medicaid 1915(b) Specialty Services waiver, together with the Mental Health Code requirements of PCP, have reoriented organizations to respond in new and more meaningful ways.  Recognition has increased among providers and professionals that many consumers may not need, want, or benefit from a clinical regimen, especially when imposed without clear choice.  Many provider agencies are learning ways to better support the consumer to choose, participate in, and accomplish a life with personal meaning.  This has meant, for example, reconstitution of segregated programs into non-segregated intervention options that connect better with community life.  

However, the move away from predefined programmatic approaches and professionally managed models has many barriers.  Conflicts of interest abound among many who manage the current system.  Agencies and providers have obligations and underlying values that affirm the principles of choice and control. Yet, they also have long-standing investments in existing programs and services, including their investments in capital and personnel resources.  Even when options are expanded, the choices currently available seldom dissolve the isolation of people with disabilities, reduce the segregation, nor necessarily promote participation in community life and the realization of full citizenship rights.

The Department of Community Health is supportive of the desire of people who use the services of the public mental health system to have a full and meaningful role in controlling and directing their specialty mental health services and supports arrangements.  At the same time, the Department knows that the system change requirements, as outlined in this policy and practice guideline, are not simple in their application.  The Department is committed to continuing dialogue with stakeholders, and to the provision of support, direction and technical assistance so the system may make successful progress to resolve technical difficulties and apparent barriers, to achieve real, measurable progress in the implementation of this policy. This policy is intended to clarify the essential aspects of arrangements that promote opportunity for self-determination, and define required elements of these arrangements.

PURPOSE
I. 
To provide policy direction that defines and guides the practice of self-determination within the public mental health system in order to assure that arrangements which support self-determination are made available as a means for achieving consumer-designed plans of specialty mental health services and supports.

CORE ELEMENTS
I. 
Consumers are to be provided with information about the principles of self-determination and the possibilities, models and arrangements involved.  Consumers shall have access to the tools and mechanisms supportive of self-determination, upon request.  Self-determination arrangements shall commence when the CMHSP and  the consumer reach an agreement on a plan of specialty mental health services and supports, the amount of  mental health and other public resources to be authorized to accomplish the plan, and the arrangements through which authorized public mental health resources will be controlled, managed, and accounted for.






II. 
Within the obligations that accompany the use of funds provided to them, CMHSPs shall ensure that their services planning and delivery processes are designed to encourage and support consumers to decide and control their own lives.  The CMHSP shall offer and support easily-accessed methods for consumers to control and direct an individual budget.  This includes providing them with methods to authorize and direct the delivery of specialty mental health services and supports from qualified providers selected by the consumer.

III. 
Consumers of services of the public mental health system shall direct the use of resources in order to choose meaningful specialty mental health services and supports in accordance with their plan as developed through a person-centered planning process.

IV. 
Fiscal responsibility and the wise use of public funds shall guide the consumer and the CMHSP in reaching an agreement on the allotment and use of funds comprising an individual budget.  Accountability for the use of public funds must be a shared responsibility of the CMHSP and the consumer, consistent with the fiduciary obligations of the CMHSP.

V. 
Realization of self-determination principles requires arrangements that are partnerships between the CMHSP and the consumer. They require the active commitment of the CMHSP to provide a range of options for consumer choice and control of personalized provider relationships within an overall environment of person-centered supports.

VI. 
In the context of this partnership, CMHSPs must actively assist consumers with prudently selecting qualified providers and otherwise support the consumer with successfully using resources allotted in an individual budget.

VII.
Issues of health, safety and well-being are central to assuring successful accomplishment of a consumer’s plan of specialty mental health services and supports.  These issues must be addressed and resolved using the person-centered planning process, balancing consumer preferences and opportunities for self-direction with CMHSP obligations under federal and state law and applicable Medicaid Waiver regulations.  Resolutions should be guided by the consumer’s preferences and needs, implemented in ways that maintain the greatest opportunity for consumer control and direction.

VIII. 
Self-determination requires recognition that there may be strong inherent conflicts of interest between the consumer’s choices and current methods of planning, managing and delivering specialty mental health services and supports.  The CMHSP must watch for and seek to minimize or eliminate either potential or actual conflicts of interest between itself and its provider systems, and the processes and outcomes sought by the consumer.

IX.
Arrangements that support self-determination, allowing a consumer to choose, control and direct providers of specialty mental health services and supports, are not themselves covered services under the Speciality Mental Health Plan.  They are administrative mechanisms.  Self-determination arrangements must be developed and operated within the requirements of the Prepaid Health Plan contract between the CMHSP and the State of Michigan and in accordance with federal and state law.  Involvement in self-determination does not change a consumer’s eligibility for particular specialty mental health services and supports.

POLICY
I. 
Opportunity to pursue and obtain a plan incorporating arrangements that support self-determination shall be established in each Community Mental Health Services Program, for adults with developmental disabilities and adults with mental illness.  Each CMHSP shall develop and make available a set of methods that provide opportunities for the consumer to control and direct their specialty mental health services and supports arrangements.
A. 
Participation in self-determination shall be a voluntary option on the part of the consumer.

B. 
Consumers involved in self-determination shall have the authority to select, control and direct their own specialty mental health services and supports arrangements by responsibly controlling the resources allotted in an individual budget, towards accomplishing the goals and objectives in their plan of specialty mental health services and supports.

C. 
A CMHSP shall assure that full and complete information about self-determination and the manner in which it may be accessed and applied is provided to each consumer.  This shall include specific examples of alternative ways that a consumer may use to control and direct an individual budget, and the obligations associated with doing this properly and successfully.

D. 
Self-determination shall not serve as a method for a CMHSP to reduce its obligations to the consumer, or to avoid the provision of needed specialty mental health services and supports.

E. 
A CMHSP shall actively support and facilitate a consumer’s application of the principles of self-determination in the accomplishment of his/her plan of services.
II. 
Arrangements that support self-determination shall be made available to each consumer  for whom an agreement on a plan of authorized specialty mental health services and supports, along with an acceptable individual budget, has been reached.  A consumer initiates this process by requesting the opportunity to participate in self-determination.  For the purposes of self-determination, reaching agreement on the plan must include delineation of the arrangements that will, or may, be applied by the consumer to select, control and direct the provision of those services and supports. 

A. 
Development of an individual budget shall be done in conjunction with development of a plan of specialty mental health services and supports, using a person-centered planning process.
B. 
As part of the planning process leading to an agreement about self-determination, the arrangements that will, or may, be applied by the consumer to pursue self-determination shall be delineated and agreed to by the consumer and the CMHSP.
C. 
The individual budget represents the expected or estimated costs of a concrete approach to accomplishing the consumer’s plan.

D. 
The amount of the individual budget shall be formally agreed to by both the consumer and the CMHSP before it may be authorized for use by the consumer.  A copy of the individual budget must be provided to the consumer prior to the onset of a self-determination arrangement.
E. 
Proper use of an individual budget is of mutual concern to the CMHSP and the consumer.

1. 
Mental Health funds included in an individual budget are the assets and responsibility of the CMHSP, and must be used consistent with statutory and regulatory requirements.  Authority over their direction is delegated to the consumer, for the purpose of achieving the goals and outcomes contained in the consumer’s plan.  The limitations associated with this delegation shall be delineated to the consumer as part of the process of developing the plan and authorizing the individual budget.

2. 
An agreement shall be made in writing between the CMHSP and the consumer delineating the responsibility and the authority of both parties in the application of the individual budget, including how communication will occur about its use.  The agreement shall include a copy of the consumer’s plan and individual budget.  The directions and assistance necessary for the consumer to properly apply the individual budget shall be provided to the consumer in writing when the agreement is finalized.

3. 
An individual budget, once authorized, shall be filed with the consumer’s approved plan of service.  An individual budget shall be in effect for a specified period of time.  Since the budget is based upon the consumer’s plan of specialty mental health services and supports, when the plan needs to change, the budget may need to be reconsidered as well.  In accordance with the Person-Centered Planning Practice Guidelines, the plan may be reopened and reconsidered whenever the consumer, or the agency, feels it needs to be reconsidered.




4. 
The individual budget is authorized by the CMHSP for the purpose of providing a defined amount of resources that may be directed by the consumer to pursue accomplishing their plan of specialty mental health services and supports.  An individual budget shall be flexible in its use. 




a. 
The consumer may adjust the specific application of CMHSP-authorized funds within the budget between budgetary line items and/or categories in order to adjust his/her specialty mental health services and supports arrangements as he or she deems necessary to accomplish his/her plan. 

b. 
Unless the planned adjustment deviates from the goals and objectives in the consumer’s plan, the consumer does not need to seek permission from the CMHSP nor be required to provide advance notification of an intended adjustment.

c. 
When a consumer makes adjustments in the application of funds in an individual budget, these shall occur within a framework that has been agreed to by the consumer and the CMHSP, and described in an attachment to the consumer’s self-determination agreement.  When changes are made, these shall be promptly communicated to the CMHSP. 

d. 
If an adjustment in the use of the budget is intended for a service/support that does not serve to accomplish the direction and intent of the person’s plan, then the plan must be appropriately modified before the adjustment may be made.  The CMHSP shall attempt to resolve such situations in an expedient manner.

e.
The funds aggregated and used to finance an individual budget may be controlled by more than one funding source.  Flexibility in the use of these funds is therefore constrained by the specific limitations of funding sources (e.g., Home Help, Vocational Rehabilitation, etc.)  Consumers must be informed when some of the resources associated with accomplishing their plan of services and supports involve commitments from funding sources other than the CMHSP, and assisted to work within constraints that accompany them.

f. 
Funds allotted for specialty mental health services may not be used to purchase services which are not specialty mental health services, nor should contracts with providers of specialty mental health services be entered into if they are not fiscally prudent.

5. 
Either party -- the CMHSP or the consumer -- may terminate a self-determination agreement, and therefore, the self-determination arrangement.  Prior to the CMHSP terminating an agreement, and unless it is not feasible, the CMHSP shall inform the consumer of the issues that have led to consideration of a discontinuation or alteration decision, in writing, and provide an opportunity for problem resolution.  Typically this will be conducted using the person-centered planning process, with termination being the option of choice if other mutually-agreeable solutions cannot be found.  In any instance of CMHSP discontinuation or alteration of a self-determination arrangement, the local processes for dispute resolution may be used to address and resolve the issues.

6. 
Discontinuation of a self-determination agreement shall not, by itself, change the consumer’s plan of services, nor eliminate the obligation of the CMHSP to assure specialty mental health services and supports required in the plan.

7. 
In any instance of CMHSP discontinuation or alteration, the consumer must be provided an explanation of applicable appeal, grievance and dispute resolution processes and (where required) appropriate notice.  

III. 
Assuring authority over an individual budget is a core element of self-determination.  This means that the consumer may use, responsibly, an individual budget as the means to authorize and direct their providers of services and supports.   A CMHSP shall design and implement alternative approaches that consumers electing to use an individual budget may use to obtain consumer-selected and -directed provider arrangements.
A. 
Within prudent purchaser constraints, a consumer shall be able to access any willing and qualified provider entity who is available to provide needed specialty mental health services and supports.

B. 
Approaches shall provide for a range of control options up to and including the direct retention of consumer-preferred providers through purchase of services agreements between the consumer and the provider.  Options shall include, upon the consumer’s request and in line with their preferences:

1. 
Services/supports to be provided by an entity or individual currently operated by or under contract with the CMHSP.

2. 
Services/supports to be provided by a qualified provider chosen by the consumer, with the CMHSP agreeing to enter into a contract with that provider.

3. 
Services/supports to be provided by a consumer-selected provider with whom the consumer executes a direct purchase-of-services agreement.  The CMHSP shall provide guidance and assistance to assure that agreements to be executed with consumer-selected providers are consistent with applicable federal regulations governing provider contracting and payment arrangements.
a. 
Consumers shall be responsible for assuring those individuals and entities selected and retained meet applicable provider qualifications.  Methods that lead to consistency and success must be developed and supported by the CMHSP.
b. 
Consumers shall assure that written agreements are developed with each provider entity or individual that specify the type of service or support, the rate to be paid, and the requirements incumbent upon the provider.

c. 
Copies of all agreements shall be kept current, and shall be made available by the consumer, for review by authorized representatives of the CMHSP.

d. 
Consumers shall act as careful purchasers of specialty mental health services and supports necessary to accomplish their plan.  Arrangements for purchasing services shall not be excessive in cost. Consumers should aim for securing a better value in terms of outcomes for the costs involved.   Existing personal and community resources shall be pursued and utilized before using public mental health system resources.

e. 
Fees and rates paid to providers with a direct purchase-of-services agreement with the consumer shall be negotiated by the consumer, within the boundaries of the consumer’s authorized individual budget.  The CMHSP shall provide guidance as to the range of applicable rates, and may set maximum amounts that a consumer may spend to pay specific providers.
4. 
A consumer shall be able to access alternative methods to choose, control and direct personnel necessary to provide direct support, including:

a. 
Acting as the employer of record of personnel.

b. 
Access to a provider entity that can serve as employer of record for personnel selected by the consumer.

c. 
CMHSP contractual language with provider entities that assures consumer selection of personnel, and removal or reassignment of personnel who fail to meet consumer preferences.

d. 
Use of CMHSP-employed direct support personnel, as selected and retained by the consumer.

5. 
A consumer participating in self-determination shall not be obligated to utilize CMHSP-employed direct support personnel or a CMHSP-operated or -contracted program/service.
6. 
All individuals selected by the consumer, whether she or he is acting as employer of record or not, shall meet applicable provider requirements for direct support personnel, or the requirements pertinent to the particular professional services offered by the provider.

7. 
A consumer shall not be required to select and direct needed provider entities or his/her direct support personnel if she or he does not desire to do so.

IV. 
A CMHSP shall assist a consumer participating in self-determination to select, employ, and direct his/her support personnel, to select and retain chosen qualified provider entities, and shall make reasonably available, consistent with MDCH Technical Advisory instructions, their access to alternative methods for directing and managing support personnel.

A. 
A CMHSP shall select and make available qualified third-party entities that may function as fiscal intermediaries to perform employer agent functions and/or provide other support management functions, in order to assist the consumer in selecting, directing and controlling providers of specialty services and supports.

B. 
Fiscal intermediaries shall be under contract to the CMHSP or a designated sub-contracting entity.  Contracted functions may include:

1. 
Payroll agent for direct support personnel employed by the consumer (or chosen representative), including acting as an employer agent for IRS and other public authorities requiring payroll withholding and employee insurances payments.

2. 
Payment agent for consumer-held purchase-of-services and consultant agreements with providers of services and supports.

3. 
Provision of periodic (not less than monthly) financial status reports concerning the individual budget, to both the CMHSP and the consumer.  Reports made to the consumer shall be in a format that is useful to the consumer in tracking and managing the funds making up the individual budget.

4. 
Provision of an accounting to the CMHSP for the funds transferred to it and used to finance the costs of authorized individual budgets under its management.

5. 
Assuring timely invoicing, service activity and cost reporting to the CMHSP for specialty mental health services and supports provided by individuals and entities that have a direct agreement with the consumer.

6. 
Other supportive services, as denoted in the contract with the CMHSP,  that strengthen the role of the consumer as an employer, or assist with the use of other agreements directly involving the consumer in the process of securing needed services.

C. 
A CMHSP shall assure that fiscal intermediary entities are oriented to and supportive of the principles of self-determination, and able to work with a range of consumer styles and characteristics.  The CMHSP shall exercise due diligence in establishing the qualifications, characteristics and capabilities of the entity to be selected as a fiscal intermediary, and shall manage the use of fiscal intermediaries consistent with MDCH Technical Assistance Advisories addressing fiscal intermediary arrangements.

D. 
An entity acting as a fiscal intermediary shall be free from other relationships involving the CMHSP or the consumer that would have the effect of creating a conflict of interest for the fiscal intermediary in relationship to its role of supporting consumer-determined services/supports transactions. These other relationships typically would include the provision of direct services to the consumer.  The CMHSP shall identify and require remedy to any conflicts of interest of the entity that, in the judgement of the CMHSP, interfere with the performance of its role as a fiscal intermediary.
E. 
A CMHSP shall collaborate with and guide the fiscal intermediary and each consumer involved in self-determination to assure compliance with various state and federal require​ments, and to assist the consumer in meeting his/her obligations to follow applicable requirements.  It is the obligation of the CMHSP to assure that the entities selected to perform intermediary functions are capable of meeting and maintaining compliance with the requirements associated with their stated functions, including those contained in relevant MDCH Technical Assistance Advisories.

F. 
Typically, funds comprising a consumer’s individual budget would be lodged with the fiscal intermediary, pending appropriate direction by the consumer to pay consumer-selected and contracted providers.  Where a consumer selected and directed provider of services has a direct contract with the CMHSP, the provider may be paid by the CMHSP, not the fiscal intermediary.   In that case, the  portion of funds in the individual budget would not be lodged with the fiscal intermediary, but instead would remain with the CMHSP, as a matter of fiscal efficiency.

DEFINITIONS
Fiscal Intermediary

A fiscal Intermediary is an independent  legal entity (organization or individual) that acts as a fiscal agent of the CMHSP for the purpose of assuring fiduciary accountability for the funds comprising a consumer’s individual budget.  A fiscal intermediary shall perform its duties as specified in a contract with a CMHSP or its designated sub-contractor.  The purpose of the fiscal intermediary is to receive funds making up a consumer’s individual budget, and make payments as authorized by the consumer to providers and other parties to whom a consumer using the individual budget may be obligated.  A fiscal intermediary may also provide a variety of supportive services that assist the consumer in selecting, employing and directing individual and agency providers.  Examples of entities that might serve in the role of a fiscal intermediary include:  bookkeeping or accounting firms; local ARC or other advocacy organizations; a subsidiary of a service provider entity if no conflict of interest exists.

Qualified Provider

A qualified provider is an individual worker, a specialty practitioner, professional, agency or vendor that is a provider of specialty mental health services or supports that can demonstrate compliance with the requirements contained in the contract between the Department of Community Health and the CMHSP, including applicable requirements that accompany specific funding sources, such as Medicaid.   Where additional requirements are to apply, they should be derived directly from the consumer’s person-centered planning process, and should be specified in the consumer’s plan, or result from a process developed locally to assure the health and well-being of consumers, conducted with the full input and involvement of local consumers and advocates.

Consumer

For the purposes of this policy, “Consumer” means the adult consumer of direct specialty mental health services and supports, and/or his/her selected representative.  That is, the consumer may select a representative to enter into the self-determination agreement and for other agreements that may be necessary for the consumer to participate in consumer-directed supports and services arrangements.  Where the consumer has a legal guardian, the role of the guardian in self-determination shall be consistent with the guardianship arrangement established by the court.  A person selected as the representative of the consumer shall not supplant the role of the consumer in the process of person-centered planning, in accordance with the Mental Health Code and the requirements of the contract between the CMHSP and the Department of Community Health.  Where a consumer has been deemed to require a legal guardian, there is an extra obligation on the part of the CMHSP and those close to the consumer to assure that it is the consumer’s preferences and dreams that drive the use of self-determination arrangements, and that the best interests of the consumer are primary.  A CMHSP shall have the discretion to limit or restrict the use of self-determination arrangements by a guardian when the planned or actual use of those arrangements by that guardian are in conflict with the expressed goals and outcomes of the consumer.

Individual Budget

An individual budget is a fixed allocation of public mental health resources, and may also include other public resources whose access involves the assistance of the CMHSP, denoted in dollar terms.  These resources are agreed upon as the necessary cost of specialty mental health services and supports needed to accomplish a consumer’s plan of services/supports. The consumer served uses the funding authorized to acquire, purchase and pay for specialty mental health services and supports that support accomplishment of the consumer’s plan.

Plan
A plan means the consumer’s Individual Plan of Services and/or Supports, as developed using a person-centered planning process.

CMHSP

For the purposes of this policy, a Community Mental Health Services Program is an entity operated under Chapter Two of the Michigan Mental Health Code,  or an entity under contract with the CMHSP and authorized to act on its behalf in providing access to, planning for, and authorization of specialty mental health services and supports for people eligible for mental health services.

Specialty Mental Health Services
This term includes any service/support that can legitimately be provided using funds authorized by the CMHSP in the individual budget.  It includes alternative services and supports as well as Medicaid-covered services and supports.

Choice Voucher System

The Choice Voucher System is the designation for set of arrangements that facilitate and support accomplishing self-determination, through the use of an individual budget, a fiscal intermediary, and direct consumer-provider contracting.  Its use shall be guided by MDCH Technical Assistance Advisories which may be issued from time to time by the Department.

Self-Determination

Self-determination incorporates a set of concepts and values that underscore a core belief that people who require support from the public mental health system as a result of a disability should be able to define what they need in terms of the life they seek, have access to meaningful choices, and have control over their lives.  Within Michigan’s public mental health system, self-determination involves accomplishing system change to assure that services and supports for people are not only person-centered, but person-defined and person-controlled.  Self-determination is based on four principles.  These principles are:


FREEDOM:  The ability for individuals, with assistance from significant others (e.g., chosen family and/or friends), to plan a life based on acquiring necessary supports in desirable ways, rather than purchasing a program.  This includes the freedom to choose where and with whom one lives, who and how to connect to in one’s community, the opportunity to contribute in one’s own ways, and the development of a personal lifestyle.


AUTHORITY:  The assurance for a person with a disability to control a certain sum of dollars in order to purchase these supports, with the backing of their significant others, as needed.  It is the authority to control resources.


SUPPORT:  The arranging of resources and personnel, both formal and informal, to assist the person in living his/her desired life in the community, rich in community associations and contributions.  It is the support to develop a life dream and reach toward that dream.


RESPONSIBILITY:  The acceptance of a valued role by the person in the community through employment, affiliations, spiritual development, and caring for others, as well as accountability for spending public dollars in ways that are life-enhancing.  This includes the responsibility to use public funds efficiently and to contribute to the community through the expression of responsible citizenship.

A hallmark of self-determination is assuring a person the opportunity to direct a fixed amount of resources, which is derived from the person-centered planning process and called an individual budget.  The person controls the use of the resources in his/her individual budget, determining, with the assistance of chosen allies, which services and supports he or she will purchase, from whom, and under what circumstances.  Through this process, they possess power to make meaningful choices in how they live their life.

RECOVERY BROCHURE:

File:  Recovery Consensus Statement. pdf
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I.
PURPOSE AND BACKGROUND

This Technical Advisory is intended to facilitate Prepaid Inpatient Health Plan (PIHP) compliance with Medicaid Beneficiary Grievance System requirements for grievances and appeals contained in Part II, 6.3.2 of the Medicaid Managed Specialty Supports and Services contract with the Michigan Department of Community Health (DCH).  These requirements are applicable to all PIHPs, affiliate Community Mental Health Services Programs (CMHSPs), Substance Abuse Coordinating Agencies (CAs) and their provider networks. 

Although this technical advisory specifically addresses the federal Grievance System processes required for Medicaid beneficiaries, other dispute resolution processes available to all Mental Health consumers are identified and referenced. 

The term “Grievance system,” as used in the federal regulations refers to the overall system for Medicaid beneficiary grievances and appeals, required in the Medicaid managed care context.  Conceptually, the grievance system divides beneficiary complaints into two categories, those challenging an action, as defined in this document, and those challenging anything else.  A challenge to an action is called an appeal.  Any other type of complaint is considered a grievance

The Due Process Clause of the U.S. Constitution guarantees that Medicaid beneficiaries must receive “due process” whenever benefits are denied, reduced or terminated.  Due Process includes: (1) prior written notice of the adverse action (2) a fair hearing before an impartial decision maker (3) continued benefits pending a final decision and (4) a timely decision, measured from the date the complaint is first made.  Nothing about managed care changes these due process requirements.  

Consumers of mental health services who are Medicaid beneficiaries eligible for Speciality Supports and Services have various avenues available to them to resolve disagreements or complaints.  There are three processes under authority of the Social Security Act and its federal regulations that articulate federal requirements regarding grievance and appeals for Medicaid beneficiaries who participate in managed care.  Grievance and appeal process requirements for Medicaid beneficiaries were significantly expanded through federal regulations implementing the Balanced Budget Act (BBA) of 1997.  

Medicaid beneficiaries have rights and dispute resolution protections under federal authority of the Social Security Act, including:

· State fair hearings through authority of 42 CFR 431.200 et seq. 

· Local appeals through authority of 42 CFR 438.400 et seq. 

· Local grievances through authority of 42 CFR 438.400 et seq. 

Medicaid Beneficiaries, as public mental health consumers, also have rights and dispute resolution protections under authority of the State of Michigan Mental Health Code, (hereafter referred to as the “Code”) Chapters 7, 7A, 4 and 4A, including:

· Recipient Rights complaints through authority of the Mental Health Code (MCL 330.1772 et seq.)

· Medical Second Opinion through authority of the Mental Health Code (MCL 330.1705)

II.
DEFINITIONS

The following terms and definitions are utilized in this Technical Requirement.  

Action:  A decision that adversely impacts a Medicaid beneficiary’s claim for services due to:

· Denial or limited authorization of a requested service, including the type or level of service.

· Reduction, suspension, or termination of a previously authorized service.

· Denial, in whole or in part, of payment for a service.

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

· Failure to make an expedited authorization decision within three (3) working days from the date of receipt of a request for expedited service authorization. 

· Failure to provide services within 14 calendar days of the start date agreed upon during the person-centered planning and as authorized by the PIHP. 

· Failure of the PIHP to act within 45 calendar days from the date of a request for a standard appeal.

· Failure of the PIHP to act within three (3) working days from the date of a request for an expedited appeal.

· Failure of the PIHP to provide disposition and notice of a local grievance/complaint within 60 calendar days of the date of the request.  


Note: The term “action” is also referred to as an “adverse action” in this document.

Additional Mental Health Services:  Supports and services available to Medicaid beneficiaries who meet the criteria for specialty services and supports, under the authority of Section 1915(b)(3) of the Social Security Act.  Also referred to as “B3” waiver services. 
Adequate Notice of Action:  Written statement advising the beneficiary of a decision to deny or limit authorization of Medicaid services requested.  Notice is provided to the Medicaid beneficiary on the same date the action takes effect, or at the time of the signing of the individual plan of services/supports. 

Advance Notice of Action:  Written statement advising the beneficiary of a decision to reduce, suspend or terminate Medicaid services currently provided.  Notice to be provided / mailed to the Medicaid beneficiary at least 12 calendar days prior to the proposed date the action is to take effect.  
Appeal:  Request for a review of an “action” as defined above.  

Authorization of Services:  The processing of requests for initial and continuing service delivery.
Beneficiary:  An individual who has been determined eligible for Medicaid and who is receiving or may qualify to receive Medicaid services through a PIHP/CMHSP.  

Consumer:  Broad, inclusive reference to an individual requesting or receiving mental health services delivered and/or managed by the PIHP, including Medicaid beneficiaries, and all other recipients of PIHP/CMHSP services.  

Expedited Appeal: The expeditious review of an action, requested by a beneficiary or the beneficiary’s provider, when the time necessary for the normal appeal review process could seriously jeopardize the beneficiary’s life or health or ability to attain, maintain, or regain maximum function.  If the beneficiary requests the expedited review, the PIHP determines if the request is warranted.  If the beneficiary’s provider makes the request, or supports the beneficiary’s request, the PIHP must grant the request. 

Fair Hearing:  Impartial state level review of a Medicaid beneficiary’s appeal of an action presided over by a DCH Administrative Law Judge.  Also referred to as “Administrative Hearing”.

Grievance:  Medicaid Beneficiary’s expression of dissatisfaction about PIHP/CMHSP service issues, other than an action.  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 beneficiary
Grievance Process:  Impartial local level review of a Medicaid Beneficiary’s grievance (expression of dissatisfaction) about PIHP/CMHSP service issues other than an action.  
Grievance System:  Federal terminology for the overall local system of grievance and appeals required for Medicaid beneficiaries in the managed care context, including access to the state fair hearing process.
Local Appeal Process:  Impartial local level PIHP review of a Medicaid beneficiary’s appeal of an action presided over by individuals not involved with decision-making or previous level of review.

Medicaid Services:  Services provided to a beneficiary under the authority of the Medicaid State Plan, Habilitation Services and Support waiver, and/or Section 1915(b)(3) of the Social Security Act

Notice of Disposition: Written statement of the PIHP decision for each local appeal and/or grievance, provided to the beneficiary.

Recipient Rights Complaint:  Written or verbal statement by a consumer, or anyone acting on behalf of the consumer, alleging a violation of a Michigan Mental Health Code protected right cited in Chapter 7, which is resolved through the processes established in Chapter 7A.

III.
GRIEVANCE SYSTEM GENERAL REQUIREMENTS

Federal regulation (42 CFR 438.228) requires the state to ensure through its contracts with PIHPs, that each PIHP has an overall grievance system in place for Medicaid beneficiaries that complies with Subpart F of Part 438.  

The grievance system must provide Medicaid beneficiaries:

· A local PIHP appeal process for challenging an “action” taken by the PIHP or one of its agents.

· Access to the state level fair hearing process for an appeal of an “action”.

· A local PIHP grievance process for expressions of dissatisfaction about any matter other than those that meet the definition of an “action”.

· The right to concurrently file a PIHP level appeal of an action, and request a State fair hearing on an action, and file a PIHP level grievance regarding other service complaints. 

· The right to request a State fair hearing before exhausting the PIHP level appeal of an “action”.

· The right to request, and have, Medicaid benefits continued while a local PIHP appeal and/or state fair hearing is pending.

· The right to have a provider, acting on the beneficiary’s behalf and with the beneficiary’s written consent, file an appeal to the PIHP.  The provider may file a grievance or request for a state fair hearing on behalf of the beneficiary only if the State permits the provider to act as the beneficiary’s authorized representative in doing so.  

IV.
SERVICE AUTHORIZATION DECISIONS

When a Medicaid service authorization is processed (initial request or continuation of service delivery) the PIHP must provide the beneficiary written service authorization decision within specified timeframes and as expeditiously as the beneficiary’s health condition requires.  The service authorization must meet the requirements for either standard authorization or expedited authorization:
· Standard Authorization:  Notice of the authorization decision must be provided as expeditiously as the beneficiary’s health condition requires, and no later than 14 calendar days following receipt of a request for service.  

If the beneficiary or provider requests an extension OR if the PIHP justifies (to the state agency upon request) a need for additional information and how the extension is in the beneficiary’s interest; the PIHP may extend the 14 calendar day time period by up to 14 additional calendar days.

· Expedited authorization:  In cases in which a provider indicates, or the PIHP determines, that following the standard timeframe could seriously jeopardize the beneficiary’s life or health or ability to attain, maintain or regain maximum function, the PIHP must make an expedited authorization decision and provide notice of the decision as expeditiously as the beneficiary’s health condition requires, and no later than three (3) working days after receipt of the request for service.  

If the beneficiary requests an extension, or if the PIHP justifies (to the State agency upon request) a need for additional information and how the extension is in the beneficiary’s interest; the PIHP may extend the three (3) working day time period by up to 14 calendar days
When a standard or expedited authorization of services decision is extended, the PIHP must give the beneficiary written notice of the reason for the decision to extend the timeframe, and inform the beneficiary of the right to file an appeal if he or she disagrees with that decision.  The PIHP must issue and carry out its determination as expeditiously as the enrollee’s beneficiary’s health condition requires and no later than the date the extension expires.

V.
NOTICE OF ACTION 

A Notice of Action must be provided to a Medicaid beneficiary when a service authorization decision constitutes an “action” by authorizing a service  in amount, duration or scope less than requested or less than currently authorized, or the service authorization is not made timely.  In these situations, the PIHP must provide a notice of action containing additional information to inform the beneficiary of the basis for the action the PIHP has taken, or intends to take and the process available to appeal the decision. 

PIHP Notice of Action requirements include:

· The notice of action to the beneficiary must be in writing and meet language format needs of the individual to understand the content (i.e. the format meets the needs of those with limited English proficiency and or limited reading proficiency).

· The requesting provider, in addition to the beneficiary, must be provided notice of any decision by the PIHP to deny a service authorization request or to authorize a service in an amount, duration or scope that is less than requested.  The notice of action to the provider is not required to be in writing.

· If the beneficiary or representative requests a local appeal or a fair hearing not more than 12 calendar days from the date of the notice of action, the PIHP must reinstate the Medicaid services until disposition of the appeal 

· If the beneficiary’s services were reduced, terminated or suspended without an advance notice, the PIHP must reinstate services to the level before the action 
· If the utilization review function is not performed within part of an identified organization, program or unit (access centers, prior authorization unit, or continued stay units), any decision to deny, suspend, reduce, or terminate a service occurring outside of the person centered planning process still constitutes an action, and requires a written notice of action.


The notice of action must be either Adequate or Advance:

· Adequate notice: is a written notice provided to the beneficiary at the time of EACH action.  The individual plan of service, developed through a person-centered planning process and finalized with the beneficiary, must include, or have attached, the adequate notice provisions.

· Advance notice:  is a written notice required when an action is being taken to reduce, suspend or terminate services that the beneficiary is currently receiving.  The advance notice must be mailed 12 calendar days before the intended action takes effect.  


The content of both adequate and advance notices must include an explanation of:

· What action the PIHP has taken or intends to take,

· The reason(s) for the action,

· 42 CFR 440.230(d) is the basic legal authority for an action to place appropriate limits on a service based on such criteria as medical necessity or on utilization control procedures,

· The beneficiary’s or provider’s right to file a PIHP appeal, and instructions for doing so,

· The beneficiary’s right to request a State fair hearing, and instructions for doing so,

· The circumstances under which expedited resolution can be requested, and instructions for doing so,

· An explanation that the beneficiary may represent himself or use legal counsel, a relative, a friend or other spokesman,


The content of an advance notice must also include an explanation of:

· The circumstances under which services will be continued pending resolution of the appeal,

· How to request that benefits be continued, and 

· The circumstances under which the beneficiary may be required to pay the costs of these services.  

NOTE: Examples of adequate and advance notices containing required content are in Exhibits A and B at the end of this document.

There are limited exceptions to the advance notice requirement.  The PIHP may mail an adequate notice of action, not later than the date of action to terminate, suspend or reduce previously authorized services, IF:

· The PIHP has factual information confirming the death of the beneficiary.

· The PIHP receives a clear written statement signed by the beneficiary that he/she no longer wishes services or gives information that requires termination or reduction of services and indicates that he/she understands that this must be the result of supplying that information.

· The beneficiary has been admitted to an institution where he/she is ineligible under Medicaid for further services.

· The beneficiary’s whereabouts are unknown and the post office returns PIHP mail directed to him/her indicating no forwarding address.

· The PIHP establishes the fact that the beneficiary has been accepted for Medicaid services by another local jurisdiction, State, territory, or commonwealth.

· A change in the level of medical care is prescribed by the beneficiary’s physician

· The date of the action will occur in less than 10 calendar days.

The Notice of Action must be mailed within the following timeframes:

· At least 12 calendar days before the date of an action to terminate suspend or reduce previously authorized Medicaid covered services(s) (Advance)

· At the time of the decision to deny payment for a service (Adequate)

· Within 14 calendar days of the request for a standard service authorization decision to deny or limit services (Adequate).

· Within 3 working days of the request for an expedited service authorization decision to deny or limit services (Adequate).

If the PIHP is unable to complete either a standard or expedited service authorization to deny or limit services within the timeframe requirement, the timeframe may be extended up to an additional 14 calendar days. 

If the PIHP extends the timeframe, it must:

· Give the beneficiary written notice, no later than the date the current timeframe expires, of the reason for the decision to extend the timeframe and inform the beneficiary of the right to file an appeal if he or she disagrees with that decision; and 

· Issue and carry out its determination as expeditiously as the beneficiary’s health condition requires and no later than the date the extension expires.

VI.
MEDICAID SERVICES CONTINUATION OR REINSTATEMENT 

The PIHP must continue Medicaid services previously authorized while the PIHP appeal and/or State fair hearing are pending if: 

· The Beneficiary specifically requests to have the services continued, and

· The Beneficiary or provider files the appeal timely; and

· The appeal involves the termination, suspension, or reduction of a previously authorized course of treatment, and

· The services were ordered by an authorized provider, and

· The original period covered by the original authorization has not expired.

When the PIHP continues or reinstates the beneficiary’s services while the appeal is pending, the services must be continued until one of the following occurs:

· The beneficiary withdraws the appeal.

· Twelve calendar days pass after the PIHP mails the notice of disposition providing the resolution of the appeal against the beneficiary, unless the beneficiary, within the 12 day timeframe, has requested a State fair hearing with continuation of services until a State fair hearing decision is reached.

· A State fair hearing office issues a hearing decision adverse to the beneficiary.

· The time period or service limits of the previously authorized service has been met. 

If the PIHP, or the DCH fair hearing administrative law judge reverses a decision to deny authorization of services, and the beneficiary received the disputed services while the appeal was pending, the PIHP or the State must pay for those services in accordance with State policy and regulations.  

If the PIHP, or the DCH fair hearing administrative law judge reverses a decision to deny, limit, or delay services that were not furnished while the appeal was pending, the PIHP must authorize or provide the disputed services promptly, and as expeditiously as the beneficiary’s health condition requires.  

VII.
STATE FAIR HEARING APPEAL PROCESS

Federal regulations provide a Medicaid beneficiary the right to an impartial review (fair hearing) by a state level administrative law judge, of a decision (action) made by the local agency or its agent.  

· A Medicaid beneficiary has the right to request a fair hearing when the PIHP or its contractor takes an “action”, or a grievance request is not acted upon within 60 calendar days.  The beneficiary does not have to exhaust local appeals before he/she can request a fair hearing.

· The agency must issue a written notice of action to the affected beneficiary. (See section VI above for Notice information.)

· The agency may not limit or interfere with the beneficiary’s freedom to make a request for a fair hearing.

· Beneficiaries are given 90 calendar days from the date of the notice to file a request for a fair hearing. 

· If the beneficiary, or representative, requests a fair hearing not more than 12 calendar days from the date of the notice of action, the PIHP must reinstate the Medicaid services until disposition of the hearing by the administrative law judge.

· If the beneficiary’s services were reduced, terminated or suspended without advance notice, the PIHP must reinstate services to the level before the action.

· The parties to the state fair hearing include the PIHP, the beneficiary and his or her representative, or the representative of a deceased beneficiary’s estate.

· Expedited hearings are available.

Detailed information and instructions for the Fair Hearing process can be found in the DCH Administrative Tribunal Policy and Procedures Manual online at:

   



www.michigan.gov/documents/Manual_9658_7.pdf
VIII.
LOCAL APPEAL PROCESS

Federal regulations provide a Medicaid beneficiary the right to a local level appeal of an action.  PIHP appeals, like those for fair hearings, are initiated by an “action”.  The beneficiary may request a local appeal under the following conditions:

· The beneficiary has 45 calendar days from the date of the notice of action to request a local appeal.  

· An oral request for a local appeal of an action is treated as an appeal to establish the earliest possible filing date for appeal.  The oral request must be confirmed in writing unless the beneficiary requests expedited resolution.

· The beneficiary may file an appeal with the PIHP organizational unit approved and administratively responsible for facilitating local appeals.

· If the beneficiary, or representative, requests a local appeal not more than 12 calendar days from the date of the notice of action, the PIHP must reinstate the Medicaid services until disposition of the hearing.

When a beneficiary requests a local appeal, the PIHP is required to:

· Give beneficiaries reasonable assistance to complete forms and to take other procedural steps. This includes but is not limited to providing interpreter services and toll free numbers that have adequate TTY/TTD and interpreter capability.

· Acknowledge receipt of each appeal. 

· Maintain a log of all requests for appeal to allow reporting to the PIHP Quality Improvement Program.

· Ensure that the individuals who make the decisions on appeal were not involved in the previous level review or decision-making.

· Ensure that the individual(s) who make the decisions on appeal are health care professionals with appropriate clinical expertise in treating the beneficiary’s condition or disease when the appeal is of a denial based on lack of medical necessity or involves other clinical issues

· Provide the beneficiary, or representative with:

· Reasonable opportunity to present evidence and allegations of fact or law in person as well as in writing; 

· Opportunity, before and during the appeals process, to examine the beneficiary’s case file, including medical records and any other documents or records considered during the appeals process; 

· Opportunity to include as parties to the appeal the beneficiary and his or her representative or the legal representative of a deceased beneficiary’s estate;

· Information regarding the right to a fair hearing and the process to be used to request the hearing.

Notice of Disposition requirements:

· The PIHP must provide written notice of the disposition of the appeal, and must also make reasonable efforts to provide oral notice of an expedited resolution. 

· The content of a notice of disposition must include an explanation of the results of the resolution and the date it was completed.

· When the appeal is not resolved wholly in favor of the beneficiary, the notice of disposition must also include:

· The right to request a state fair hearing, and how to do so;

· The right to request to receive benefits while the state fair hearing is pending, if requested within 12 days of the PIHP mailing the notice of disposition, and how to make the request; and

· That the beneficiary may be held liable for the cost of those benefits if the hearing decision upholds the PIHP’s action.

The Notice of Disposition must be provided within the following timeframes:
· Standard Resolution:  The PIHP must resolve the appeal and provide notice of disposition to the affected parties as expeditiously as the beneficiary’s health condition requires, but not to exceed 45 calendar days from the day the PIHP receives the appeal. 

· Expedited Resolution: The PIHP must resolve the appeal and provide notice of disposition to the affected parties no longer than three (3) working days after the PIHP receives the request for expedited resolution of the appeal.  An expedited resolution is required when the PIHP determines (for a request from the beneficiary) or the provider indicates (in making the request on behalf of, or in support of the beneficiary’s request) that taking the time for a standard resolution could seriously jeopardize the beneficiary’s life or health or ability to attain, maintain, or regain maximum function.

· The PIHP may extend the notice of disposition timeframe by up to 14 calendar days if the beneficiary requests an extension, or if the PIHP shows to the satisfaction of the state that there is a need for additional information and how the delay is in the beneficiary’s interest. 

· If the PIHP denies a request for expedited resolution of an appeal, it must: 

· Transfer the appeal to the timeframe for standard resolution or no longer than 45 days from the date the PIHP receives the appeal;

· Make reasonable efforts to give the beneficiary prompt oral notice of the denial, and  

· Give the beneficiary follow up written notice within two (2) calendar days.
IX.
LOCAL GRIEVANCE PROCESS

Federal regulations provide Medicaid beneficiaries the right to a local grievance process for issues that are not “actions”.  

Beneficiary grievances:

· Shall be filed with the PIHP/CMHSP organizational unit approved and administratively responsible for facilitating resolution of the grievance.

· May be filed at any time by the beneficiary, guardian, or parent of a minor child or his/her legal representative.

· Do not have access to the state fair hearing process unless, the PIHP fails to respond to the grievance within 60 calendar days.  This constitutes an “action”, and can be appealed for fair hearing to the DCH Administrative Tribunal. 

For each grievance filed by a beneficiary, the PIHP is required to:

· Give the beneficiary reasonable assistance to complete forms and to take other procedural steps. This includes but is not limited to providing interpreter services and toll free numbers that have adequate TTY/TTD and interpreter capability

· Acknowledge receipt of the grievance;
· Log the grievance for reporting to the PIHP/CMHSP Quality Improvement Program. 

· Ensure that the individual(s) who make the decisions on the grievance were not involved in the previous level review or decision-making. 

· Ensure that the individual(s) who make the decisions on the grievance are health care professionals with appropriate clinical expertise in treating the beneficiary’s condition or disease if the grievance:

· Involves clinical issues, or

· Involves the denial of an expedited resolution of an appeal (of an action).

· Submit the written grievance to appropriate staff including a PIHP administrator with the authority to require corrective action, none of who shall have been involved in the initial determination.

· Provide the beneficiary a written notice of disposition not to exceed 60 calendar days from the day PIHP received the grievance/complaint.  The content of the Notice of disposition must include:

· The results of the grievance process 

· The date the grievance process was concluded. 

·  The beneficiary’s right to request a fair hearing if the notice of disposition is more than 60 days from the date of the request for a grievance and

· How to access the fair hearing process.

X.
RECORDKEEPING REQUIREMENTS

The PIHP is required to maintain Grievance System records of beneficiary appeals and grievances for review by State staff as part of the State quality strategy.  

PIHP Grievance System records should contain sufficient information to accurately reflect:

· The process in place to track requests for Medicaid services denied by the PIHP or any of its providers

· The volume of denied claims for services in the most recent year.

XI.
RECIPIENT RIGHTS COMPLAINT PROCESS

Medicaid beneficiaries, as recipients of Mental Health Services, have rights to file recipient rights complaints under the authority of the State Mental Health Code.  Recipient Rights complaint requirements are articulated in CMHSP Managed Mental Health Supports and Services contract, Attachment C6.3.2.1 – CMHSP Local Dispute Resolution Process. 

EXHIBIT A

ADEQUATE NOTICE OF ACTION (SAMPLE FORM)

ADEQUATE ACTION NOTICE

Date

Name

Address

City, State, Zip

RE:
Beneficiary’s Name:

Beneficiary’s Medicaid ID Number:

Dear                            :

Following a review of the mental health services for which you have applied, it has been determined  that the following service(s) shall not be authorized.  

Service(s)





Effective Date
                                                                               


_____________


                                             
                                                                                  

_____________

The reason for this action is <reason> .  The legal basis for this decision is 42 CFR 440.230(d).

If you do not agree with this action, you may request a Michigan Department of Community Health fair hearing within 90 calendar days of the date of this notice.  Hearing requests must be made in writing and signed by you or an authorized person.

To request a fair hearing, complete the “Request for Hearing” form, and return it in the enclosed pre-addressed envelope, or mail to:

ADMINISTRATIVE TRIBUNAL

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

P.O. BOX 30195

LANSING, MI 48909-7695
ADEQUATE ACTION NOTICE

Page 2
You have a right to an expedited hearing if waiting for the standard time for a hearing would seriously jeopardize your life or health or would jeopardize your ability to attain, maintain, or regain maximum function.  To request an expedited hearing, you must call, toll-free, 877-833-0870.

If you do not agree with this action, you may also request a local appeal, either orally or in writing, with your Prepaid Inpatient Health Plan (PIHP) within 45 calendar days of the date of this notice by contacting:

<Name of PIHP office/individual responsible for local appeal process>

<Address>

<City, State  ZIP>

<Phone Number – Voice>

<Phone Number – FAX>

You have a right to an expedited local appeal if waiting for the standard time for a local appeal would seriously jeopardize your life or health or would jeopardize your ability to attain, maintain, or regain maximum function.  To request an expedited local appeal, you must call your PIHP.

You may request both a fair hearing and a local appeal.  The fair hearing and local appeal processes may occur at the same time.  You may contact the Administrative Tribunal, toll free, at 877-833-0870 or the PIHP if you have further questions.

Enclosures:

Hearing Request Form

Return Envelope
EXHIBIT B

ADVANCE NOTICE OF ACTION (SAMPLE FORM)

ADVANCE ACTION NOTICE

Date

Name

Address

City, State, Zip

RE:
Beneficiary’s Name:

Beneficiary’s Medicaid ID Number:

Dear ____________:

Following a review of mental health services and supports that you are currently receiving, it has been determined that the following service(s) shall be <reduced, terminated or suspended> effective <date>.  



Service(s)



Effective Date

_____________________________           

_______________


_____________________________           

_______________

The reason for this action is <reason>.  The legal basis for this decision is 42 CFR 440.230(d).

If you do not agree with this action, you may request a Michigan Department of Community Health fair hearing within 90 calendar days of the date of this notice.  Hearing requests must be made in writing and signed by you or an authorized person.

To request a fair hearing, complete the enclosed "Request for Hearing" form, and return it in the enclosed pre-addressed envelope, or mail to:

ADMINISTRATIVE TRIBUNAL

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

P.O. BOX 30195

LANSING, MICHIGAN 48909-7695

You have a right to an expedited hearing if waiting for the standard time for a hearing would seriously jeopardize your life or health or would jeopardize your ability to attain, maintain, or regain maximum function.  To request an expedited hearing, you must call, toll-free, 877-833-0870.

ADVANCE ACTION NOTICE

Page 2

You will continue to receive the affected services until the hearing decision is rendered if your request for a fair hearing is received prior to the effective date of action.

If you continue to receive benefits because you requested a fair hearing you may be required to repay the benefits.  This may occur if:

-
The proposed termination or denial of benefits is upheld in the hearing decision.



-
You withdraw your hearing request.

-
You or the person you asked to represent you does not attend the hearing.

If you do not agree with this action, you may also request a local appeal, either orally or in writing, with your Prepaid Inpatient Health Plan (PIHP) within 45 calendar days of the date of this notice by contacting:

<Name of PIHP office/individual responsible for local appeal process>

<Address>

<City, State  ZIP>

<Phone Number – Voice>

<Phone Number – FAX>

You have a right to an expedited local appeal if waiting for the standard time for a local appeal would seriously jeopardize your life or health or would jeopardize your ability to attain, maintain, or regain maximum function.  To request an expedited local appeal, you must call your PIHP.

You may request both a fair hearing and a local appeal.  The fair hearing and local appeal processes may occur at the same time.  You may contact the Administrative Tribunal, toll free, at 877-833-0870 or the PIHP if you have further questions.

Enclosures:


Hearing Request Form


Return Envelope 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Guidance to Federal Financial Assistance Recipients Regarding 

Title VI Prohibition Against National Origin Discrimination Affecting 

Limited English Proficient Persons

AGENCY: Health and Human Services, HHS.

ACTION: Policy guidance document.

-----------------------------------------------------------------------

SUMMARY: The Department of Health and Human Services (HHS) publishes 

revised Guidance to Federal Financial Assistance Recipients Regarding 

Title VI Prohibition Against National Origin Discrimination Affecting 

Limited English Proficient Persons (``Revised HHS LEP Guidance''). This 

revised HHS LEP Guidance is issued pursuant to Executive Order 13166. 

HHS is seeking comment on the revised HHS LEP Guidance for a 120-day 

period ending on January 6, 2004.

DATES: This Guidance is effective immediately. Comments must be 

submitted on or before January 6, 2004. HHS will review all comments 

and will determine if modifications to the Guidance are necessary. This 

Guidance supplants existing guidance on the same subject originally 

published at 65 FR 52762 (August 30, 2000).

ADDRESSES: Comments should be addressed to Deeana Jang with 

``Attention: LEP Comments,'' and should be sent to 200 Independence 

Avenue, SW, Room 506F, Washington, DC 20201. Comments may also be 

submitted by e-mail at LEP.comments@hhs.gov.

FOR FURTHER INFORMATION CONTACT: Onelio Lopez at the Office for Civil 

Rights, U.S. Department of Health and Human Services, 200 Independence 

Avenue, SW, Room 506F, Washington, DC 20201, addressed with 

``Attention: LEP Comments;'' telephone 202-205-0192; TDD: toll-free 1-

800-537-7697. Arrangements to receive the policy in an alternative 

format may be made by contacting the named individual.

SUPPLEMENTARY INFORMATION: The United States Department of Health and 

Human Services (HHS) is publishing revised ``Guidance to Federal 

Financial Assistance Recipients Regarding Title VI Prohibition Against 

National Origin Discrimination Affecting Limited English Proficient 

Persons'' (``Revised HHS LEP Guidance''). This guidance was originally 

published on August 30, 2000, and included a 60-day comment period. See 

65 FR 52762. This original guidance was republished for additional 

comment on February 1, 2002, pursuant to a memorandum issued by the 

United States Department of Justice on October 26, 2001. See 67 FR 

4968.

    On March 14, 2002, the Office of Management and Budget (OMB) issued 

a Report to Congress entitled ``Assessment of the Total Benefits and 

Costs of Implementing Executive Order No. 13166: Improving Access to 

Services for Persons with Limited English Proficiency.'' Among other 

things, the Report recommended the adoption of uniform guidance across 

all federal agencies, with flexibility to permit tailoring to each 

agency's specific recipients. Consistent with this OMB recommendation, 

DOJ published LEP Guidance for DOJ recipients, which was drafted and 

organized to also function as a model for similar guidance documents by 

other Federal grant-making agencies. See 67 FR 41455 (June 18, 2002).

    This revised HHS LEP Guidance reflects consideration of the 

comments received and the subsequent guidance of DOJ. HHS welcomes 

comments from the public on the revised guidance document, and has 

announced the extended comment period to encourage comment from the 

public and from recipients regarding experience in applying this 

revised guidance. Following the comment period, HHS will evaluate 

whether further revisions to the guidance are necessary or appropriate.

    The text of the guidance appears below. Appendix A to the guidance 

is a series of questions and answers that provides a useful summary of 

a number of the major aspects of the guidance.

    It has been determined that this revised HHS LEP Guidance does not 

constitute a regulation subject to the rulemaking requirements of the 

Administrative Procedure Act, 5 U.S.C. 553, and is not subject to 

Executive Order 12866 (Regulatory Review and Planning, September 30, 

1993).

    Dated: August 4, 2003.

Richard M. Campanelli,

Director, Office for Civil Rights.

I. Background and Legal History

    Section 601 of Title VI of the Civil Rights Act of 1964, 42 U.S.C. 

2000d, provides that no person shall ``on the ground of race, color, or 

national origin, be excluded from participation in, be
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denied the benefits of, or be subjected to discrimination under any 

program or activity receiving Federal financial assistance.'' Section 

602 authorizes and directs federal agencies that are empowered to 

extend federal financial assistance to any program or activity ``to 

effectuate the provisions of [section 601] * * * by issuing rules, 

regulations, or orders of general applicability.'' 42 U.S.C. 2000d-1.

    Department of Health and Human Services regulations promulgated 

pursuant to section 602 forbid recipients from ``utiliz[ing] criteria 

or methods of administration which have the effect of subjecting 

individuals to discrimination because of their race, color, or national 

origin, or have the effect of defeating or substantially impairing 

accomplishment of the objectives of the program with respect to 

individuals of a particular race, color, or national origin.'' 45 CFR 

80.3(b)(2).

    The Supreme Court, in Lau v. Nichols, 414 U.S. 563 (1974), 

interpreted regulations promulgated by the former Department of Health, 

Education, and Welfare (HHS's predecessor), 45 CFR 80.3(b)(2), to hold 

that Title VI prohibits conduct that has a disproportionate effect on 

LEP persons because such conduct constitutes national-origin 

discrimination. In Lau, a San Francisco school district that had a 

significant number of non-English speaking students of Chinese origin 

was required to take reasonable steps to provide them with a meaningful 

opportunity to participate in federally funded educational programs.

    On August 11, 2000, Executive Order 13166 was issued. ``Improving 

Access to Services for Persons with Limited English Proficiency,'' 65 

FR 50121 (August 16, 2000). Under that order, every federal agency that 

provides financial assistance to non-federal entities must publish 

guidance on how their recipients can provide meaningful access to LEP 

persons and thus comply with Title VI regulations forbidding funding 

recipients from ``restrict[ing] an individual in any way in the 

enjoyment of any advantage or privilege enjoyed by others receiving any 

service, financial aid, or other benefit under the program'' or from 

``utiliz[ing] criteria or methods of administration which have the 

effect of subjecting individuals to discrimination because of their 

race, color, or national origin, or have the effect of defeating or 

substantially impairing accomplishment of the objectives of the program 

as respects individuals of a particular race, color, or national 

origin.''

    On that same day, the Department of Justice (``DOJ'') issued a 

general guidance document addressed to ``Executive Agency Civil Rights 

Officers'' setting forth general principles for agencies to apply in 

developing guidance documents for recipients pursuant to the Executive 

Order. ``Enforcement of Title VI of the Civil Rights Act of 1964 

National Origin Discrimination Against Persons With Limited English 

Proficiency,'' 65 FR 50123 (August 16, 2000) (``DOJ LEP Federal 

Guidance'').

    Subsequently, federal agencies raised questions regarding the 

requirements of the Executive Order, especially in light of the Supreme 

Court's decision in Alexander v. Sandoval, 532 U.S. 275 (2001). On 

October 26, 2001, Ralph F. Boyd, Jr., Assistant Attorney General for 

the Civil Rights Division, issued a memorandum for ``Heads of 

Departments and Agencies, General Counsels and Civil Rights 

Directors.'' This memorandum clarified and reaffirmed the DOJ LEP 

guidance for recipients of DOJ federal financial assistance in light of 

Sandoval.\1\ The Assistant Attorney General stated that because 

Sandoval did not invalidate any Title VI regulations that proscribe 

conduct that has a disparate impact on covered groups--the types of 

regulations that form the legal basis for the part of Executive Order 

13166 that applies to federally assisted programs and activities--the 

Executive Order remains in force.

---------------------------------------------------------------------------

    \1\ The memorandum noted that some commentators had interpreted 

Sandoval as impliedly striking down the disparate-impact regulations 

promulgated under Title VI that form the basis for the part of 

Executive Order 13166 that applies to federally assisted programs 

and activities. See, e.g., Sandoval, 532 U.S. at 286, 286 n.6 

(``[W]e assume for purposes of this decision that section 602 

confers the authority to promulgate disparate-impact regulations; . 

. . We cannot help observing, however, how strange it is to say that 

disparate-impact regulations are `inspired by, at the service of, 

and inseparably intertwined with Sec. 601 * * * when Sec. 601 

permits the very behavior that the regulations forbid.''). The 

memorandum, however, made clear that DOJ disagreed with the 

commentators' interpretation. DOJ stated that Sandoval holds 

principally that there is no private right of action to enforce 

Title VI disparate-impact regulations. It did not address the 

validity of those regulations or Executive Order 13166, or otherwise 

limit the authority and responsibility of federal grant agencies to 

enforce their own implementing regulations.

---------------------------------------------------------------------------

    Consistent with Executive Order 13166, HHS developed its own 

guidance document for recipients and initially issued it on August 30, 

2000. ``Title VI of the Civil Rights Act of 1964; Policy Guidance on 

the Prohibition Against National Origin Discrimination As It Affects 

Persons With Limited English Proficiency,'' 65 FR 52762 (August 30, 

2000) (``HHS Guidance''). Following the instructions in the October 26, 

2001 memorandum from Ralph F. Boyd, Jr., the Department republished, on 

February 1, 2002, its existing guidance document for additional public 

comment. ``Office for Civil Rights; Title VI of the Civil Rights Act of 

1964; Policy Guidance on the Prohibition Against National Origin 

Discrimination As It Affects Persons With Limited English 

Proficiency,'' 67 FR 4968 (February 1, 2002).

II. Revised HHS LEP Guidance

    Following republication of our guidance in February 2002, the 

Department received nearly 200 public comments. Most comments were in 

full support of the principles behind the HHS Guidance, and a number 

supported maintaining the guidance without change. While the comments 

reflected recognition that effective communication is critical for 

necessary health and human services, many commentors raised serious 

concerns about coverage, compliance costs, and use of family and 

friends as interpreters. In addition, many providers of services 

requested assistance from the Office for Civil Rights on how to comply 

with both general and specific provisions of the guidance.

    On July 8, 2002, Assistant Attorney General Boyd issued a 

memorandum expressing the need for consistency across federal agency 

LEP guidance documents. Specifically, he requested that the Department 

(and all other affected agencies) use the DOJ LEP guidance (published 

at 67 FR 41455, June 18, 2002) as a model, and revise and republish the 

HHS guidance based on that model for public comment.

    The DOJ's role under Executive Order 13166 is unique. The Executive 

Order charges DOJ with responsibility for providing LEP Guidance to 

other Federal agencies and for ensuring consistency among each agency-

specific guidance. DOJ's guidance stated the following principles. 

``Consistency among Departments of the federal government is 

particularly important. Inconsistency or contradictory guidance could 

confuse recipients of federal funds and needlessly increase costs 

without rendering the meaningful access for LEP persons that this 

Guidance is designed to address. As with most government initiatives, 

this requires balancing several principles. While this Guidance 

discusses that balance in some detail, it is important to note the 

basic principles behind that balance. First, we must ensure that 

federally assisted programs aimed at the American public do not leave 

some behind simply because they face challenges communicating in 

English.
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This is of particular importance because, in many cases, LEP 

individuals form a substantial portion of those encountered in 

federally assisted programs. Second, we must achieve this goal while 

finding constructive methods to reduce the costs of LEP requirements on 

small businesses, small local governments, or small non-profits that 

receive federal financial assistance.''

    HHS believes that the DOJ model guidance responds to the important 

issues raised in comments on the HHS document published in February, 

and the Department is confident that the DOJ LEP Guidance serves as an 

appropriate model for HHS to adopt. The Department notes that it has 

made certain modifications for purposes of clarity and organization, 

and a few additional modifications to accommodate particular 

programmatic needs and purposes.

    There are many productive steps that the federal government, either 

collectively or as individual agencies, can take to help recipients 

reduce the costs of language services without sacrificing meaningful 

access for LEP persons. Without these steps, certain smaller recipients 

of Federal financial assistance may well choose not to participate in 

federally assisted programs, threatening the critical functions that 

the programs strive to provide. To that end, the Department plans to 

continue to provide assistance and guidance in this important area. In 

addition, HHS plans to work with representatives of state health and 

social service agencies, hospital associations, medical and dental 

associations, managed care organizations, and LEP persons to identify 

and share model plans, examples of best practices, and cost-saving 

approaches. Moreover, HHS intends to explore how language assistance 

measures, resources and cost-containment approaches developed with 

respect to its own federally conducted programs and activities can be 

effectively shared or otherwise made available to recipients, 

particularly small businesses, small local governments, and small non-

profits. An interagency working group on LEP has developed a Web site, 

http://www.lep.gov, to assist in disseminating this information to 

recipients, federal agencies, and the communities being served.

    As discussed earlier, in certain circumstances, the failure to 

ensure that LEP persons can effectively participate in, or benefit 

from, federally-assisted programs and activities may violate the 

prohibition under Title VI of the Civil Rights Act of 1964, 42 U.S.C. 

2000d, and the Title VI regulations against national origin 

discrimination. Specifically, the failure of a recipient of Federal 

financial assistance from HHS to take reasonable steps to provide LEP 

persons with meaningful opportunity to participate in HHS-funded 

programs may constitute a violation of Title VI and HHS's implementing 

regulations. The purpose of this policy guidance is to assist 

recipients in fulfilling their responsibilities to provide meaningful 

access to LEP persons under existing law. This policy guidance 

clarifies existing legal requirements for LEP persons by providing a 

description of the factors recipients should consider in fulfilling 

their responsibilities to LEP persons.\2\ These are the same criteria 

HHS will use in evaluating whether recipients are in compliance with 

Title VI and the Title VI regulations.

---------------------------------------------------------------------------

    \2\ The policy guidance is not a regulation but rather a guide. 

Title VI and its implementing regulations require that recipients 

take reasonable steps to ensure meaningful access by LEP persons. 

This guidance provides an analytical framework that recipients may 

use to determine how best to comply with statutory and regulatory 

obligations to provide meaningful access to the benefits, services, 

information, and other important portions of their programs and 

activities for individuals who are limited English proficient.

---------------------------------------------------------------------------

III. Who Is Covered?

    Department of Health and Human Services regulations, 45 CFR 

80.3(b)(2), require all recipients of federal financial assistance from 

HHS to provide meaningful access to LEP persons.\3\ Federal financial 

assistance includes grants, training, use of equipment, donations of 

surplus property, and other assistance.

---------------------------------------------------------------------------

    \3\ Pursuant to Executive Order 13166, the meaningful access 

requirement of the Title VI regulations and the four-factor analysis 

set forth in the DOJ LEP Guidance are to apply additionally to the 

programs and activities of federal agencies, including HHS.

---------------------------------------------------------------------------

    Recipients of HHS assistance may include, for example:

    [sbull] Hospitals, nursing homes, home health agencies, and managed 

care organizations.

    [sbull] Universities and other entities with health or social 

service research programs.

    [sbull] State, county, and local health agencies.

    [sbull] State Medicaid agencies.

    [sbull] State, county and local welfare agencies.

    [sbull] Programs for families, youth, and children.

    [sbull] Head Start programs.

    [sbull] Public and private contractors, subcontractors and vendors.

    [sbull] Physicians and other providers who receive Federal 

financial assistance from HHS.

    Recipients of HHS assistance do not include, for example, providers 

who only receive Medicare Part B payments.\4\

---------------------------------------------------------------------------

    \4\ HHS's Title VI regulations do not apply to (i) Any federal 

financial assistance by way of insurance or guaranty contracts, (ii) 

the use of any assistance by any individual who is the ultimate 

beneficiary under any program which receives federal financial 

assistance, and (iii) any employment practice, under any such 

program, or any employer, employment agency, or labor organization, 

except as otherwise described in the Title VI regulations. 45 CFR 

80.2.

---------------------------------------------------------------------------

    Subrecipients likewise are covered when federal funds are passed 

through from one recipient to a subrecipient.

    Coverage extends to a recipient's entire program or activity, i.e., 

to all parts of a recipient's operations. This is true even if only one 

part of the recipient receives the federal assistance.\5\

---------------------------------------------------------------------------

    \5\ However, if a federal agency were to decide to terminate 

federal funds based on noncompliance with Title VI or its 

implementing regulations, only funds directed to the particular 

program or activity that is out of compliance could be terminated. 

42 U.S.C. 2000d-1.

---------------------------------------------------------------------------

    Example: HHS provides assistance to a state department of health to 

provide immunizations for children. All of the operations of the entire 

state department of health--not just the particular immunization 

programs--are covered.

    Finally, some recipients operate in jurisdictions in which English 

has been declared the official language. Nonetheless, these recipients 

continue to be subject to federal non-discrimination requirements, 

including those applicable to the provision of federally assisted 

services to persons with limited English proficiency.

IV. Who Is a Limited English Proficient Individual?

    Individuals who do not speak English as their primary language and 

who have a limited ability to read, write, speak, or understand English 

may be limited English proficient, or ``LEP,'' and may be eligible to 

receive language assistance with respect to a particular type of 

service, benefit, or encounter.

    Examples of populations likely to include LEP persons who are 

encountered and/or served by HHS recipients and should be considered 

when planning language services may include such as those:

    [sbull] Persons seeking Temporary Assistance for Needy Families 

(TANF), and other social services.

    [sbull] Persons seeking health and health-related services.

    [sbull] Community members seeking to participate in health 

promotion or awareness activities.

    [sbull] Persons who encounter the public health system.
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    [sbull] Parents and legal guardians of minors eligible for coverage 

concerning such programs.

V. How Does a Recipient Determine the Extent of Its Obligation To 

Provide LEP Services?

    Recipients are required to take reasonable steps to ensure 

meaningful access to their programs and activities by LEP persons. 

While designed to be a flexible and fact-dependent standard, the 

starting point is an individualized assessment that balances the 

following four factors: (1) The number or proportion of LEP persons 

eligible to be served or likely to be encountered by the program or 

grantee; (2) the frequency with which LEP individuals come in contact 

with the program; (3) the nature and importance of the program, 

activity, or service provided by the program to people's lives; and (4) 

the resources available to the grantee/recipient and costs. As 

indicated above, the intent of this guidance is to suggest a balance 

that ensures meaningful access by LEP persons to critical services 

while not imposing undue burdens on small business, small local 

governments, or small nonprofits.

    After applying the above four-factor analysis, a recipient may 

conclude that different language assistance measures are sufficient for 

the different types of programs or activities in which it engages, or, 

in fact, that, in certain circumstances, recipient-provided language 

services are not necessary. (As discussed below, recipients may want to 

consider documenting their application of the four-factor test to the 

services they provide.) For instance, some of a recipient's activities 

will be more important than others and/or have greater impact on or 

contact with LEP persons, and thus may require more in the way of 

language assistance. The flexibility that recipients have in addressing 

the needs of the LEP populations they serve does not diminish, and 

should not be used to minimize, the obligation that those needs be 

addressed. HHS recipients should apply the following four factors to 

the various kinds of contacts that they have with the public to assess 

language needs and decide what reasonable steps, if any, they should 

take to ensure meaningful access for LEP persons.

(1) The Number or Proportion of LEP Persons Served or Encountered in 

the Eligible Service Population

    One factor in determining what language services recipients should 

provide is the number or proportion of LEP persons from a particular 

language group served or encountered in the eligible service 

population. The greater the number or proportion of these LEP persons, 

the more likely language services are needed. Ordinarily, persons 

``eligible to be served, or likely to be directly affected, by'' a 

recipient's program or activity are those who are served or encountered 

in the eligible service population. This population will be program-

specific, and includes persons who are in the geographic area that has 

been approved by a federal grant agency as the recipient's service 

area. However, where, for instance, a particular office of the county 

or city health department serves a large LEP population, the 

appropriate service area is most likely that office, and not the entire 

population served by the department. Where no service area has 

previously been approved, the relevant service area may be that which 

is approved by state or local authorities or designated by the 

recipient itself, provided that these designations do not themselves 

discriminatorily exclude certain populations. When considering the 

number or proportion of LEP individuals in a service area, recipients 

should consider whether the minor children their programs serve have 

LEP parent(s) or guardian(s) with whom the recipient may need to 

interact.

    Recipients should first examine their prior experiences with LEP 

encounters and determine the breadth and scope of language services 

that were needed. In certain circumstances, it is important in 

conducting this analysis to include language minority populations that 

are eligible for their programs or activities but may be underserved 

because of existing language barriers. Other data should be consulted 

when appropriate to refine or validate a recipient's prior experience, 

including the latest census data for the area served, data from school 

systems and from community organizations, and data from state and local 

governments.\6\ Community agencies, school systems, religious 

organizations, legal aid entities, and others can often assist in 

identifying populations which may be underserved because of existing 

language barriers and who would benefit from the recipient's program, 

activity, or service, were language services provided.

---------------------------------------------------------------------------

    \6\ The focus of the analysis is on lack of English proficiency, 

not the ability to speak more than one language. Note that 

demographic data may indicate the most frequently spoken languages 

other than English and the percentage of people who speak that 

language who speak or understand English less than well. Some of the 

most commonly spoken languages other than English may be spoken by 

people who are also overwhelmingly proficient in English. Thus, they 

may not be the languages spoken most frequently by limited English 

proficient individuals. When using demographic data, it is important 

to focus in on the languages spoken by those who are not proficient 

in English.

---------------------------------------------------------------------------

(2) The Frequency With Which LEP Individuals Come in Contact With the 

Recipient's Program, Activity or Service

    Recipients should assess, as accurately as possible, the frequency 

with which they have or should have contact with an LEP individual from 

different language groups seeking assistance. The more frequent the 

contact with a particular language group, the more likely that enhanced 

language services in that language are needed. The steps that are 

reasonable for a recipient that serves an LEP person on a one-time 

basis will be very different than those expected from a recipient that 

serves LEP persons daily. It is also advisable to consider the 

frequency of different types of language contacts. For example, 

frequent contacts with Spanish-speaking people who are LEP may require 

certain assistance in Spanish. Less frequent contact with different 

language groups may suggest a different and less intensified solution. 

If an LEP individual accesses a recipient's program, activity, or 

service on a daily basis, a recipient has greater duties than if an LEP 

individual's contact with the recipient's program, activity, or service 

is unpredictable or infrequent. But even recipients that serve LEP 

persons on an unpredictable or infrequent basis should use this 

balancing analysis to determine what to do if an LEP individual seeks 

services under the program in question. This plan need not be 

intricate. It may be as simple as being prepared to use one of the 

commercially available telephonic interpretation services to obtain 

immediate interpreter services. For example, a drug treatment program 

that encounters LEP persons on a daily basis most likely may have a 

greater obligation than a drug treatment program that encounters LEP 

persons sporadically. The obligations of both programs are greater than 

that of a drug treatment program which has never encountered a LEP 

individual where the service area includes few or no LEP individuals.

    In applying this standard, certain recipients should take care to 

consider whether appropriate outreach to LEP persons could increase the 

frequency of contact with LEP language groups. For example, in areas 

where a community health center serves a large LEP population, outreach 

may be appropriate. On the other hand, for most individual physicians 

or dentists, outreach may not be necessary.
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(3) The Nature and Importance of the Recipient's Program, Activity, or 

Service

    The more important the recipient's activity, information, service, 

or program, or the greater the possible consequences of the contact to 

the LEP individuals, the more likely language services are needed. A 

recipient needs to determine whether denial or delay of access to 

services or information could have serious or even life-threatening 

implications for the LEP individual. Thus, the recipient should 

consider the importance and urgency of its program, activity, or 

service. If the activity is both important and urgent--such as the 

communication of information concerning emergency surgery and the 

obtaining of informed consent prior to such surgery--it is more likely 

that relatively immediate language services are needed. Alternatively, 

if the activity is important, but not urgent--such as the communication 

of information about, and obtaining informed consent for, elective 

surgery where delay will not have any adverse impact on the patient's 

health, or communication of information regarding admission to the 

hospital for tests where delay would not affect the patient's health--

it is more likely that language services are needed, but that such 

services can be delayed for a reasonable period of time. Finally, if an 

activity is neither important nor urgent--such as a general public tour 

of a facility--it is more likely that language services would not be 

needed. The obligation to communicate rights to a person whose benefits 

are being terminated or to provide medical services to an LEP person 

who is ill differ, for example, from those to provide medical care for 

a healthy LEP person or to provide recreational programming.

    Decisions by a federal, state, or local entity to make an activity 

compulsory, such as job search programs in welfare to work programs, 

can serve as strong evidence of the program's importance.

(4) The Resources Available to the Recipient and Costs

    A recipient's level of resources and the costs that would be 

imposed on it may have an impact on the nature of the steps it should 

take to comply with Title VI. Smaller recipients with more limited 

budgets are not expected to provide the same level of language services 

as larger recipients with larger budgets. In addition, reasonable steps 

may cease to be ``reasonable'' where the costs imposed substantially 

exceed the benefits.

    Resource and cost issues, however, can often be reduced by 

technological advances; the sharing of language assistance materials 

and services among and between recipients, advocacy groups, and Federal 

grant agencies; and reasonable business practices. Where appropriate, 

training bilingual staff to act as interpreters and translators, 

information sharing through industry groups, telephonic and video 

conferencing interpretation services, pooling resources and 

standardizing documents to reduce translation needs, using qualified 

translators and interpreters to ensure that documents need not be 

``fixed'' later and that inaccurate interpretations do not cause delay 

or other costs, centralizing interpreter and translator services to 

achieve economies of scale, or the formalized use of qualified 

community volunteers, for example, may help reduce costs.\7\ Recipients 

should carefully explore the most cost-effective means of delivering 

competent and accurate language services before limiting services due 

to resource concerns. Large entities and those entities serving a 

significant number or proportion of LEP persons should ensure that 

their resource limitations are well-substantiated before using this 

factor as a reason to limit language assistance. Such recipients may 

find it useful to be able to articulate, through documentation or in 

some other reasonable manner, their process for determining that 

language services would be limited based on resources or costs.

---------------------------------------------------------------------------

    \7\ Recipients with limited resources may find that entering 

into a bulk telephonic interpretation service contract will prove 

cost effective.

---------------------------------------------------------------------------

* * * * *

    This four-factor analysis necessarily implicates the ``mix'' of LEP 

services required. Recipients have two main ways to provide language 

services: Oral interpretation either in person or via telephone 

interpretation service (hereinafter ``interpretation'') and written 

translation (hereinafter ``translation''). Oral interpretation can 

range from on-site interpreters for critical services provided to a 

high volume of LEP persons, to access through commercially-available 

telephonic interpretation services. Written translation, likewise, can 

range from translation of an entire document to translation of a short 

description of the document. In some cases, language services should be 

made available on an expedited basis while in others the LEP individual 

may be referred to another office of the recipient--or to another 

recipient--for language assistance. In certain circumstances, pursuant 

to an arrangement, where there is no discriminatory intent, the purpose 

is beneficial and will result in better access for LEP persons, it may 

be appropriate for a recipient to refer the LEP beneficiary to another 

recipient. For example, if two physicians in the same field, one with a 

Spanish-speaking assistant and one with a Vietnamese-speaking 

assistant, practice in the same geographic area and have a custom/

practice of referring patients between each other, it may be 

appropriate for the first doctor to refer LEP Vietnamese patients to 

the second doctor and for the second doctor to refer LEP Spanish 

patients to the first doctor. In certain circumstances, a referral 

would not be appropriate: for example, a Korean speaking LEP woman 

comes to a battered women's shelter requesting assistance. Although the 

shelter has space, it has no arrangement to provide language assistance 

for LEP persons. Instead, as with all LEP persons, the staff only offer 

her a prepared list of three shelters in the neighborhood that 

generally provide language assistance. The staff does not check to 

assure that any of the three alternative shelters can actually provide 

the Korean language assistance she needs, or that any have space 

available for her.

    The correct mix should be based on what is both necessary and 

reasonable in light of the four-factor analysis. In some circumstances, 

where the importance and nature of the activity, the number or 

proportion and frequency of contact with LEP persons may be high and 

the relative costs and resources needed to provide language services 

may be low, it may be appropriate for a recipient to hire bilingual 

staff or staff interpreters. In contrast, there may be circumstances 

where the importance and nature of the activity and number or 

proportion and frequency of contact with LEP persons may be low and the 

costs and resources needed to provide language services may be high, in 

which case language services for the particular activity may not be 

necessary. In situations that fall in between the two, it may be 

appropriate for recipients to use contract interpreters or telephone 

language lines to provide language services to LEP persons in contact 

with their program or activity. A hospital emergency room in a city 

with a significant Hmong population may need immediately available oral 

interpreters and may want to give serious consideration to hiring some 

bilingual staff. (Of course, many hospitals have already made such 

arrangements.) On the other hand, a physician's practice which 

encounters one LEP Hmong patient per month on a walk-in basis
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may want to use a telephone interpreter service. In contrast, a dentist 

in an almost exclusively English-speaking neighborhood who has rarely 

encountered a patient who did not speak English and has never 

encountered a Hmong-speaking patient may not need, pursuant solely to 

Title VI, to provide language services for a LEP Hmong individual who 

comes in for a dental cleaning.

VI. Selecting Language Assistance Services

    Recipients have two main ways to provide language services: oral 

and written language services (interpretation and translation, 

respectively). Regardless of the type of language service provided, 

quality and accuracy of those services is critical to avoid serious 

consequences to the LEP person and to the recipient. Recipients have 

substantial flexibility in determining the appropriate mix.

A. Considerations Relating to Competency of Interpreters and 

Translators

    Competence of Interpreters. Recipients should be aware that 

competency requires more than self-identification as bilingual. Some 

bilingual staff and community volunteers, for instance, may be able to 

communicate effectively in a different language when communicating 

information directly in that language, but not be competent to 

interpret in and out of English. Likewise, they may not be able to 

perform written translations.

    Competency to interpret, however, does not necessarily mean formal 

certification as an interpreter, although certification is helpful. 

When using interpreters, recipients should take reasonable steps, given 

the circumstances, to assess whether the interpreters:

    Demonstrate proficiency in and ability to communicate information 

accurately in both English and in the other language and identify and 

employ the appropriate mode of interpreting (e.g., consecutive, 

simultaneous, summarization, or sight translation);

    To the extent necessary for communication between the recipient or 

its staff and the LEP person, have knowledge in both languages of any 

specialized terms or concepts peculiar to the recipient's program or 

activity and of any particularized vocabulary and phraseology used by 

the LEP person; \8\

---------------------------------------------------------------------------

    \8\ Many languages have ``regionalisms,'' or differences in 

usage. For instance, a word that may be understood to mean something 

in Spanish for someone from Cuba may not be so understood by someone 

from Mexico. In addition, the interpreter should be aware when 

languages do not have an appropriate direct interpretation of 

certain terms and be able to provide the most appropriate 

interpretation. The interpreter should likely make the recipient 

aware of the issue, so that the interpreter and recipient can work 

to develop a consistent and appropriate set of descriptions of these 

terms in that language that can be used again, when appropriate.

---------------------------------------------------------------------------

    Understand and follow confidentiality and impartiality rules to the 

same extent as the recipient employee for whom they are interpreting 

and/or to the extent their position requires;

    Understand and adhere to their role as interpreters without 

deviating into other roles--such as counselor or legal advisor--where 

such deviation would be inappropriate (particularly in administrative 

hearings contexts).

    Some recipients, such as some state agencies, may have additional 

self-imposed requirements for interpreters. Where individual rights 

depend on precise, complete, and accurate interpretation or 

translations, particularly in the context of administrative 

proceedings, the use of certified interpreters is strongly 

encouraged.\9\

---------------------------------------------------------------------------

    \9\ For those languages in which no formal accreditation or 

certification currently exists, certain recipients may want to 

consider a formal process for establishing the credentials of the 

interpreter, or assess whether a particular level of membership in a 

professional translation association can provide some indicator of 

professionalism.

---------------------------------------------------------------------------

    While quality and accuracy of language services is critical, the 

quality and accuracy of language services is nonetheless part of the 

appropriate mix of LEP services required. The quality and accuracy of 

language services in a hospital emergency room, for example, should be 

as high as possible, given the circumstances, while the quality and 

accuracy of language services in other circumstances need not meet the 

same exacting standards.

    Finally, when interpretation is needed and is reasonable, it should 

be provided in a timely manner. To be meaningfully effective, language 

assistance should be timely. While there is no single definition for 

``timely'' applicable to all types of interactions at all times by all 

types of recipients, one clear guide is that the language assistance 

should be provided at a time and place that avoids the effective denial 

of the service, benefit, or right at issue or the imposition of an 

undue burden on or delay in important rights, benefits, or services to 

the LEP person. When the timeliness of services is important, and delay 

would result in the effective denial of a benefit, service, or right, 

language assistance likely cannot be unduly delayed. Conversely, where 

access to or exercise of a service, benefit, or right is not 

effectively precluded by a reasonable delay, language assistance can 

likely be delayed for a reasonable period.

    For example, language assistance could likely not be delayed in a 

medical emergency, or when the time period in which an individual has 

to exercise certain rights is shortly to expire. On the other hand, 

when an LEP person is seeking a routine medical examination or seeks to 

apply for certain benefits and has an ample period of time to apply for 

those benefits, a recipient could likely delay the provision of 

language services by requesting the LEP person to schedule an 

appointment at a time during which the recipient would be able to have 

an appropriate interpreter available.

    Competence of Translators. As with oral interpreters, translators 

of written documents should be competent. Many of the same 

considerations apply. However, the skill of translating is very 

different from the skill of interpreting; a person who is a competent 

interpreter may or may not be competent to translate.

    Particularly where legal or other vital documents are being 

translated, competence can often be achieved by use of certified 

translators. As noted above, certification or accreditation may not 

always be possible or necessary. Competence can often be ensured by 

having a second, independent translator ``check'' the work of the 

primary translator. Alternatively, one translator can translate the 

document, and a second, independent translator could translate it back 

into English to check that the appropriate meaning has been conveyed. 

This is called ``back translation.''

    Translators should understand the expected reading level of the 

audience and, where appropriate, have fundamental knowledge about the 

target language group's vocabulary and phraseology. Sometimes direct 

translation of materials results in a translation that is written at a 

much more difficult level than the English language version or has no 

relevant equivalent meaning.\10\ Community
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organizations may be able to help consider whether a document is 

written at a good level for the audience. Likewise, consistency in the 

words and phrases used to translate terms of art, legal, or other 

technical concepts helps avoid confusion by LEP individuals and may 

reduce costs.

---------------------------------------------------------------------------

    \10\ For instance, there may be languages which do not have an 

appropriate direct translation of some specialized medical terms and 

the translator should be able to provide an appropriate translation. 

The translator should likely also make the recipient aware of this. 

Recipients can then work with translators to develop a consistent 

and appropriate set of descriptions of these terms in that language 

that can be used again, when appropriate. Recipients may find it 

more effective and less costly if they try to maintain consistency 

in the words and phrases used to translate terms of art and other 

technical concepts. Creating or using already-created glossaries of 

commonly used terms may be useful for LEP persons and translators 

and cost effective for the recipient. Providing translators with 

examples of previous translations of similar material by the 

recipient, other recipients, or federal agencies may be helpful.

---------------------------------------------------------------------------

    While quality and accuracy of translation services is critical, the 

quality and accuracy of translation services is nonetheless part of the 

appropriate mix of LEP services required. For instance, to translate 

nonvital documents that have no legal or other consequence for LEP 

persons who rely on them, a recipient may use translators that are less 

skilled than the translators it uses to translate vital documents with 

legal or other information upon which reliance has important 

consequences. The permanent nature of written translations, however, 

imposes additional responsibility on the recipient to take reasonable 

steps to determine that the quality and accuracy of the translations 

permit meaningful access by LEP persons.

B. Oral Language Services (Interpretation)

    Interpretation is the act of listening to something in one language 

(source language) and orally translating it into another language 

(target language). Where interpretation is needed and is reasonable, 

recipients should consider some or all of the following options for 

providing competent interpreters in a timely manner:

    Hiring Bilingual Staff. When particular languages are encountered 

often, hiring bilingual staff offers one of the best, and often most 

economical, options. Recipients can, for example, fill public contact 

positions, such as social service eligibility workers or hospital 

emergency room receptionists/workers, with staff who are bilingual and 

competent to communicate directly with LEP persons in their language. 

If bilingual staff are also used to interpret between English speakers 

and LEP persons, or to orally interpret written documents from English 

into another language, they should be competent in the skill of 

interpreting. In addition, there may be times when the role of the 

bilingual employee may conflict with the role of an interpreter (for 

instance, a bilingual law clerk would probably not be able to perform 

effectively the role of a child support administrative hearing 

interpreter and law clerk at the same time, even if the law clerk were 

a qualified interpreter). Effective management strategies, including 

any appropriate adjustments in assignments and protocols for using 

bilingual staff, can ensure that bilingual staff are fully and 

appropriately utilized. When bilingual staff cannot meet all of the 

language service obligations of the recipient, the recipient should 

turn to other options.

    Hiring Staff Interpreters. Hiring interpreters may be most helpful 

where there is a frequent need for interpreting services in one or more 

languages. Depending on the facts, sometimes it may be necessary and 

reasonable to provide on-site interpreters to provide accurate and 

meaningful communication with an LEP person.

    Contracting for Interpreters. Contract interpreters may be a cost-

effective option when there is no regular need for a particular 

language skill. In addition to commercial and other private providers, 

many community-based organizations and mutual assistance associations 

provide interpretation services for particular languages. Contracting 

with and providing training regarding the recipient's programs and 

processes to these organizations can be a cost-effective option for 

providing language services to LEP persons from those language groups.

    Using Telephone Interpreter Lines. Telephone interpreter service 

lines often offer speedy interpreting assistance in many different 

languages. While telephone interpreters can be used in numerous 

situations, they may be particularly appropriate where the mode of 

communicating with an English proficient person would also be over the 

phone. Although telephonic interpretation services are useful in many 

situations, it is important to ensure that, when using such services, 

the interpreters used are competent to interpret any technical or legal 

terms specific to a particular program that may be important parts of 

the conversation. Nuances in language and non-verbal communication can 

often assist an interpreter and cannot be recognized over the phone. 

Video teleconferencing, if available, may sometimes help to resolve 

this issue where necessary. In addition, where documents are being 

discussed, it may be important to give telephonic interpreters adequate 

opportunity to review the document prior to the discussion and any 

logistical problems should be addressed.

    Using Community Volunteers. In addition to consideration of 

bilingual staff, staff interpreters, or contract interpreters (either 

in-person or by telephone) as options to ensure meaningful access by 

LEP persons, use of recipient-coordinated community volunteers, working 

with, for instance, community-based organizations may provide a cost-

effective supplemental language assistance strategy under appropriate 

circumstances. Because such volunteers may have other demands on their 

time, they may be more useful in providing language access for a 

recipient's less critical programs and activities where the provision 

of language services can reasonably be delayed. To the extent the 

recipient relies on community volunteers, it is often best to use 

volunteers who are trained in the information or services of the 

program and can communicate directly with LEP persons in their 

language. Just as with all interpreters, community volunteers used to 

interpret between English speakers and LEP persons, or to orally 

translate documents, should be competent in the skill of interpreting 

and knowledgeable about applicable confidentiality and impartiality 

rules. Recipients should consider formal arrangements with community-

based organizations that provide volunteers to address these concerns 

and to help ensure that services are available more regularly.

    Use of Family Members or Friends as Interpreters. Some LEP persons 

may feel more comfortable when a trusted family member or friend acts 

as an interpreter. However, when a recipient encounters an LEP person 

attempting to access its services, the recipient should make the LEP 

person aware that he or she has the option of having the recipient 

provide an interpreter for him/her without charge, or of using his/her 

own interpreter. Although recipients should not plan to rely on an LEP 

person's family members, friends, or other informal interpreters to 

provide meaningful access to important programs and activities, the 

recipient should, except as noted below, respect an LEP person's desire 

to use an interpreter of his or her own choosing (whether a 

professional interpreter, family member, or friend) in place of the 

free language services expressly offered by the recipient. However, a 

recipient may not require an LEP person to use a family member or 

friend as an interpreter.

    In addition, in emergency circumstances that are not reasonably 

foreseeable, a recipient may not be able to offer free language 

services, and temporary use of family members or friends as 

interpreters may be necessary.

[[Page 47318]]

However, with proper planning and implementation, recipients should be 

able to avoid most such situations.

    If the LEP person voluntarily chooses to provide his or her own 

interpreter, a recipient should consider whether making a record of 

that choice, and of the recipient's offer of assistance, is 

appropriate.

    As with the use of other non-professional interpreters, the 

recipient may need to consider issues of competence, appropriateness, 

conflicts of interest, and confidentiality in determining whether it 

should respect the desire of the LEP person to use an interpreter of 

his or her own choosing. Recipients should take reasonable steps to 

ascertain that family, legal guardians, caretakers, and other informal 

interpreters are not only competent in the circumstances, but are also 

appropriate in light of the circumstances and subject matter of the 

program, service or activity, including protection of the recipient's 

own administrative or enforcement interest in accurate interpretation.

    In some circumstances, family members (especially children) or 

friends may not be competent to provide quality and accurate 

interpretations. Issues of confidentiality, privacy, or conflict of 

interest may also arise. LEP individuals may feel uncomfortable 

revealing or describing sensitive, confidential, or potentially 

embarrassing medical, law enforcement (e.g., sexual or violent 

assaults), family, or financial information to a family member, friend, 

or member of the local community. In addition, such informal 

interpreters may have a personal connection to the LEP person or an 

undisclosed conflict of interest, such as the desire to protect 

themselves or another perpetrator in a domestic violence matter. For 

these reasons, where the LEP individual has declined the express offer 

of free language assistance and has chosen to use a family member, 

friend or other informal interpreter, if a recipient later determines 

that a family member or friend is not competent or appropriate, the 

recipient should provide competent interpreter services to the LEP 

person in place of or, if appropriate, as a supplement to the LEP 

individual's interpreter. For HHS recipient programs and activities, 

this is particularly true, for example, in administrative hearings, 

child or adult protective service investigations, situations in which 

life, health, safety, or access to important benefits and services are 

at stake, or when credibility and accuracy are important to protect an 

individual's rights and access to important services. Where precise, 

complete, and accurate interpretations or translations of information 

and/or testimony are critical, or where the competency of the LEP 

person's interpreter is not established, a recipient may want to 

consider providing its own, independent interpreter, even if an LEP 

person wants to use his or her own interpreter as well.

    Extra caution should be exercised when the LEP person chooses to 

use a minor as the interpreter. While the LEP person's decision should 

be respected, there may be additional issues of competency, 

confidentiality, or conflict of interest when the choice involves using 

minor children as interpreters. The recipient should take reasonable 

steps to ascertain whether the LEP person's choice is voluntary, 

whether the LEP person is aware of the possible problems if the 

preferred interpreter is a minor child, and whether the LEP person 

knows that a competent interpreter could be provided by the recipient 

at no cost.

    Again, while the use of a family member or friend may be 

appropriate, if that is the choice of the LEP person, the following are 

examples of where the recipient should provide an interpreter for the 

LEP individual:

    [sbull] A woman or child is brought to an emergency room and is 

seen by an emergency room doctor. The doctor notices the patient's 

injuries and determines that they are consistent with those seen with 

victims of abuse or neglect. In such a case, use of the spouse or a 

parent to interpret for the patient may raise serious issues of 

conflict of interest and may, thus, be inappropriate.

    [sbull] A man, accompanied by his wife, visits an eye doctor for an 

eye examination. The eye doctor offers him an interpreter, but he 

requests that his wife interpret for him. The eye doctor talks to the 

wife and determines that she is competent to interpret for her husband 

during the examination. The wife interprets for her spouse as the 

examination proceeds, but the doctor discovers that the husband has 

cataracts that must be removed through surgery. The eye doctor 

determines that the wife does not understand the terms he is using to 

explain the diagnosis and, thus, that she is not competent to continue 

to interpret for her husband. The eye doctor stops the examination and 

calls an interpreter for the husband. A family member may be 

appropriate to serve as an interpreter if preferred by the LEP person 

in situations where the service provided is of a routine nature such as 

a simple eye examination. However, in a case where the nature of the 

service becomes more complex, depending on the circumstances, the 

family member or friend may not be competent to interpret.

C. Written Language Services (Translation)

    Translation is the replacement of a written text from one language 

(source language) into an equivalent written text in another language 

(target language).

    What Documents Should be Translated? After applying the four-factor 

analysis, a recipient may determine that an effective LEP plan for its 

particular program or activity includes the translation of vital 

written materials into the language of each frequently-encountered LEP 

group eligible to be served and/or likely to be affected by the 

recipient's program.

    Whether or not a document (or the information it solicits) is 

``vital'' may depend upon the importance of the program, information, 

encounter, or service involved, and the consequence to the LEP person 

if the information in question is not provided accurately or in a 

timely manner. Where appropriate, recipients are encouraged to create a 

plan for consistently determining, over time and across their various 

activities, what documents are ``vital'' to the meaningful access of 

the LEP populations they serve.

    Classifying a document as vital or non-vital is sometimes 

difficult, especially in the case of outreach materials like brochures 

or other information on rights and services. Awareness of rights or 

services is an important part of ``meaningful access.'' Lack of 

awareness that a particular program, right, or service exists may 

effectively deny LEP individuals meaningful access. Thus, where a 

recipient is engaged in community outreach activities in furtherance of 

its activities, it should regularly assess the needs of the populations 

frequently encountered or affected by the program or activity to 

determine whether certain critical outreach materials should be 

translated. In determining what outreach materials may be most useful 

to translate, such recipients may want to consider consulting with 

appropriate community organizations.

    Sometimes a document includes both vital and non-vital information. 

This may be the case when the document is very large. It may also be 

the case when the title and a phone number for obtaining more 

information on the contents of the document in frequently-encountered 

languages other than English is critical, but the document is sent out 

to the general public and cannot reasonably be translated into many 

languages. Thus, vital information may include, for instance, the 

provision
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of information in appropriate languages other than English regarding 

where a LEP person might obtain an interpretation or translation of the 

document.

    Given the foregoing considerations, vital written materials could 

include, for example:

    [sbull] Consent and complaint forms.

    [sbull] Intake forms with the potential for important consequences.

    [sbull] Written notices of eligibility criteria, rights, denial, 

loss, or decreases in benefits or services, actions affecting parental 

custody or child support, and other hearings.

    [sbull] Notices advising LEP persons of free language assistance.

    [sbull] Written tests that do not assess English language 

competency, but test competency for a particular license, job, or skill 

for which knowing English is not required.

    [sbull] Applications to participate in a recipient's program or 

activity or to receive recipient benefits or services.

    Nonvital written materials could include:

    [sbull] Hospital menus.

    [sbull] Third party documents, forms, or pamphlets distributed by a 

recipient as a public service.

    [sbull] For a non-governmental recipient, government documents and 

forms.

    [sbull] Large documents such as enrollment handbooks (although 

vital information contained in large documents may need to be 

translated).

    [sbull] General information about the program intended for 

informational purposes only.

    Into What Languages Should Documents be Translated? The languages 

spoken by the LEP individuals with whom the recipient has contact 

determine the languages into which vital documents should be 

translated. A distinction should be made, however, between languages 

that are frequently encountered by a recipient and less commonly-

encountered languages. Some recipients may serve communities in large 

cities or across the country. They regularly serve LEP persons who 

speak dozens and sometimes over 100 different languages. To translate 

all written materials into all of those languages is unrealistic. 

Although recent technological advances have made it easier for 

recipients to store and share translated documents, such an undertaking 

would incur substantial costs and require substantial resources. 

Nevertheless, well-substantiated claims of lack of resources to 

translate all vital documents into dozens of languages do not 

necessarily relieve the recipient of the obligation to translate those 

documents into at least several of the more frequently-encountered 

languages and to set benchmarks for continued translations into the 

remaining languages over time. As a result, the extent of the 

recipient's obligation to provide written translations of documents 

should be determined by the recipient on a case-by-case basis, looking 

at the totality of the circumstances in light of the four-factor 

analysis. Because translation is usually a one-time expense, 

consideration should be given to whether the up-front cost of 

translating a document (as opposed to oral interpretation) should be 

amortized over the likely lifespan of the document when applying this 

four-factor analysis.

    Safe Harbor. Many recipients would like to ensure with greater 

certainty that they comply with their Title VI obligations to provide 

written translations in languages other than English. Paragraphs (a) 

and (b) outline the circumstances that can provide a ``safe harbor'' 

for recipients regarding the requirements for translation of written 

materials. A ``safe harbor'' means that if a recipient provides written 

translations under these circumstances, such action will be considered 

strong evidence of compliance with the recipient's written-translation 

obligations.

    The failure to provide written translations under the circumstances 

outlined in paragraphs (a) and (b) does not mean there is non-

compliance. Rather, they provide a common starting point for recipients 

to consider whether and at what point the importance of the service, 

benefit, or activity involved; the nature of the information sought; 

and the number or proportion of LEP persons served call for written 

translations of commonly-used forms into frequently-encountered 

languages other than English. Thus, these paragraphs merely provide a 

guide for recipients that would like greater certainty of compliance 

than can be provided by a fact-intensive, four-factor analysis.

    Example: Even if the safe harbors are not used, if written 

translation of a certain document(s) would be so burdensome as to 

defeat the legitimate objectives of its program, the translation of the 

written materials is not necessary. Other ways of providing meaningful 

access, such as effective oral interpretation of certain vital 

documents, may be acceptable under such circumstances.

    Safe Harbor. The following actions will be considered strong 

evidence of compliance with the recipient's written-translation 

obligations:

    (a) The HHS recipient provides written translations of vital 

documents for each eligible LEP language group that constitutes five 

percent or 1,000, whichever is less, of the population of persons 

eligible to be served or likely to be affected or encountered. 

Translation of other documents, if needed, can be provided orally; or

    (b) If there are fewer than 50 persons in a language group that 

reaches the five percent trigger in (a), the recipient does not 

translate vital written materials but provides written notice in the 

primary language of the LEP language group of the right to receive 

competent oral interpretation of those written materials, free of cost.

    These safe harbor provisions apply to the translation of written 

documents only. They do not affect the requirement to provide 

meaningful access to LEP individuals through competent oral 

interpreters where an application of the four factor test leads to the 

determination that oral language services are needed and are 

reasonable. Conversely, oral interpretation of documents may not 

substitute for translation of vital written documents. For example, 

oral interpretation of the rules of a half-way house or residential 

treatment center may not substitute for translation of a short document 

containing the rules of the half-way house or residential treatment 

center and the consequences of violating those rules.

VII. Elements of Effective Plan on Language Assistance for LEP Persons

    If, after completing the four-factor analysis, a recipient 

determines that it should provide language assistance services, a 

recipient may develop an implementation plan to address the identified 

needs of the LEP populations it serves. Such recipients have 

considerable flexibility in developing this plan. The development and 

maintenance of a periodically updated written plan on language 

assistance for LEP persons (``LEP plan'') for use by a recipient's 

employees who serve or interact with the public could be an appropriate 

and cost-effective means of documenting compliance with Title VI and 

providing a framework for the provision of timely and reasonable 

language assistance. Moreover, such written plans may provide 

additional benefits to a recipient's managers in the areas of training, 

administration, planning, and budgeting. These benefits may lead 

recipients to document in a written LEP plan their language assistance 

services, and how staff and LEP persons can access those services. 

Despite these benefits, certain HHS
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recipients, such as recipients serving very few LEP persons and 

recipients with very limited resources, may choose not to develop a 

written LEP plan. However, the absence of a written LEP plan does not 

obviate the underlying Title VI obligation to ensure meaningful access 

by LEP persons to a recipient's program or activities. Accordingly, in 

the event that a recipient elects not to develop a written plan, it may 

want to consider alternative and reasonable ways to articulate how it 

is providing meaningful access in compliance with Title VI. Entities 

having significant contact with LEP persons, such as schools, religious 

organizations, community groups, and groups working with new immigrants 

can be very helpful in providing important input into this planning 

process from the beginning.

    For the recipient who decides to develop a written implementation 

plan, the following five steps may be helpful in designing such a plan; 

they are typically part of effective implementation plans.

(1) Identifying LEP Individuals Who Need Language Assistance

    The first two factors in the four-factor analysis require an 

assessment of the number or proportion of LEP individuals eligible to 

be served or encountered and the frequency of encounters. Similarly, 

this step of an LEP implementation plan requires recipients to identify 

LEP persons with whom it has contact.

    One way to determine the language of communication is to use 

language identification cards (or ``I speak cards''), which invite LEP 

persons to identify their language needs to staff. Such cards, for 

instance, might say ``I speak Spanish'' in both Spanish and English, 

``I speak Vietnamese'' in both English and Vietnamese, etc. To reduce 

costs of compliance, the federal government has made a set of these 

cards available on the Internet. The Census Bureau ``I speak card'' can 

be found and downloaded at http://www.usdoj.gov/crt/cor/13166.htm, and 

accessed at http://www.lep.gov. When records are normally kept of past 

interactions with members of the public, the language of the LEP person 

can be included as part of the record. In addition to helping employees 

identify the language of LEP persons they encounter, this process will 

help in future applications of the first two factors of the four-factor 

analysis. In addition, posting notices in commonly encountered 

languages notifying LEP persons of language assistance will encourage 

them to identify themselves.

(2) Language Assistance Measures

    An effective LEP plan would likely include information about the 

ways in which language assistance will be provided. For instance, 

recipients may want to include information on at least the following:

    [sbull] Types of language services available.

    [sbull] How staff can obtain those services.

    [sbull] How to respond to LEP callers.

    [sbull] How to respond to written communications from LEP persons.

    [sbull] How to respond to LEP individuals who have in-person 

contact with recipient staff.

    [sbull] How to ensure competency of interpreters and translation 

services.

(3) Training Staff

    An effective LEP plan would likely include a process for 

identifying staff who need to be trained regarding the recipient's LEP 

plan, a process for training them, and the identification of the 

outcomes of the training. Staff should know their obligations to 

provide meaningful access to information and services for LEP persons. 

An effective LEP plan may include training to ensure that:

    [sbull] Staff know about LEP policies and procedures.

    [sbull] Staff having contact with the public are trained to work 

effectively with in-person and telephone interpreters.

    Recipients may want to include this training as part of the 

orientation for new employees. It may be important to take reasonable 

steps to see to it that all employees in public contact positions are 

properly trained. Recipients have flexibility in deciding the manner in 

which the training is provided. The more frequent the contact with LEP 

persons, the greater the need will be for in-depth training. Staff with 

little or no contact with LEP persons may only have to be aware of an 

LEP plan. However, management staff, even if they do not interact 

regularly with LEP persons, should be fully aware of and understand the 

plan so they can reinforce its importance and ensure its implementation 

by staff.

(4) Providing Notice to LEP Persons

    An effective LEP plan would likely include a description of the 

process by which to provide notice of the services that are available 

to the LEP persons it serves or, to the extent that a service area 

exists, that reside in its service area and are eligible for services. 

Once a recipient has decided, based on the four factors, that it will 

provide language services, it may be important for the recipient to let 

LEP persons know that those services are available and that they are 

free of charge. Recipients should provide this notice in a language LEP 

persons will understand. Examples of notification that recipients may 

want to consider include:

    [sbull] Posting signs in intake areas and other entry points. When 

language assistance is needed to ensure meaningful access to 

information and services, it is important to provide notice in 

appropriate languages in intake areas or initial points of contact so 

that LEP persons can learn how to access those language services. This 

is particularly true in areas with high volumes of LEP persons seeking 

access to certain health, safety, or public benefits and services, or 

activities run by HHS recipients. For instance, signs in intake offices 

could state that free language assistance is available. The signs 

should be translated into the most common languages encountered. They 

should explain how to get the language help.\11\

---------------------------------------------------------------------------

    \11\ The Social Security Administration has made such signs 

available at http://www.ssa.gov/multilanguage/langlist1.htm, which 

also can be accessed at http://www.lep.gov. These signs could, for 

example, be modified for recipient use.

---------------------------------------------------------------------------

    [sbull] Stating in outreach documents that language services are 

available from the recipient. Announcements could be in, for instance, 

brochures, booklets, and in outreach and recruitment information. These 

statements should be translated into the most common languages and 

could be ``tagged'' onto the front of common documents.

    [sbull] Working with community-based organizations and other 

stakeholders to inform LEP individuals of the recipients' services, 

including the availability of language assistance services.

    [sbull] Using a telephone voice mail menu. The menu could be in the 

most common languages encountered, and provide information about 

available language assistance services and how to get them.

    [sbull] Including notices in local newspapers in languages other 

than English.

    [sbull] Providing notices on non-English-language radio and 

television stations about the available language assistance services 

and how to get them.

    [sbull] Presentations and/or notices at schools and religious 

organizations.

(5) Monitoring and Updating the LEP Plan

    An effective LEP plan would likely include a process for a 

recipient to monitor its implementation of its plan and for updating 

its plan as necessary. For example, determining, on an ongoing basis, 

whether new documents,
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programs, services, and activities need to be made accessible for LEP 

individuals may be appropriate, and recipients may want to provide 

notice of any changes in services to the LEP public and to employees. 

In addition, changes in demographics, types of services, or other needs 

may require annual reevaluation of an LEP plan. Less frequent 

reevaluation may be more appropriate where demographics, services, and 

needs are more static. One good way to evaluate the LEP plan may be to 

seek feedback from the community.

    In their reviews, recipients may want to consider assessing changes 

in:

    [sbull] Current LEP populations in service area or population 

affected or encountered.

    [sbull] Frequency of encounters with LEP language groups.

    [sbull] Nature and importance of activities to LEP persons.

    [sbull] Availability of resources, including technological advances 

and sources of additional resources, and the costs imposed.

    [sbull] Whether existing assistance is meeting the needs of LEP 

persons.

    [sbull] Whether staff knows and understands the LEP plan and how to 

implement it.

    [sbull] Whether identified sources for assistance are still 

available and viable.

    In addition to these five elements, effective plans set clear goals 

and establish management accountability. Some recipients may also want 

to consider whether they should provide opportunities for community 

input and planning throughout the process.

VIII. Voluntary Compliance Effort

    The goal for Title VI and Title VI regulatory enforcement is to 

achieve voluntary compliance. The requirement to provide meaningful 

access to LEP persons is enforced and implemented by the HHS Office for 

Civil Rights through the procedures identified in the Title VI 

regulations. These procedures include complaint investigations, 

compliance reviews, efforts to secure voluntary compliance, and 

technical assistance.

    The Office for Civil Rights, and the entire Department, are 

committed to assisting recipients of HHS financial assistance in 

complying with their obligations under Title VI of the Civil Rights Act 

of 1964. HHS believes that, on the whole, its recipients genuinely 

desire to comply with their obligations, but that some may lack 

knowledge of what is required of them or information concerning the 

resources that are available to them that would assist in meeting their 

Title VI obligations. Accordingly, HHS is committed to engaging in 

outreach to its recipients and to being responsive to inquiries from 

its recipients. Through its Administration on Children and Families, 

Administration on Health Care Quality and Research, Administration on 

Aging, Centers for Medicare and Medicaid Services, Health Resources 

Services Administration, Office for Civil Rights, and Office of 

Minority Health, HHS provides a variety of practical technical 

assistance to recipients to assist them in serving LEP persons. This 

technical assistance includes translated forms and vital documents; 

training and information about best practices; and grants and model 

demonstration funds for LEP services. HHS also provides a variety of 

services for LEP persons who come in contact with the Department. These 

services include oral language assistance services such as language 

lines and interpreters, translation of written materials, and foreign 

language Web sites.

    Further, HHS is committed to working with representatives of state 

and local health and social service agencies, organizations of such 

agencies, hospital associations, medical and dental associations and 

managed care organization to identify and share model plans, examples 

of best practices, cost-saving approaches, and information on other 

available resources, and to mobilize these organizations, to educate 

their members on these matters.

    HHS continues to explore how it can share with its recipients 

language assistance measures, resources, cost-containment approaches, 

and other information and knowledge, developed with respect to its own 

federally conducted programs and activities, and welcomes suggestions 

and comments in this regard. The HHS Office for Civil Rights, in 

conjunction with other HHS components, through direct contact and its 

Web site at http://www.hhs/gov/ocr, will continue to provide technical 

assistance that assists HHS recipients in understanding and complying 

with their obligations under Title VI, and assists recipients and the 

public by identifying resources offered by the Office for Civil Rights 

and other HHS components that facilitate compliance with Title VI, with 

respect to LEP persons. This and other helpful information may also be 

accessed at http://www.lep.gov.

    The Title VI regulations provide that HHS will investigate whenever 

it receives a complaint, report, or other information that alleges or 

indicates possible noncompliance with Title VI or its regulations. If 

the investigation results in a finding of compliance, HHS will inform 

the recipient in writing of this determination, including the basis for 

the determination. However, if a case is fully investigated and results 

in a finding of noncompliance, HHS must inform the recipient of the 

noncompliance through a Letter of Findings that sets out the areas of 

noncompliance and the steps that must be taken to correct the 

noncompliance. It must attempt to secure voluntary compliance through 

informal means. If the matter cannot be resolved informally, HHS must 

secure compliance through the termination of federal assistance after 

the HHS recipient has been given an opportunity for an administrative 

hearing and/or by referring the matter to DOJ to seek injunctive relief 

or pursue other enforcement proceedings. HHS engages in voluntary 

compliance efforts and provides technical assistance to recipients at 

all stages of an investigation. During these efforts, HHS proposes 

reasonable timetables for achieving compliance and consults with and 

assists recipients in exploring cost-effective ways of coming into 

compliance. In determining a recipient's compliance with the Title VI 

regulations, HHS's primary concern is to ensure that the recipient's 

policies and procedures provide meaningful access for LEP persons to 

the recipient's programs and activities.

    While all recipients must work toward building systems that will 

ensure access for LEP individuals, HHS acknowledges that the 

implementation of a comprehensive system to serve LEP individuals is a 

process and that a system will evolve over time as it is implemented 

and periodically reevaluated. As recipients take reasonable steps to 

provide meaningful access to federally assisted programs and activities 

for LEP persons, HHS will look favorably on intermediate steps 

recipients take that are consistent with this Guidance, and that, as 

part of a broader implementation plan or schedule, move their service 

delivery system toward providing full access to LEP persons. This does 

not excuse noncompliance with Title VI, but instead recognizes that 

full compliance in all areas of a recipient's activities and for all 

potential language minority groups may reasonably require a series of 

implementing actions over a period of time. However, in developing any 

phased implementation schedule, HHS recipients should ensure that the 

provision of appropriate assistance for significant LEP populations or 

with respect to activities having a significant impact on the health, 

safety, legal rights, or livelihood of beneficiaries is addressed 

first. Recipients are
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encouraged to document their efforts to provide LEP persons with 

meaningful access to federally assisted programs and activities.

Appendix A

Questions and Answers Regarding the Department of Health and Human 

Services Guidance to Federal Financial Assistance Recipients Regarding 

the Title VI Prohibition Against National Origin Discrimination 

Affecting Limited English Proficient Persons

    1. Q. What is the purpose of the guidance on language access 

released by the Department of Health and Human Services (HHS)?

    A. The purpose of the Policy Guidance is to clarify to members 

of the public, and to providers of health and social services who 

receive Federal financial assistance from HHS, the responsibility of 

such providers to Limited English Proficient (LEP) persons, pursuant 

to Title VI of the Civil Rights Act of 1964. Among other things, 

this guidance clarifies existing legal requirements by providing a 

description of the factors providers of health and social services 

who receive Federal financial assistance from HHS should consider in 

determining and fulfilling their responsibilities to LEP persons 

under Title VI.

    2. Q. What does the policy guidance do?

    A. The policy guidance does the following:

    [sbull] Reiterates the principles of Title VI with respect to 

LEP persons.

    [sbull] Discusses the reasonable policies, procedures and other 

steps that recipients can take to ensure meaningful access to their 

program by LEP persons.

    [sbull] Clarifies that failure to take one or more of these 

steps does not necessarily mean noncompliance with Title VI.

    [sbull] Explains to recipients of Federal financial assistance 

that OCR will determine compliance on a case by case basis, in light 

of the following four factors: (1) The number or proportion of LEP 

persons eligible to be served or likely to be encountered by the 

program, activity or service provided by the recipient; (2) the 

frequency with which LEP individuals come in contact with the 

recipient's program, activity or service; (3) the nature and 

importance of the recipient's program, activity, or service; and (4) 

the resources available to the recipient and costs.

    [sbull] Provides that, based on these four factors, recipients 

with limited resources will not have the same compliance 

responsibilities applicable to recipients with greater resources. 

All recipients will have a great deal of flexibility in achieving 

compliance.

    [sbull] Provides that OCR will offer extensive technical 

assistance for recipients.

    3. Q. Does the guidance impose new requirements on recipients?

    A. No. Since its enactment, Title VI of the Civil Rights Act of 

1964 has prohibited discrimination on the basis of race, color or 

national origin in any program or activity that receives Federal 

financial assistance. Title VI requires that recipients take 

reasonable steps to ensure meaningful access to their programs and 

activities by LEP persons. Over the past three decades, OCR has 

conducted thousands of investigations and reviews involving language 

differences that affect the access of LEP persons to medical care 

and social services. This guidance synthesizes the legal 

requirements that OCR has been enforcing for over three decades.

    4. Q. Who is covered by the guidance?

    A. Covered entities include any state or local agency, private 

institution or organization, or any public or private individual 

that (1) Operates, provides or engages in health, or social service 

programs and activities, and (2) receives Federal financial 

assistance from HHS directly or through another recipient/covered 

entity. Examples of covered entities include but are not limited to 

the following entities, which may receive federal financial 

assistance: hospitals, nursing homes, home health agencies, managed 

care organizations, universities and other entities with health or 

social service research programs; state, county and local health 

agencies; state Medicaid agencies; state, county and local welfare 

agencies; federally-funded programs for families, youth and 

children; Head Start programs; public and private contractors, 

subcontractors and vendors; physicians; and other providers who 

receive Federal financial assistance from HHS.

    5. Q. How does the guidance affect small practitioners and 

providers who are recipients of federal financial assistance?

    A. Small practitioners and providers will have considerable 

flexibility in determining precisely how to fulfill their 

obligations to take reasonable steps to ensure meaningful access for 

persons with limited English proficiency. OCR will assess compliance 

on a case by case basis and will take into account the following 

factors: (1) The number or proportion of LEP persons eligible to be 

served or likely to be encountered by the recipient's program, 

activity or service; (2) the frequency with which LEP individuals 

come in contact with the program, activity or service; (3) the 

nature and importance of the program, activity, or service provided 

by the recipient; and (4) the resources available to the recipient 

and costs. There is no ``one size fits all'' solution for Title VI 

compliance with respect to LEP persons, and what constitutes 

``reasonable steps'' for large providers may not be reasonable where 

small providers are concerned. Thus, smaller recipients with smaller 

budgets will not be expected to provide the same level of language 

services as larger recipients with larger budgets. OCR will continue 

to be available to provide technical assistance to HHS recipients, 

including sole practitioners and other small recipients, seeking to 

operate an effective language assistance program and to comply with 

Title VI.

    6. Q. The guidance identifies some specific circumstances which 

OCR will consider to be strong evidence that a program is in 

compliance with its obligation under Title VI to provide written 

materials in languages other than English. Does this mean that a 

recipient/covered entity will be considered out of compliance with 

Title VI if its program does not fall within these circumstances?

    A. No. The circumstances outlined in the guidance are intended 

to identify circumstances which amount to a ``safe harbor'' for 

recipients who desire greater certainty with respect to their 

obligations to provide written translations. This means that if a 

recipient provides written translations under these circumstances, 

such action will be considered strong evidence of compliance with 

the recipient's written-translation obligations. However, the 

failure to provide written translations under the circumstances 

outlined in the ``safe harbor''does not mean there is non-

compliance. Rather, the safe harbor provides a tool which recipients 

may use to consider whether the number or proportion of LEP persons 

served call for written translations of vital documents into 

frequently encountered languages other than English. However, even 

if the safe harbors are not used, if written translation of certain 

documents would be so financially burdensome as to defeat the 

legitimate objectives of its program, the translation of the written 

materials is not necessary. Other ways of providing meaningful 

access, such as effective oral interpretation of certain vital 

documents, might be acceptable under such circumstances when, upon 

application of the four factors, translation services are required.

    7. Q. The guidance makes reference to ``vital documents'' and 

notes that, in certain circumstances, a recipient/covered entity may 

have to translate such documents into other languages. What is a 

vital document?

    A. As clarified by the guidance, the extent of Title VI 

obligations will be evaluated based on a four-factor test including 

the nature or importance of the service. In this regard, the 

guidance points out that documents deemed ``vital'' to the access of 

LEP persons to programs and services may often have to be 

translated. Whether or not a document (or the information it 

contains or solicits) is ``vital'' may depend upon the importance of 

the program, information, encounter, or service involved, and the 

consequence to the LEP person if the information in question is not 

provided accurately or in a timely manner. Where appropriate, 

recipients are encouraged to create a plan for consistently 

determining, over time and across their various activities, what 

documents are ``vital'' to the meaningful access of the LEP 

populations they serve. Thus, vital documents could include, for 

instance, consent and complaint forms, intake forms with potential 

for important health consequences, written notices of eligibility 

criteria, rights, denial, loss, or decreases in benefits or 

services, actions affecting parental custody or child support, and 

other hearings, notices advising LEP persons of free language 

assistance, written tests that do not assess English language 

competency, but test competency for a particular license, job or 

skill for which knowing English is not required, or applications to 

participate in a recipient's program or activity or to receive 

recipient benefits or services.

    8. Q. Will recipient/covered entities have to translate large 

documents such as managed care enrollment handbooks?

    A. Not necessarily. Some large documents may contain no vital 

information, and others will contain vital information that will 

have to be translated. Again, the obligation to
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translate will depend on application of the four factors. In this 

context, vital information may include, for instance, the provision 

of information in appropriate languages other than English, or 

identifying where a LEP person might obtain an interpretation or 

translation of the document. However, depending on the 

circumstances, large documents such as enrollment handbooks may not 

need to be translated or may not need to be translated in their 

entirety.

    9. Q. May an LEP person use a family member or friend as his or 

her interpreter?

    A. Some LEP persons may feel more comfortable when a trusted 

family member or friend acts as an interpreter. When an LEP person 

attempts to access the services of a recipient of federal financial 

assistance, who upon application of the four factors is required to 

provide an interpreter, the recipient should make the LEP person 

aware that he or she has the option of having the recipient provide 

an interpreter for him/her without charge, or of using his/her own 

interpreter. Recipients should also consider the special 

circumstances discussed in the guidance that may affect whether a 

family member or friend should serve as an interpreter, such as 

whether the situation is an emergency, and concerns over competency, 

confidentiality, privacy, or conflict of interest.

    10. Q. May a recipient/covered entity require a LEP person to 

use a family member or a friend as his or her interpreter?

    A. No.

    11. Q. How does low health literacy, non-literacy, non-written 

languages, blindness and deafness among LEP populations affect the 

responsibilities of federal fund recipients?

    A. Effective communication in any language requires an 

understanding of the literacy levels of the eligible populations. 

However, where a LEP individual has a limited understanding of 

health matters or cannot read, access to the program is complicated 

by factors not generally directly related to national origin or 

language and thus is not a Title VI issue. Under these 

circumstances, a recipient should provide remedial health 

information to the same extent that it would provide such 

information to English-speakers. Similarly, a recipient should 

assist LEP individuals who cannot read in understanding written 

materials as it would non-literate English-speakers. A non-written 

language precludes the translation of documents, but does not affect 

the responsibility of the recipient to communicate the vital 

information contained in the document or to provide notice of the 

availability of oral translation. Of course, other law may be 

implicated in this context. For instance, Section 504 of the 

Rehabilitation Act of 1973 requires that federal fund recipients 

provide sign language and oral interpreters for people who have 

hearing impairments and provide materials in alternative formats 

such as in large print, braille or on tape for individuals with 

visual impairments; and the Americans with Disabilities Act imposes 

similar requirements on health and human service providers.

    12. Q. What assistance is available to help to recipients who 

wish to come into compliance with Title VI?

    A. For over three decades, OCR has provided substantial 

technical assistance to recipient/covered entities who are seeking 

to ensure that LEP persons can meaningfully access their programs or 

services. Our regional staff is prepared to work with recipients to 

help them meet their obligations under Title VI. As part of its 

technical assistance services, OCR can help identify best practices 

and successful strategies used by other federal fund recipients, 

identify sources of federal reimbursement for translation services, 

and point providers to other resources.

    In addition, the entire Department is also committed to 

assisting recipients of HHS financial assistance in complying with 

their obligations under Title VI of the Civil Rights Act of 1964. 

Through its Administration on Children and Families, Administration 

on Health Care Quality and Research, Administration on Aging, 

Centers for Medicare and Medicaid Services, Health Resources and 

Services Administration, Office for Civil Rights, Office of Minority 

Health and Substance Abuse and Mental Health Services 

Administration, HHS provides a variety of practical technical 

assistance to recipients to assist them in serving LEP persons. This 

technical assistance includes translated forms and vital documents; 

training and information about best practices; and grants and model 

demonstration funds for LEP services. HHS believes that, on the 

whole, its recipients genuinely desire to comply with their 

obligations, and that increased understanding of compliance 

responsibilities and knowledge about cost-effective resources that 

are increasingly available to them, will assist recipients/covered 

entities in meeting Title VI obligations. Accordingly, HHS is 

committed to providing outreach to its recipients and to being 

responsive to queries from its recipients. It is also committed to 

working with representatives of state and local health and social 

service agencies, organizations of such agencies, hospital 

associations, medical and dental associations and managed care 

organizations to identify and share model plans, examples of best 

practices, cost-saving approaches, and information on other 

available resources, and to mobilize these organizations to educate 

their members on these matters. HHS will continue to promote best 

practices in language access and fund model demonstration programs 

in this area. The HHS Office for Civil Rights, in conjunction with 

other HHS components, will continue to provide technical assistance 

and outreach to HHS recipients to assist them in understanding and 

complying with their obligations under Title VI and to provide 

information to recipients and the public through its Web site at 

http://www.hhs/gov/ocr. LEP information and resources can also be 

found at http://www.lep.gov.

    13. Q. How will OCR enforce compliance by recipient/covered 

entities with the LEP requirements of Title VI?

    A. The goal for Title VI and Title VI regulatory enforcement is 

to achieve voluntary compliance. The requirement to take reasonable 

steps to provide meaningful access to LEP persons is enforced and 

implemented by OCR through the procedures identified in the Title VI 

regulations. These procedures include complaint investigations, 

compliance reviews, efforts to secure voluntary compliance, and 

technical assistance.

    The Title VI regulations provide that OCR will investigate 

whenever it receives a complaint, report, or other information that 

alleges or indicates possible noncompliance with Title VI or its 

regulations. If the investigation results in a finding of 

compliance, OCR will inform the recipient in writing of this 

determination, including the basis for the determination. However, 

if a case is fully investigated and results in a finding of 

noncompliance, OCR must inform the recipient of the noncompliance 

through a Letter of Findings that sets out the areas of 

noncompliance and the steps that must be taken to correct the 

noncompliance. It must attempt to secure voluntary compliance 

through informal means. If the matter cannot be resolved informally, 

OCR may secure compliance through the termination of federal 

assistance after the recipient has been given an opportunity for an 

administrative hearing. OCR may also refer the matter to the 

Department of Justice to secure compliance through any other means 

authorized by law.

    At all stages of an investigation, OCR engages in voluntary 

compliance efforts and provides technical assistance to recipients. 

During these efforts, OCR proposes reasonable timetables for 

achieving compliance and consults with and assists recipients in 

exploring cost-effective ways of coming into compliance. In 

determining a recipient's compliance with the Title VI regulations, 

OCR's primary concern is to ensure that the recipient's policies and 

procedures contain reasonable steps to provide meaningful access for 

LEP persons to the recipient's programs, activities or services. As 

a result, the vast majority of all complaints have been resolved 

through such voluntary efforts.

    14. Q. Does issuing this guidance mean that OCR will be changing 

how it enforces compliance with Title VI?

    A. No. How OCR enforces Title VI is governed by the Title VI 

implementing regulations. The methods and procedures used to 

investigate and resolve complaints, and conduct compliance reviews, 

have not changed.

    15. Q. What is HHS doing to promote access for LEP persons to 

its own programs and services?

    A. HHS provides a variety of services for LEP persons who come 

in contact with the Department. These services include oral language 

assistance services such as language lines and interpreters; 

translation of written materials; and foreign language web sites. 

HHS will continue to explore how it can share with its recipients 

language assistance measures, resources, cost-containment 

approaches, and other information and knowledge, developed with 

respect to its own federally conducted programs and activities, and 

welcomes any suggestions in this regard.

[FR Doc. 03-20179 Filed 8-6-03; 8:45 am]
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Peer Support Specialist Contacts

Coordinator Contact:

Mary Beth Evans, PSS

Peer Support Specialist: 

Statewide Coordinator for Peer Support Specialists

Northern Lakes Community Mental Health

2715 Townline Road

Houghton Lake, MI  48629

989-366-2950 (direct line)

989-366-9420 (fax)

Department of Community Health Contact:

Pamela Werner

Michigan Department of Community Health

Bureau of Community Mental Health Services

Office of Consumer Directed Home and Community Based Services

320 S. Walnut St.

Lansing, MI  48913

Phone:  517 335-4078 

Fax:  517 335-4798

wernerp@michigan.gov
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                         TITLE 42--PUBLIC HEALTH

  CHAPTER IV--CENTERS FOR MEDICARE & MEDICAID SERVICES, DEPARTMENT OF 

                  HEALTH AND HUMAN SERVICES (CONTINUED)

PART 438_MANAGED CARE--Table of Contents

                      Subpart A_General Provisions

Sec. 438.10  Information requirements.

    (a) Terminology. As used in this section, the following terms have 

the indicated meanings:

    Enrollee means a Medicaid recipient who is currently enrolled in an 

MCO, PIHP, PAHP, or PCCM in a given managed care program.

    Potential enrollee means a Medicaid recipient who is subject to 

mandatory enrollment or may voluntarily elect to enroll in a given 

managed care program, but is not yet an enrollee of a specific MCO, 

PIHP, PAHP, or PCCM.

    (b) Basic rules. (1) Each State, enrollment broker, MCO, PIHP, PAHP, 

and PCCM must provide all enrollment notices, informational materials, 

and instructional materials relating to enrollees and potential 

enrollees in a manner and format that may be easily understood.

    (2) The State must have in place a mechanism to help enrollees and 

potential enrollees understand the State's managed care program.

    (3) Each MCO and PIHP must have in place a mechanism to help 

enrollees and potential enrollees understand the requirements and 

benefits of the plan.

    (c) Language. The State must do the following:
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    (1) Establish a methodology for identifying the prevalent non-

English languages spoken by enrollees and potential enrollees throughout 

the State. ``Prevalent'' means a non-English language spoken by a 

significant number or percentage of potential enrollees and enrollees in 

the State.

    (2) Make available written information in each prevalent non-English 

language.

    (3) Require each MCO, PIHP, PAHP, and PCCM to make its written 

information available in the prevalent non-English languages in its 

particular service area.

    (4) Make oral interpretation services available and require each 

MCO, PIHP, PAHP, and PCCM to make those services available free of 

charge to each potential enrollee and enrollee. This applies to all non-

English languages, not just those that the State identifies as 

prevalent.

    (5) Notify enrollees and potential enrollees, and require each MCO, 

PIHP, PAHP, and PCCM to notify its enrollees--

    (i) That oral interpretation is available for any language and 

written information is available in prevalent languages; and

    (ii) How to access those services.

    (d) Format. (1) Written material must--

    (i) Use easily understood language and format; and

    (ii) Be available in alternative formats and in an appropriate 

manner that takes into consideration the special needs of those who, for 

example, are visually limited or have limited reading proficiency.

    (2) All enrollees and potential enrollees must be informed that 

information is available in alternative formats and how to access those 

formats.

    (e) Information for potential enrollees. (1) The State or its 

contracted representative must provide the information specified in 

paragraph (e)(2) of this section to each potential enrollee as follows:

    (i) At the time the potential enrollee first becomes eligible to 

enroll in a voluntary program, or is first required to enroll in a 

mandatory enrollment program.

    (ii) Within a timeframe that enables the potential enrollee to use 

the information in choosing among available MCOs, PIHPs, PAHPs, or 

PCCMs.

    (2) The information for potential enrollees must include the 

following:

    (i) General information about--

    (A) The basic features of managed care;

    (B) Which populations are excluded from enrollment, subject to 

mandatory enrollment, or free to enroll voluntarily in the program; and

    (C) MCO, PIHP, PAHP, and PCCM responsibilities for coordination of 

enrollee care;

    (ii) Information specific to each MCO, PIHP, PAHP, or PCCM program 

operating in potential enrollee's service area. A summary of the 

following information is sufficient, but the State must provide more 

detailed information upon request:

    (A) Benefits covered.

    (B) Cost sharing, if any.

    (C) Service area.

    (D) Names, locations, telephone numbers of, and non-English language 

spoken by current contracted providers, and including identification of 

providers that are not accepting new patients. For MCOs, PIHPs, and 

PAHPs, this includes at a minimum information on primary care 

physicians, specialists, and hospitals.

    (E) Benefits that are available under the State plan but are not 

covered under the contract, including how and where the enrollee may 

obtain those benefits, any cost sharing, and how transportation is 

provided. For a counseling or referral service that the MCO, PIHP, PAHP, 

or PCCM does not cover because of moral or religious objections, the 

State must provide information about where and how to obtain the 

service.

    (f) General information for all enrollees of MCOs, PIHPs, PAHPs, and 

PCCMs. Information must be furnished to MCO, PIHP, PAHP, and PCCM 

enrollees as follows:

    (1) The State must notify all enrollees of their disenrollment 

rights, at a minimum, annually. For States that choose to restrict 

disenrollment for periods of 90 days or more, States must
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send the notice no less than 60 days before the start of each enrollment 

period.

    (2) The State, its contracted representative, or the MCO, PIHP, 

PAHP, or PCCM must notify all enrollees of their right to request and 

obtain the information listed in paragraph (f)(6) of this section and, 

if applicable, paragraphs (g) and (h) of this section, at least once a 

year.

    (3) The State, its contracted representative, or the MCO, PIHP, 

PAHP, or PCCM must furnish to each of its enrollees the information 

specified in paragraph (f)(6) of this section and, if applicable, 

paragraphs (g) and (h) of this section, within a reasonable time after 

the MCO, PIHP, PAHP, or PCCM receives, from the State or its contracted 

representative, notice of the recipient's enrollment.

    (4) The State, its contracted representative, or the MCO, PIHP, 

PAHP, or PCCM must give each enrollee written notice of any change (that 

the State defines as ``significant'') in the information specified in 

paragraphs (f)(6) of this section and, if applicable, paragraphs (g) and 

(h) of this section, at least 30 days before the intended effective date 

of the change.

    (5) The MCO, PIHP, and, when appropriate, the PAHP or PCCM, must 

make a good faith effort to give written notice of termination of a 

contracted provider, within 15 days after receipt or issuance of the 

termination notice, to each enrollee who received his or her primary 

care from, or was seen on a regular basis by, the terminated provider.

    (6) The State, its contracted representative, or the MCO, PIHP, 

PAHP, or PCCM must provide the following information to all enrollees:

    (i) Names, locations, telephone numbers of, and non-English 

languages spoken by current contracted providers in the enrollee's 

service area, including identification of providers that are not 

accepting new patients. For MCOs, PIHPs, and PAHPs this includes, at a 

minimum, information on primary care physicians, specialists, and 

hospitals.

    (ii) Any restrictions on the enrollee's freedom of choice among 

network providers.

    (iii) Enrollee rights and protections, as specified in Sec. 

438.100.

    (iv) Information on grievance and fair hearing procedures, and for 

MCO and PIHP enrollees, the information specified in Sec. 438.10(g)(1), 

and for PAHP enrollees, the information specified in Sec. 438.10(h)(1).

    (v) The amount, duration, and scope of benefits available under the 

contract in sufficient detail to ensure that enrollees understand the 

benefits to which they are entitled.

    (vi) Procedures for obtaining benefits, including authorization 

requirements.

    (vii) The extent to which, and how, enrollees may obtain benefits, 

including family planning services, from out-of-network providers.

    (viii) The extent to which, and how, after-hours and emergency 

coverage are provided, including:

    (A) What constitutes emergency medical condition, emergency 

services, and poststabilization services, with reference to the 

definitions in Sec. 438.114(a).

    (B) The fact that prior authorization is not required for emergency 

services.

    (C) The process and procedures for obtaining emergency services, 

including use of the 911-telephone system or its local equivalent.

    (D) The locations of any emergency settings and other locations at 

which providers and hospitals furnish emergency services and 

poststabilization services covered under the contract.

    (E) The fact that, subject to the provisions of this section, the 

enrollee has a right to use any hospital or other setting for emergency 

care.

    (ix) The poststabilization care services rules set forth at Sec. 

422.113(c) of this chapter.

    (x) Policy on referrals for specialty care and for other benefits 

not furnished by the enrollee's primary care provider.

    (xi) Cost sharing, if any.

    (xii) How and where to access any benefits that are available under 

the State plan but are not covered under the contract, including any 

cost sharing, and how transportation is provided. For a counseling or 

referral service that the MCO, PIHP, PAHP, or PCCM does not cover 

because of moral or religious objections, the MCO, PIHP,
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PAHP, or PCCM need not furnish information on how and where to obtain 

the service. The State must provide information on how and where to 

obtain the service.

    (g) Specific information requirements for enrollees of MCOs and 

PIHPs. In addition to the requirements in Sec. 438.10(f), the State, 

its contracted representative, or the MCO and PIHP must provide the 

following information to their enrollees:

    (1) Grievance, appeal, and fair hearing procedures and timeframes, 

as provided in Sec. Sec. 438.400 through 438.424, in a State-developed 

or State-approved description, that must include the following:

    (i) For State fair hearing--

    (A) The right to hearing;

    (B) The method for obtaining a hearing; and

    (C) The rules that govern representation at the hearing.

    (ii) The right to file grievances and appeals.

    (iii) The requirements and timeframes for filing a grievance or 

appeal.

    (iv) The availability of assistance in the filing process.

    (v) The toll-free numbers that the enrollee can use to file a 

grievance or an appeal by phone.

    (vi) The fact that, when requested by the enrollee--

    (A) Benefits will continue if the enrollee files an appeal or a 

request for State fair hearing within the timeframes specified for 

filing; and

    (B) The enrollee may be required to pay the cost of services 

furnished while the appeal is pending, if the final decision is adverse 

to the enrollee.

    (vii) Any appeal rights that the State chooses to make available to 

providers to challenge the failure of the organization to cover a 

service.

    (2) Advance directives, as set forth in Sec. 438.6(i)(2).

    (3) Additional information that is available upon request, including 

the following:

    (i) Information on the structure and operation of the MCO or PIHP.

    (ii) Physician incentive plans as set forth in Sec. 438.6(h) of 

this chapter.

    (h) Specific information for PAHPs. The State, its contracted 

representative, or the PAHP must provide the following information to 

their enrollees:

    (1) The right to a State fair hearing, including the following:

    (i) The right to a hearing.

    (ii) The method for obtaining a hearing.

    (iii) The rules that govern representation.

    (2) Advance directives, as set forth in Sec. 438.6(i)(2), to the 

extent that the PAHP includes any of the providers listed in Sec. 

489.102(a) of this chapter.

    (3) Upon request, physician incentive plans as set forth in Sec. 

438.6(h).

    (i) Special rules: States with mandatory enrollment under State plan 

authority--(1) Basic rule. If the State plan provides for mandatory 

enrollment under Sec. 438.50, the State or its contracted 

representative must provide information on MCOs and PCCMs (as specified 

in paragraph (i)(3) of this section), either directly or through the MCO 

or PCCM.

    (2) When and how the information must be furnished. The information 

must be furnished as follows:

    (i) For potential enrollees, within the timeframe specified in Sec. 

438.10(e)(1).

    (ii) For enrollees, annually and upon request.

    (iii) In a comparative, chart-like format.

    (3) Required information. Some of the information is the same as the 

information required for potential enrollees under paragraph (e) of this 

section and for enrollees under paragraph (f) of this section. However, 

all of the information in this paragraph is subject to the timeframe and 

format requirements of paragraph (i)(2) of this section, and includes 

the following for each contracting MCO or PCCM in the potential 

enrollees and enrollee's service area:

    (i) The MCO's or PCCM's service area.

    (ii) The benefits covered under the contract.

    (iii) Any cost sharing imposed by the MCO or PCCM.

    (iv) To the extent available, quality and performance indicators, 

including enrollee satisfaction.

[67 FR 41095, June 14, 2002; 67 FR 65505, Oct. 25, 2002]
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CMHSP CUSTOMER SERVICES COORDINATORS

	Allegan Co CMH Services

3285 122nd Avenue

Allegan, MI  49010


	Phone: (269) 673-3384, ext. 2720

Fax: (269) 686-5201

Coordinator: Tim Smith
	tsmith@accmhs.org

	AuSable Valley CMH Services

1199 W. Harris Ave.

P.O. Box 310

Tawas City, MI  48764


	Phone: 989) 362-8636

Fax: (989) 362-7800


Coordinator: Lois Gartland
	lois.gartland@avcmh.org

	Barry County CMH Authority

915 West Green Street

Hastings, MI  49058
	Phone: (269) 948-8041

Fax: (269) 948-9319

Coordinator: Deb Brice


	debrice@bccmha.org

	BAY-ARENAC BEHAVIORAL HEALTH

201 Mulholland 

Bay City MI  48708

	Phone: (989) 497-1329

Fax: (989) 497-1320
Coordinator:  Kimberly Cereske
	kcereske@access-alliance-mi.org



	Berrien Mental Health Authority

P.O. Box 547/1485 M-139

Benton Harbor, MI 49023


	Phone: (269) 934-1605

Fax: (269) 927-6063

Coordinator: Pat Friend


	pnf@riverwoodcenter.org

	CMH AUTHORITY OF C.E.I.  COUNTIES

812 E. Jolly Rd., Suite G10

Lansing, MI 48910


	Phone: (517) 346-8246

Fax: (517) 346-8245

Coordinator: Elizabeth Holcomb


	holcomb@ceicmh.org


	CMH FOR CENTRAL MI

301 South Crapo Suite 100

Mt. Pleasant, MI 48858


	Phone: 989-772-5938, 800-317-0708

Fax: 989-773-1968

Coordinator: Diana LaJoice  


	dlajoice@cmhcm.org

	Copper Country CMH Services

901 West Memorial Drive

Houghton, MI  49931


	Phone: 906-482-9400, ext. 120

FAX: 906-482-9794

Coordinator: Jim Foss


	jfoss@cccmh.org

	DETROIT-WAYNE CO CMH Agency

640 Temple 8th Floor

Detroit MI 48201


	Phone: (313) 833-2392 or 93 

TDD: (800) 630-1044

Fax: (313) 833-4280

Coordinator: Michele A. Vasconcellos


	mvasconc@co.wayne.mi.us 



	GENESEE COUNTY CMH SERVICES

420 West Fifth Avenue

Flint, MI  48503


	Phone: (810) 257-3705

Fax: (810) 257-1328.

TTY:  810-257-1346

Coordinator: LaDon McNeil


	lmcneil@gencmh.org

	Gogebic CMH Authority

103 West U. S. 2

Wakefield, MI 49968


	Phone: (906) 229-6100

Fax: (906) 229-6190

Coordinator: Holly Michelli


	hmichelli@gccmh.org 



	Gratiot Count CMH Services

P.O. Box 69

Alma, MI 48801


	Phone:(989) 466-4192

Fax: (989) 463-5470

Coordinator: Jana Perez
	jperez@gccmha.org 



	Hiawatha Behavioral Health

125 N. Lake Street

Manistique, MI  49854


	Phone: 906-341-2144

Fax: 906-341-5793

Coordinator: Pam Edwards


	pedwards@sault.com

	Huron Behavioral Health 

1108 S. Van Dyke

Bad Axe, MI  48413


	Phone: (989) 269-9293.

Fax: (989) 269-7544

Coordinator: Catherine Jaskowski


	Cathy@huroncmh.org

	Ionia County CMH

375 Apple Tree Drive

Ionia, Michigan 48846 


	Phone: (616) 527-1790

Fax: (616) 527-1269

Coordinator: Michelle Bradley


	mbradley@ioniacmhs.org

	KALAMAZOO CMH SERVICES

418 W Kalamazoo Ave.

Kalamazoo MI 49007

	Phone: (269) 553-7005 or (888) 373-6200

Fax: (269) 373-4951

Coordinator: Teresa Lewis


	tlewis@kazoocmh.org.



	NETWORK180 (Kent Co)

728 Fuller NE

Grand Rapids, MI  49503


	Phone:
(616) 336-3362

Fax: (616) 336-3593

Coordinator: Jackie Klinesteker
	jackiek@network180.org

	Lapeer County CMH Services

1570 Suncrest Drive,

Lapeer, MI, 48446


	Phone: (810) 245-8284

Fax: (810) 664-8728

Coordinator: Kris Fantin
	kfantin@cmh.co.lapeer.mi.us


	Lenawee CMH Authority 

1040 S. Winter, Suite 1022

Adrian, MI  49221


	Phone: (517) 263-8905 or (800) 664-5005

Fax: (517) 265-8237

Coordinator: Kay Ross
	kross@lcmha.org
customerserv@lcmha.org 



	LIFEWAYS (Jackson-Hillsdale CMH)

1200 N. West Avenue

Jackson, MI  49202


	Phone: (517) 796-4519

Fax: (517) 789-1276

Coordinator: Brenna Wheeler


	brenna.wheeler@lifewaysmco.com

	Livingston County CMH Authority

2280 E. Grand River

Howell, MI  48843


	Phone: (517) 546-4126

Fax: (517) 546-1300

Coordinator: Leslie Hall 
	lhall@cmhliv.org


	MACOMB CO CMH SERVICES

10 North Main Street, 

Fifth Floor, County Building, 

Mt. Clemens, MI  48043


	Phone: Customer Service (586) 469-6958

Phone: Coordinator (586) 307-8258

Fax: (586) 469-7958

Coordinator: Lory Valuet
	lory.valuet@mccmh.net 



	Manistee-Benzie CMH

310 N. Glocheski Dr., P.O. Box 335

Manistee, MI  49660


	Phone: (877) 398-2013

Fax: (231) 882-2195

Coordinator: Joseph Johnston


	Johnsc@mbcmh.org

	Monroe CMH Authority

1001 S. Raisinville Road, P.O. Box 726

Monroe, MI  48161-0726


	Phone: (734) 243-3371

Fax: (734) 243-5564

Coordinator: Bridgitte K. Gates


	bgates@monroecmha.org

	Montcalm Center for Behavioral Health

611 N. State Street

Stanton, MI  48888


	Phone: ( 989) 831-7556

Fax : (989) 831-7578

Coordinator: Ed Wilson
	ewilson@mcbh.org

	CMH SERVICES OF MUSKEGON CO

173 E. Apple Avenue

Muskegon, Michigan 49442


	Phone: (231) 724-1354

Toll Free: (877) 724-4440

TTY (231) 720-3280

FAX: (231) 720-3295

Coordinator: Susan Savoie


	savoie@cmhs.co.muskegon.mi.us

	Newaygo County Mental Health Center

1049 Newell

P.O. Box 867

White Cloud, MI  49349


	Phone: (231) 689-7330

Fax: (231) 689-7345

Coordinator: Cindy Ingersoll
	cingersoll@newaygocmh.org


	NORTH COUNTRY CMH

One MacDonald Drive, Suite A

Petoskey, MI  49770


	Phone: (231) 347-7890

Fax: (231) 347-1241

Coordinator: Karen Oliverius


	koliverius@norcocmh.org

	Northeast MI CMH Authority

400 Johnson Street

Alpena, MI 49707


	Phone: 989) 356-2161

Fax: (989) 354-5898
Coordinator: Ruth Hewett
	rhewett@nemcmh.org.

	NORTHERN LAKES CMH AUTHORITY

527 Cobbs Street

Cadillac, MI  49601


	Phone: (231) 876-3247

Fax: (231) 876-3220

Coordinator: Julie Burke
	Julie.burke@nlcmh.org


	NorthPointe Behavioral Healthcare Sys

715 Pyle Drive,

Kingsford MI  49802


	Phone: (906) 779-0556 

Fax: (906) 779-1306  

Coordinator: Nance Pugh
	npugh@nbhs.org

	OAKLAND CO CMH Authority

2011 Executive Hills Blvd.

Auburn Hills, MI  48326


	Ph: (248).975-9833

Fax: (248) 858-0434

Coordinator: Michael Daley
	daleym@occmha.org

	CMH of Ottawa County

12263 James Street

Holland, MI  49424


	Phone: (616) 494-5545

Fax: (616) 393-5687

Coordinator: Kelly Sall
	ksall@co.ottawa.mi.us


	PATHWAYS 

2820 College Avenue,  

Escanaba, MI  49829


	Phone: (906) 233-1288 

Toll Free: (888) 728-4929

Fax: (906) 786-5859
Coordinator: Dianna Seymour


	dseymour@up-pathways.org

	Pines Behavioral Health Services

200 Orleans Boulevard

Coldwater, MI 49036

	Phone: (517) 279-8404 

Fax: (517) 279-8172

Coordinator: Mitch Rice 
	mrice@pinesbhs.org


	SAGINAW CO CMH Authority

500 Hancock

Saginaw, MI 48602


	Phone: (989) 797-3467

Fax: (989) 797-3595

Coordinator: Tim Ninemire
	tninemire@sccmha.org

	Shiawassee County CMH Authority

P.O. Box 428

Owosso, Michigan 48867


	Phone: (989) 723-6791

Fax (989) 725-5061
Coordinator: Joan Durling
	jduraling@shiacmh.org

	Sanilac County CMH

217 E. Sanilac, Suite One

Sandusky, MI  48471


	Phone: (810) 583-0337

Fax: (810) 648-0319

Coordinator: Michele Vilas
	michelev@sanilacmentalhealth.org


	ST. CLAIR COUNTY CMH SERVICES

3031-B Commerce Drive

Fort Gratiot, Michigan 48059


	Phone : (810) 987-6911

Toll Free: (888) 225-4447

Fax: (810)-385-3652

Coordinator: Elaine Baugh
	ebaugh@scccmh.org 



	CMH Services of St. Joseph County

210 S. Main Street

Three Rivers, MI  49093


	Phone: (269) 273-5000 ext. 340

Fax: (269) 273-8019

Coordinator: Joanne Southworth
	jsouthworth@stjoecmh.org


	SUMMIT POINTE 

140 W. MI

Battle Creek, Mi 49017


	Phone: (269)-441-5906 

Fax: (269) 966-2844 (Fax)

Coordinator: Nichole Boyd


	nrb@summitpointe.org >

	Tuscola Behavioral Health Systems

P.O. Box 239

Caro, MI 48723


	Phone : (800) 462-6814

Fax: (989) 672-3170

Coordinator: Sue McElroy


	ssmcelroy@tbhs.net

	Van Buren Comm Ment Hlth Authority

801 Hazen Street, Suite C

P.O. Box 249

Paw Paw, MI 49079

	Phone: (269) 657-5574 

Fax: (269) 657-3474

Coordinator: Liz Courtney
	lcourtney@vbcmh.com

	WASHTENAW COMMUNITY HLTH ORG

555 Towner St.

Ypsilanti, Michigan 48197


	Phone: (734) 544-3000

Fax: (734) 544-6732 

Coordinator: Steven Sheldon
	sheldonsj@ewashtenaw.org

	West MI CMH System

920 Diana Street

Ludington, MI 49431


	Phone: (231) 843-5467  

Fax: (231) 845-7095 

Coordinator: Michele Condit


	michelec@wmcmhs.org

	Woodlands Behavioral Hlthcare Network

960 M-60 East

Cassopolis, MI  49031


	Phone: (269) 445-2451 or (800) 323-0335

Fax: (269) 445-3216

Coordinator: Margot Przybysz (z’s are silent)


	margotp@woodlandsbhn.org 
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Attachment P 6.3.1.1.A

PIHP CUSTOMER SERVICES HANDBOOK

REQUIRED STANDARD TOPICS

Final: September 2006
Each pre-paid inpatient health plan (PIHP) must have a customer services handbook that is provided to Medicaid beneficiaries when they first come to service and periodically thereafter through their tenure as service recipients.  It is suggested that they be provided the handbook annually at the time of person-centered planning.  The list below contains the topics that shall be in each PIHP’s customer services handbook.  The PIHP may determine the order of the topics as they appear in the handbook and may add more topics.  In order that beneficiaries receive the same information no matter where they go in Michigan, the topics with asterisks below must use the standard language templates contained in this requirement.  PIHPs should tailor the contact information in the brackets to reflect their local operations and may add local or additional information to the templates.  Information in the handbook should be easily understood, and accommodations available for helping beneficiaries understand the information. The information must be available in the prevalent non-English language(s) spoken in the PIHP’s service area.

Note: It is understood that PIHPs may have quantities of handbooks in stock that do not contain all of the language herein and are reluctant to discard them. It is suggested that PIHPs review such existing handbooks to assure that all the information required by the federal Balanced Budget Act is included and if not, produce supplemental material to distribute with the old handbooks. PIHPs should draft new handbooks with the information and language contained in this document, have them available for review in the Spring of 2007, and have them ready to be printed when the old stock is exhausted, but no later than October 1, 2007.

*Must use boilerplate language in templates (attached)

Topics Requiring Template Language (not necessarily in this order)

*Confidentiality and family access to information

*Coordination of care

*Emergency and after-hours access to services

*Glossary

*Grievance and appeal

*Language accessibility/accommodation

*Payment for services

*Person-centered planning

*Recipient rights

*Recovery  

*Service array, eligibility, medical necessity, & choice of providers in network

*Service authorization

Other Required Topics (not necessarily in this order)
 Access process
Access to out-of-network services

Affiliate [for Detroit-Wayne, the MCPNs] addresses and phone numbers:

· Executive director

· Medical director

· Recipient rights officer

· Customer services

· Emergency

Community resource list (and advocacy organizations)

Index

Right to information about PIHP operations (e.g., organizational chart, annual report)
Services not covered under contract
Welcome to PIHP

What is customer services and what it can do for the individual; hours of operation and process for obtaining customer assistance after hours?

Other Suggested Topics

Customer services phone number in the footer of each page

Safety information

Template #1: Confidentiality and Family Access to Information

You have the right to have information about your mental health treatment kept private. You also have the right to look at your own clinical records and add a formal statement about them if there is something you do not like. Generally information about you can only be given to others with your permission. However, there are times when your information is shared in order to coordinate your treatment or when it is required by law.  

Family members have the right to provide information to [PIHP] about you. However, without a Release of Information signed by you, the [PIHP] may not give information about you to a family member.  For minor children under the age of 18 years, parents are provided information about their child and must sign a release of information to share with others. 

If you receive substance abuse services, you have rights related to confidentiality specific to substance abuse services.
Under HIPAA (Health Insurance Portability and Accountability Act), you will be provided with an official Notice of Privacy Practices from your community mental health services program.  This notice will tell you all the ways that information about you can be used or disclosed.  It will also include a listing of your rights provided under HIPAA and how you can file a complaint if you feel your right to privacy has been violated.

If you feel your confidentiality rights have been violated, you can call the Recipient Rights Office where you get services.

[Note to PIHP: you may add additional information to this template]

Template #2: Coordination of Care

To improve the quality of services,[PIHP name] wants to coordinate your care with the medical provider who cares for your physical health.  If you are also receiving substance abuse services, your mental health care should be coordinated with those services. Being able to coordinate with all providers involved in treating you improves your chances for recovery, relief of symptoms and improved functioning. Therefore, you are encouraged to sign a “Release of Information” so that information can be shared. If you do not have a medical doctor and need one, contact the [Customer Services Unit] and the staff will assist you in getting a medical provider.

[Note to PIHP: you may add additional information to this template]

Template #3: Emergency and After-Hours Access to Services

A “mental health emergency” is when a person is experiencing a serious mental illness, or a developmental disability, or a child is experiencing a serious emotional disturbance and can reasonably be expected in the near future to harm him/herself or another, or because of his/her inability to meet his/her basic needs is at risk of harm, or the person’s judgment is so impaired that he or she is unable to understand the need for treatment and that their condition is expected to result in harm to him/herself or another individual in the near future. You have the right to receive emergency services at any time, 24-hours a day, seven days a week, without prior authorization for payment of care.

If you have a mental health emergency, you should seek help right away. At any time during the day or night call:

[PIHP insert local emergency telephone numbers and place(s) to go for help]

Post-Stabilization Services

After you receive emergency mental health care and your condition is under control, you may receive mental health services to make sure your condition continues to stabilize and improve. Examples of post-stabilization services are crisis residential, case management, outpatient therapy, and/or medication reviews.

Template #4: Glossary or Definition of Terms

MENTAL HEALTH GLOSSARY

Access:  The entry point to the Prepaid Inpatient Health Plan (PIHP), sometimes called an “access center,” where Medicaid beneficiaries call or go to request mental health services. 
Adult Benefits Waiver: Michigan health care program for certain low-income adults who are not eligible for the Medicaid program.  Contact the [Customer Services Unit] for more information.  This is a narrowly defined benefit that does not entitle you to all of the services and supports described in this brochure.

Amount, Duration, and Scope: How much, how long, and in what ways the Medicaid services that are listed in a person’s individual plan of service will be provided. 
Beneficiary: An individual who is eligible for and enrolled in the Medicaid program in Michigan. 
CA: An acronym for Substance Abuse Coordinating Agency.  The CAs in Michigan manage services for people with substance use disorders.
CMHSP:  An acronym for Community Mental Health Services Program.  There are 46 CMHSPs in Michigan that provide services in their local areas to people with mental illness and developmental disabilities.
Fair Hearing: A state level review of beneficiaries’ disagreements with health plans’ denial, reduction, suspension or termination of Medicaid services. State administrative law judges who are independent of the Michigan Department of Community Health perform the reviews.
Deductible (or Spend-Down): A term used when individuals qualify for Medicaid coverage even though their countable incomes are higher than the usual Medicaid income standard.  Under this process, the medical expenses that an individual incurs during a month are subtracted from the individual’s income during that month. Once the individual’s income has been reduced to a state-specified level, the individual qualifies for Medicaid benefits for the remainder of the month. 

Developmental Disability: Is defined by the Michigan Mental Health code means either of the following: (a) If applied to a person older than five years, a severe chronic condition that is attributable to a mental or physical impairment or both, and is manifested before the age of 22 years; is likely to continue indefinitely; and results in substantial functional limitations in three or more areas of the following major life activities: self-care, receptive and expressive language, learning, mobility, self-direction, capacity for independent living, and economic self-sufficiency; and reflects the need for a combination and sequence of special, interdisciplinary, or generic care, treatment or other services that are of lifelong or extended duration; (b) If applied to a minor from birth to age five, a substantial developmental delay or a specific congenital or acquired condition with a high probability of resulting in a developmental disability.

Health Insurance Portability and Accountability Act of 1996 (HIPAA): This legislation is aimed, in part, at protecting the privacy and confidentially of patient information. “Patient” means any recipient of public or private health care, including mental health care, services. 
MDCH: An acronym for Michigan Department of Community Health.  This state department, located in Lansing, oversees public-funded services provided in local communities and state facilities to people with mental illness, developmental disabilities and substance use disorders.

Medically Necessary: A term used to describe one of the criteria that must be met in order for a beneficiary to receive Medicaid services.  It means that the specific service is expected to help the beneficiary with his/her mental health, developmental disability or substance use (or any other medical) condition.  Some services assess needs and some services help maintain or improve functioning. 

Michigan Mental Health Code: The state law that governs public mental health services provided to adults and children with mental illness, serious emotional disturbance and developmental disabilities by local community mental health services programs and in state facilities.

MIChild: A Michigan health care program for low-income children who are not eligible for the Medicaid program.  This is a limited benefit.  Contact the [Customer Services Unit] for more information.

PIHP: An acronym for Prepaid Inpatient Health Plan.  There are 18 PIHPs in Michigan that manage the Medicaid mental health, developmental disabilities, and substance abuse services in their geographic areas.  All 18 PIHPs are also community mental health services programs.
Recovery: A journey of healing and change allowing a person to live a meaningful life in a community of their choice, while working toward their full potential.

Resiliency: The ability to “bounce back.” This is a characteristic important to nurture in children with serious emotional disturbance and their families. It refers to the individual’s ability to become successful despite challenges they may face throughout their life. 
Specialty Supports and Services: A term that means Medicaid-funded mental health, developmental disabilities and substance abuse supports and services that are managed by the Pre-Paid Inpatient Health Plans.

SED: An acronym for Serious Emotional Disturbance, and as defined by the Michigan Mental Health Code, means a diagnosable mental, behavioral or emotional disorder affecting a child that exists or has existed during the past year for a period of time sufficient to meet diagnostic criteria specified in the most recent Diagnostic and Statistical Manual of Mental Disorders; and has resulted in functional impairment that substantially interferes with or limits the child’s role or functioning in family, school or community activities.

Serious Mental Illness: Is defined by the Michigan Mental Health Code to mean a diagnosable mental, behavioral or emotional disorder affecting an adult that exists or has existed within the past year for a period of time sufficient to meet diagnostic criteria specified in the most recent Diagnostic and Statistical Manual of Mental Disorders; and that has resulted in function impairment that substantially interferes with or limits one or more major life activities.

Substance Use Disorder (or substance abuse): Is defined in the Michigan Public Health Code to mean the taking of alcohol or other drugs at dosages that place an individual's social, economic, psychological, and physical welfare in potential hazard or to the extent that an individual loses the power of self-control as a result of the use of alcohol or drugs, or while habitually under the influence of alcohol or drugs, endangers public health, morals, safety, or welfare, or a combination thereof.

[Note to PIHP: you may add additional information to this template]

Template #5: Grievance and Appeals Processes

Grievances

You have the right to say that you are unhappy with your services or supports or the staff who provide them, by filing a “grievance.”  You can file a grievance any time by calling, visiting, or writing to the [Customer Services Office.]  Assistance is available in the filing process by contacting __________.  You will be given detailed information about grievance and appeal processes when you first start services and then again annually. You may ask for this information at any time by contacting the [Customer Services Office]. *

Appeals

You will be given notice when a decision is made that denies your request for services or reduces, suspends or terminates the services you already receive. You have the right to file an “appeal” when you do not agree with such a decision. There are two ways you can appeal these decisions. There are also time limits on when you can file an appeal once you receive a decision about your services. 

You may:

· Ask for a “Local Appeal” by contacting ______________ at ____________.  and/or 
· You can ask at any time for a Medicaid Fair Hearing before an administrative law judge (a state appeal). 
Your appeal will be completed quickly, and you will have the chance to provide information or have someone speak for you regarding the appeal.    You may ask for assistance from [Customer Services] to file an appeal.

*[Note to PIHPs: you may add detailed information about grievance and appeals to this template. In that case you may wish to modify this last sentence.]

Template #6: Language assistance and accommodations

Language Assistance

If you use a TTY, please contact [customer services] at the following TTY phone number:  (number).  

If you need a sign language interpreter, contact the [customer services office] at (number) as soon as possible so that one will be made available. Sign language interpreters are available at no cost to you.  

If you do not speak English, contact the [customer services office] at (number) so that arrangements can be made for an interpreter for you. Language interpreters are available at no cost to you.  

 [Note to PIHP: you should add in the handbook any other language assistance they have available]

Accessibility and Accommodations

In accordance with federal and state laws, all buildings and programs of the (PIHP name) are required to be physically accessible to individuals with all qualifying disabilities.  Any individual who receives emotional, visual, or mobility support from a service animal such as a dog will be given access, along with the service animal, to all buildings and programs of the (PIHP name).  If you need more information or if you have questions about accessibility or service/support animals, contact [customer services] at (phone number).  

If you need to request an accommodation on behalf of yourself or a family member or a friend, you can contact [customer services] at (phone). You will be told how to request an accommodation (this can be done over the phone, in person and/or in writing) and you will be told who at the agency is responsible for handling accommodation requests.

[Note to PIHP: you may add additional information to this template. To accommodate multiple affiliates, CAs or provider networks, it is acceptable to format names and numbers in the most logical way]

Template #7: Payment for Services
If you are enrolled in Medicaid and meet the criteria for the specialty mental health and substance abuse services,  the total cost of your authorized mental health or substance abuse treatment will be covered.  
If you are a Medicaid beneficiary with a deductible (“spend-down”), as determined by the Michigan Department of Human Services (DHS), you may be responsible for the cost of a portion of your services.

[Note to PIHP: you may add additional information to this template]

Template #8: Person-Centered Planning

The process used to design your individual plan of mental health supports, service, or treatment is called “Person-centered Planning (PCP).”   PCP is your right protected by the Michigan Mental Health Code.  

The process begins when you determine whom, beside yourself, you would like at the person-centered planning meetings, such as family members or friends, and what staff from [name of PIHP] you would like to attend. You will also decide when and where the person-centered planning meetings will be held. Finally, you will decide what assistance you might need to help you participate in and understand the meetings. 

During person-centered planning, you will be asked what are your hopes and dreams, and will be helped to develop goals or outcomes you want to achieve. The people attending this meeting will help you decide what supports, services or treatment you need, who you would like to provide this service, how often you need the service, and where it will be provided. You have the right, under federal and state laws, to a choice of providers.   

After you begin receiving services, you will be asked from time to time how you feel about the supports, services or treatment you are receiving and whether changes need to be made.  You have the right to ask at any time for a new person-centered planning meeting if you want to talk about changing your plan of service.

You have the right to “independent facilitation” of the person-centered planning process. This means that you may request that someone other than the [name of PIHP] staff conduct your planning meetings.  You have the right to choose from available independent facilitators.

Children under the age of 18 with developmental disabilities or serious emotional disturbance also have the right to person-centered planning. However, person-centered planning must recognize the importance of the family and the fact that supports and services impact the entire family. The parent(s) or guardian(s) of the children will be involved in pre-planning and person-centered planning using  “family-centered practice” in the delivery of supports, services and treatment to their children.  

Topics Covered during Person-Centered Planning

During person-centered planning, you will be told about psychiatric advance directives, a crisis plan, and self-determination (see the descriptions below). You have the right to choose to develop any, all or none of these.  

Psychiatric Advance Directive
Adults have the right, under Michigan law, to a “psychiatric advance directive.”  A psychiatric advance directive is a tool for making decisions before a crisis in which you may become unable to make a decision about the kind of treatment you want and the kind of treatment you do not want. This lets other people, including family, friends, and service providers, know what you want when you cannot speak for yourself. 

Crisis Plan
You also have the right to develop a “crisis plan.”  A crisis plan is intended to give direct care if you begin to have problems in managing your life or you become unable to make decisions and care for yourself.  The crisis plan would give information and direction to others about what you would like done in the time of crisis. Examples are friends or relatives to be called, preferred medicines, or care of children, pets, or bills. 
Self-determination

Self-determination is an option for payment of medically necessary services you might request if you are an adult beneficiary receiving mental health services in Michigan.  It is a process that would help you to design and exercise control over your own life by directing a fixed amount of dollars that will be spent on your authorized supports and services, often referred to as an “individual budget.” You would also be supported in your management of providers, if you choose such control.
[Note to PIHP: you may add additional information to this template]

Template #9: Recipient Rights

Every person who receives public mental health services has certain rights.  The Michigan Mental Health Code protects some rights. Some of your rights include:  
· The right to be free from abuse and neglect

· The right to confidentiality 
· The right to be treated with dignity and respect 
· The right to treatment suited to condition

More information about your many rights is contained in the booklet titled “Your Rights.”  You will be given this booklet and have your rights explained to you when you first start services, and then once again every year.  You can also ask for this booklet at any time.  

You may file a Recipient Rights complaint any time if you think staff violated your rights.  You can make a rights complaint either orally or in writing.

If you receive substance abuse services, you have rights protected by the Public Health Code. These rights will also be explained to you when you start services and then once again every year.  You can find more information about your rights while getting substance abuse services in the “Know Your Rights” pamphlet.  
You may contact your local community mental health services program to talk with a Recipient Rights Officer with any questions you may have about your rights or to get help to make a complaint. Customer Services can also help you make a complaint.  You can contact the Office or Recipient Rights at: or Customer Services at: _____________________.

Freedom from Retaliation

If you use public mental health or substance abuse services, you are 

free to exercise your rights, and to use the rights protection system

without fear of retaliation, harassment, or discrimination. In addition, under no circumstances will the public mental health system use seclusion or 

restraint as a means of coercion, discipline, convenience or retaliation.

[Note to PIHP: you may add additional information to this template]

Template #10: Recovery & Resiliency

 “Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her potential.”

Recovery is an individual journey that follows different paths and leads to different locations. Recovery is a process that we enter into and is a life long attitude. Recovery is unique to each individual and can truly only be defined by the individual themselves.  What might be recovery for one person may be only part of the process for another.  Recovery may also be defined as wellness. Mental health supports and services help people with mental illness in their recovery journeys. The person-centered planning process is used to identify the supports needed for individual recovery.

In recovery there may be relapses. A relapse is not a failure, rather a challenge. If a relapse is prepared for, and the tools and skills that have been learned throughout the recovery journey are used, a person can overcome and come out a stronger individual. It takes time, and that is why Recovery is a process that will lead to a future that holds days of pleasure and the energy to persevere through the trials of life.

Resiliency and development are the guiding principles for children with serious emotional disturbance. Resiliency is the ability to “bounce back” and is a characteristic important to nurture in children with serious emotional disturbance and their families. It refers to the individual’s ability to become successful despite challenges they may face throughout their life. 
[Note to PIHP: you may add additional information to this template]

Template #11: Service Array

MENTAL HEALTH MEDICAID SPECIALTY SUPPORTS AND SERVICES DESCRIPTIONS 

Note: If you are a Medicaid beneficiary and have a serious mental illness, or serious emotional disturbance, or developmental disabilities, or substance use disorder, you may be eligible for some of the Mental Health Medicaid Specialty Supports and Services listed below. 

Before services can be started, you will take part in an assessment to find out if you are eligible for services. It will also identify the services that can best meet your needs. You need to know that not all people who come to us are eligible, and not all services are available to everyone we serve. If a service cannot help you, your Community Mental Health will not pay for it. Medicaid will not pay for services that are otherwise available to you from other resources in the community.  

During the person-centered planning process, you will be helped to figure out the medically necessary services that you need and the sufficient amount, scope and duration required to achieve the purpose of those services.  You will also be able to choose who provides your supports and services. You will receive an individual plan of service that provides all of this information.

In addition to meeting medically necessary criteria, services listed below marked with an asterisk * require a doctor’s prescription.

Note: the Michigan Medicaid Provider Manual contains complete definitions of the following services as well as eligibility criteria and provider qualifications. The Manual may be accessed at www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf.
Assertive Community Treatment (ACT) provides basic services and supports essential for people with serious mental illness to maintain independence in the community.  An ACT team will provide mental health therapy and help with medications. The team may also help access community resources and supports needed to maintain wellness and participate in social, educational and vocational activities. 
Assessment includes a comprehensive psychiatric evaluation, psychological testing, substance abuse screening, or other assessments except for physical health, conducted to determine a person’s level of functioning and mental health treatment needs.

*Assistive Technology includes adaptive devices and supplies that are not covered under the Medicaid Health Plan or by other community resources. These devices help individuals to better take care of themselves, or to better interact in the places where they live, work, and play.
Behavior Management Review: If a person’s illness or disability involves behaviors that they or others who work with them want to change, their individual plan of services may include a plan that talks about the behavior.  This plan is often called a “behavior management plan.” The behavior management plan is developed during person-centered planning and then is approved and reviewed regularly by a team of specialists to make sure that it is effective and dignified, and continues to meet the person’s needs. 

Clubhouse Programs are programs where members (consumers) and staff work side by side to operate the clubhouse and to encourage participation in the greater community.  Clubhouse programs focus on fostering recovery, competency, and social supports, as well as vocational skills and opportunities.
Community Inpatient Services are hospital services used to stabilize a mental health condition in the event of a significant change in symptoms, or in a mental health emergency.  Community hospital services are provided in licensed psychiatric hospitals and in licensed psychiatric units of general hospitals.

Community Living Supports (CLS) are activities provided by paid staff that help adults with either serious mental illness or developmental disabilities live independently and participate actively in the community.  Community Living Supports may also help families who have children with special needs (such as developmental disabilities or serious emotional disturbance).

Crisis Interventions are unscheduled individual or group services aimed at reducing or eliminating the impact of unexpected events on mental health and well-being. 

Crisis Residential Services are short-term alternatives to inpatient hospitalization provided in a licensed residential setting.  

*Enhanced Pharmacy includes doctor-ordered nonprescription or over-the-counter items (such as vitamins or cough syrup) necessary to manage your health condition(s) when a person’s Medicaid Health Plan does not cover these items.

*Environmental Modifications are physical changes to a person’s home, car, or work environment that are of direct medical or remedial benefit to the person. Modifications ensure access, protect health and safety, or enable greater independence for a person with physical disabilities.  Note that other sources of funding must be explored first, before using Medicaid funds for environmental modifications.

Extended Observation Beds (or 23-hour stay units) are used to stabilize a mental health emergency when a person needs to be in the hospital for only a short time.  An extended observation bed allows hospital staff to observe and treat the person’s condition for up to one day before they are discharged to another community-based outpatient service or admitted to the hospital.   

Family Skills Training is education and training for families who live with and or care for a family member who is eligible for specialty services or the Children’s Waiver Program.  
Fiscal Intermediary Services help individuals manage their service and supports budget and pay providers if they are using a “self-determination” approach.  

Health Services include assessment, treatment, and professional moni​toring of health conditions that are related to or impacted by a person’s mental health condition.  A person’s primary doctor will treat any other health conditions they may have.  

Home-Based Services for Children and Families are provided in the family home or in another community setting. Services are designed individually for each family, and can include things like mental health therapy, crisis intervention, service coordination, or other supports to the family.

Housing Assistance is assistance with short-term, transitional, or one-time-only expenses in an individual’s own home that his/her resources and other community resources could not cover. 

Intensive Crisis Stabilization is another short-term alternative to inpatient hospitalization.  Intensive crisis stabilization services are structured treatment and support activities provided by a mental health crisis team in the person’s home or in another community setting.  

Intermediate Care Facility for Persons with Mental Retardation (ICF/MR) provide 24-hour intensive supervision, health and rehabilitative services and basic needs to persons with developmental disabilities.  The state of Michigan has one ICF/MR called the Mt. Pleasant Center.

Medication Administration is when a doctor, nurse, or other licensed medical provider gives an injection, or an oral medication or topical medication.

Medication Review is the evaluation and monitoring of medicines used to treat a person’s mental health condition, their effects, and the need for continuing or changing their medicines.

Mental Health Therapy and Counseling for Adults, Children and Families includes therapy or counseling designed to help improve functioning and relationships with other people.
Nursing Home Mental Health Assessment and Monitoring includes a review of a nursing home resident’s need for and response to mental health treatment, along with consultations with nursing home staff.  

*Occupational Therapy includes the evaluation by an occupational therapist of an individuals’ ability to do things in order to take care of themselves every day, and treatments to help increase these abilities.  

Partial Hospital Services include psychiatric, psychological, social, occupational, nursing, music therapy, and therapeutic recreational services in a hospital setting, under a doctor’s supervision. Partial hospital services are provided during the day – participants go home at night.

Peer-delivered and Peer Specialist Services. Peer-delivered services such as drop-in centers are entirely run by consumers of mental health services.  They offer help with food, clothing, socialization, housing, and support to begin or maintain mental health treatment.   Peer Specialist services are activities designed to help persons with serious mental illness in their individual recovery journey and are provided by individuals who are in recovery from serious mental illness.

Personal Care in Specialized Residential Settings assists an adult with mental illness or developmental disabilities with activities of daily living, self-care and basic needs, while they are living in a specialized residential setting in the community.  

*Physical Therapy includes the evaluation by a physical therapist of a person’s physical abilities (such as the ways they move, use their arms or hands, or hold their body), and treatments to help improve their physical abilities.  

Prevention Service Models (such as Infant Mental Health, School Success, etc.) use both individual and group interventions designed to reduce the likelihood that individuals will need treatment from the public mental health system.

Respite Care Services provide short-term relief to the unpaid primary caregivers of people eligible for specialty services.  Respite provides temporary alternative care, either in the family home, or in another community setting chosen by the family.  

Skill-Building Assistance includes supports, services and training to help a person participate actively at school, work, volunteer, or community settings, or to learn social skills they may need to support themselves or to get around in the community.

*Speech and Language Therapy includes the evaluation by a speech therapist of a person’s ability to use and understand language and communicate with others or to manage swallowing or related conditions, and treatments to help enhance speech, communication or swallowing.  

Substance Abuse Treatment Services (descriptions follow the mental health services)

Supports Coordination or Targeted Case Management: A Supports Coordinator or Case Manager is a staff person who helps write an individual plan of service and makes sure the services are delivered.   His or her role is to listen to a person’s goals, and to help find the services and providers inside and outside the local community mental health services program that will help achieve the goals. A supports coordinator or case manager may also connect a person to resources in the community for employment, community living, education, public benefits, and recreational activities.  

Supported/Integrated Employment Services provide initial and ongoing supports, services and training, usually provided at the job site, to help adults who are eligible for mental health services find and keep paid employment in the community.  

Transportation may be provided to and from a person’s home in order for them to take part in a non-medical Medicaid-covered service.

Treatment Planning assists the person and those of his/her choosing in the development and periodic review of the individual plan of services.  
Wraparound Services for Children and Adolescents with serious emotional disturbance and their families that include treatment and supports necessary to maintain the child in the family home.

Services for Only Habilitation Supports Waiver (HSW) and Children’s Waiver Participants 

Some Medicaid beneficiaries are eligible for special services that help them avoid having to go to an institution for people with developmental disabilities or nursing home. These special services are called the Habilitation Supports Waiver and the Children’s Waiver.  In order to receive these services, people with developmental disabilities need to be enrolled in either of these “waivers.”  The availability of these waivers is very limited.  People enrolled in the waivers have access to the services listed above as well as those listed here:

Chore Services (for Habilitation Supports Waiver enrollees) are provided by paid staff to help keep the person’s home clean, and safe.  

Non-Family Training (for Children’s Waiver enrollees) is customized training for the paid in-home support staff who provide care for a child enrolled in the Waiver.  

Out-of-home Non-Vocational Supports and Services (for HSW enrollees) is assistance to gain, retain or improve in self-help, socialization or adaptive skills.
Personal Emergency Response devices (for HSW enrollees) help a person maintain independence and safety, in their own home or in a community setting. These are devices that are used to call for help in an emergency.

Prevocational Services (for HSW enrollees) include supports, services and training to prepare a person for paid employment or community volunteer work.

Private Duty Nursing (for HSW enrollees) is individualized nursing service provided in the home, as necessary to meet specialized health needs.  

Specialty Services (for Children’s Waiver enrollees) are music, recreation, art, or massage therapies that may be provided to help reduce or manage the symptoms of a child’s mental health condition or developmental disability.  Specialty services might also include specialized child and family training, coaching, staff supervision, or monitoring of program goals.

Services for Persons with Substance Use Disorders
The Substance Abuse treatment services listed below are covered by Medicaid. These services are available through [PIHP or SA Coordinating Agency]

Access, Assessment and Referral (AAR) determines the need for substance abuse services and will assist in getting to the right services and providers.

Outpatient Treatment includes counseling for the individual, and family and group therapy in an office setting.

Intensive Outpatient (IOP) is a service that provides more frequent and longer counseling sessions each week and may include day or evening programs.

Methadone and LAAM Treatment is provided to people who have heroin or other opiate dependence. The treatment consists of opiate substitution monitored by a doctor as well as nursing services and lab tests.  This treatment is usually provided along with other substance abuse outpatient treatment.

Sub-Acute Detoxification is medical care in a residential setting for people who are withdrawing  from alcohol or other drugs.

Residential Treatment is intensive therapuetic services which include overnight stays in a staffed licensed facility.
If you receive Medicaid, you may be entitled to other medical services not listed above.  Services necessary to maintain your physical health are provided or ordered by your primary care doctor.  If you receive Community Mental Health services, your local community mental health services program will work with your primary care doctor to coordinate your physical and mental health services.  If you do not have a primary care doctor, your local community mental health services program will help you find one.

Note: Home Help Program is another service available to Medicaid beneficiaries who require in-home assistance with activities of daily living, and household chores.  In order to learn more about this service, you may call the local Michigan Department of Human Services’ number below or contact the [Customer Services Office] for assistance.

 [Name and phone number of the local MDHS]

Medicaid Health Plan Services

If you are enrolled in a Medicaid Health Plan, the following kinds of health care services are available to you when your medical condition requires them.  

· Ambulance






· Chiropractic

· Doctor visits

· Family planning

· Health check ups

· Hearing aids

· Hearing and speech therapy

· Home Health Care

· Immunizations (shots)

· Lab and X-ray

· Nursing Home Care

· Medical supplies

· Medicine

· Mental health (limit of 20 outpatient visits)

· Physical and Occupational therapy

· Prenatal care and delivery

· Surgery

· Transportation to medical appointments

· Vision

If you already are enrolled in one of the health plans listed below you can contact the health plan directly for more information about the services listed above. If you are not enrolled in a health plan or do not know the name of your health plan, you can contact the [Customer Services Office] for assistance.

[List of health plans and contact numbers]

Template #12: Service Authorization

Services you request must be authorized or approved by [the PIHP or its designee]. That agency may approve all, some or none of your requests.  You will receive notice of a decision within 14 calendar days after you have requested the service during person-centered planning, or within 3 business days if the request requires a quick decision

Any decision that denies a service you request or denies the amount, scope or duration of the service that you request will be made by a health care professional who has appropriate clinical expertise in treating your condition.  Authorizations are made according to medical necessity. If you do not agree with a decision that denies, reduces, suspends or terminates a service, you may file an appeal.

[Note to PIHP: you may add additional information to this template]
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