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The  PCP authorized payment for the transportation training and Medicaid dollars 
were spent assuming the training had occurred.  The CMH is prohibited from authorizing 
community mental health dollars to pay for services that are not provided.  The Appellant’s 
mother further testified that she was aware of the duplication of safety services.  Again, the 
CMH must not use Medicaid dollars to pay for services that are duplicated. 
 
The Medicaid Provider Manual, Mental Health/Substance Abuse, section articulates Medicaid 
policy for Michigan.  It states with regard to community living supports: 

 
17.3.B. COMMUNITY LIVING SUPPORTS 
 
Community Living Supports are used to increase or maintain 
personal self-sufficiency, facilitating an individual’s achievement of 
his goals of community inclusion and participation, independence or 
productivity. The supports may be provided in the participant’s 
residence or in community settings (including, but not limited to, 
libraries, city pools, camps, etc.). 
 
Coverage includes: 

 
 Assisting, reminding, observing, guiding and/or training in 

the following activities: 
 

• meal preparation 
• laundry 
• routine, seasonal, and heavy household care and 

maintenance 
• activities of daily living (e.g., bathing, eating, dressing, 

personal hygiene) 
• shopping for food and other necessities of daily living 

 
CLS services may not supplant state plan services, 
e.g., Personal Care (assistance with ADLs in a 
certified specialized residential setting) and Home 
Help or Expanded Home Help (assistance in the 
individual’s own, unlicensed home with meal 
preparation, laundry, routine household care and 
maintenance, activities of daily living and shopping). If 
such assistance is needed, the beneficiary, with the 
help of the PIHP case manager or supports 
coordinator must request Home Help and, if 
necessary, Expanded Home Help from the 
Department of Human Services (DHS). CLS may be 
used for those activities while the beneficiary awaits 
determination by DHS of the amount, scope and 
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duration of Home Help or Expanded Home Help. The 
PIHP case manager or supports coordinator must 
assist, if necessary, the beneficiary in filling out and 
sending a request for Fair Hearing when the 
beneficiary believes that the DHS authorization 
amount, scope and duration of Home Help does not 
accurately reflect the beneficiary’s needs based on 
findings of the DHS assessment. 

 
 Staff assistance, support and/or training with activities such 

as: 
• money management 
• non-medical care (not requiring nurse or physician 

intervention) 
• socialization and relationship building 
• transportation from the beneficiary’s residence to 

community activities, among community activities, and 
from the community activities back to the beneficiary’s 
residence (transportation to and from medical 
appointments is excluded) 

• participation in regular community activities and 
recreation opportunities (e.g., attending classes, movies, 
concerts and events in a park; volunteering; voting) 

• attendance at medical appointments 
• acquiring or procuring goods, other than those listed 

under shopping, and nonmedical services 
 

 Reminding, observing and/or monitoring of medication 
administration 

 
 Staff assistance with preserving the health and safety of the 

individual in order that she/she may reside or be supported 
in the most integrated, independent community setting. 

 
CLS may be provided in a licensed specialized residential setting 
as a complement to, and in conjunction with, state plan Personal 
Care services. Transportation to medical appointments is covered 
by Medicaid through DHS or the Medicaid Health Plan. Payment for 
CLS services may not be made, directly or indirectly, to responsible 
relatives (i.e., spouses, or parents of minor children), or guardian of 
the beneficiary receiving community living supports.  

  MPM, Mental Health and Substance Abuse Section, 
July 1, 2010, Page 100. 

 
The CMH is mandated by federal regulation to perform an assessment for the Appellant to 
determine what Medicaid services are medically necessary, and to determine the amount or 
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level of the Medicaid medically necessary services that are needed to reasonably achieve her 
goals.   
 
Applying the facts of this case to the documentation in the annual PCP assessment supports 
the CMH position that Appellant had goals which were not pursued in  and would 
not be pursued in , and had goals that were duplicative.  In other words, the 
difference in hours from the previous PCP was not due to a change in Appellant's condition, 
rather that she had had CLS hours approved for non-Medicaid-covered goals in the previous 
PCP.  Medicaid cannot cover non-utilized or duplicative services.  The CMH properly 
authorized non-duplicated services that would be utilized in Appellant’s  PCP at 36 
hours per week. 
 

Authorization of Respite Services 
 
The Appellant's mother testified that the three respite days (including overnight) per month 
were necessary because both she and her husband work.  The Appellant's mother testified 
that she works full-time as a respiratory therapist and her husband works full-time.  Appellant's 
mother explained that the Appellant has a behavioral need for frequent redirection and respite 
at the level of three days/overnights per month is necessary.  The Appellant’s mother said that 
the Appellant’s vocational program is three days per week through the  
volunteering at .  The Appellant’s mother said that on at least one day of the 
week the Appellant is picked up from the  and taken directly to her bowling 
activity. 
 
The evidence of record demonstrates that the  PCP authorizes more than five hours 
of CLS services per day, including on the weekend days.  In addition, the Appellant spends at 
least three full days in a vocational program outside the home and is involved in other 
community activities such as bowling and going to the library. 
 

 testified that the Appellant's mother is paid by Medicaid to provide 11 hours 
a week or 1.6 hours per day of HHS personal care to the Appellant.  The Medicaid Provider 
Manual states that Medicaid respite can not be authorized at the same time as a Medicaid- 
paid provider.  In other words, the CMH must consider the 1.6 hours per day that Appellant's 
mother is paid by Medicaid for HHS personal care when it is assessing the need for respite. 
 
The Medicaid Provider Manual reads, with regard to what Medicaid funding may be used for 
respite: 
 

17.3.J. RESPITE CARE SERVICES 
 
Services that are provided to assist in maintaining a goal of living in 
a natural community home by temporarily relieving the unpaid 
primary care giver.  Decisions about the methods and amounts of 
respite should be decided during person-centered planning. 
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PIHPs may not require active clinical treatment as a prerequisite for 
receiving respite care.  These services do not supplant or substitute 
for community living support or other services of paid 
support/training staff. 

 MPM, Mental Health and Substance Abuse Section, 
 July 1, 2010, Pages 110. (Underline added by ALJ). 

 
In Appellant's case the evidence of record shows that the Appellant receives approximately six 
hours of Medicaid funded services per day.  Taking into account that the Appellant lives with 
two parents and that the Appellant is gone from the home three days per week for vocational 
purposes and additional hours for other activities in the community, the CMH authorization of 
two days (including overnights) of respite services reasonably achieves the goal of relieving 
the Appellant's mother during the hours of the day she is an unpaid primary caregiver. 
 

Authorization of services versus reduction of services 
 
The Appellant's attorney asserted that because the  PCP authorization had less 
hours authorized in the  PCP, the CMH was obligated to send an advance action 
notice, and was required to continue services until this administrative law judge rendered a 
decision in the matter.  Title 42 of the Code of Federal Regulations is clear that an adequate 
action notice is needed for authorization of services; not an advance action notice:   
 

Sec. 438.404 Notice of action. 
 
(a) Language and format requirements. The notice must be in 
writing and must meet the language and format requirements of 
Sec. 438.10(c) and (d) to ensure ease of understanding. 
 
(b) Content of notice. The notice must explain the following: 

(1) The action the MCO or PIHP or its contractor has taken or 
intends to take. 

(2) The reasons for the action. 
(3) The enrollee's or the provider's right to file an MCO or PIHP 

appeal. 
(4) If the State does not require the enrollee to exhaust the 

MCO or PIHP level appeal procedures, the enrollee's right 
to request a State fair hearing. 

(5) The procedures for exercising the rights specified in this 
paragraph. 

(6) The circumstances under which expedited resolution is 
available and how to request it. 

(7) The enrollee's right to have benefits continue pending 
resolution of the appeal, how to request that benefits be 
continued, and the circumstances under which the enrollee 
may be required to pay the costs of these services. 
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(c) Timing of notice. The MCO or PIHP must mail the notice within 
the following timeframes: 

(1) For termination, suspension, or reduction of previously 
authorized Medicaid-covered services, within the 
timeframes specified in Secs. 431.211, 431.213, and 
431.214 of this chapter. 

(2) For denial of payment, at the time of any action affecting 
the claim. 

(3) For standard service authorization decisions that deny or 
limit services, within the timeframe specified in Sec. 
438.210(d)(1). 

(4) If the MCO or PIHP extends the time frame in accordance 
with Sec. 438.210(d)(1), it must-- 
(i) Give the enrollee written notice of the reason for the 
decision to extend the timeframe and inform the enrollee of 
the right to file a grievance if he or she disagrees with that 
decision; and 
(ii) Issue and carry out its determination as expeditiously as 
the enrollee's health condition requires and no later than 
the date the extension expires. 

(5) For service authorization decisions not reached within the 
timeframes specified in Sec. 438.210(d) (which constitutes 
a denial and is thus an adverse action), on the date that the 
timeframes expire. 

(6) For expedited service authorization decisions, within the 
timeframes specified in Sec. 438.210(d). 

 
Sec. 438.420 Continuation of benefits while the MCO or PIHP 
appeal and the State fair hearing are pending. 
 
(a) Terminology. As used in this section, ``timely'' filing means 

filing on or before the later of the following: 
(1) Within ten days of the MCO or PIHP mailing the notice of 

action. 
(2) The intended effective date of the MCO's or PIHP's 

proposed action. 
 
(b) Continuation of benefits. The MCO or PIHP must continue the 

enrollee's benefits if-- 
(1) The enrollee or the provider files the appeal timely; 
(2) The appeal involves the termination, suspension, or 

reduction of a previously authorized course of treatment; 
(3) The services were ordered by an authorized provider; 
(4) The original period covered by the original authorization 

has not expired…  (Underline added by ALJ). 
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*** NOTICE *** 
The State Office of Administrative Hearings and Rules may order a rehearing on either its own motion or at the request of a 
party within 30 days of the mailing date of this Decision and Order.  The State Office of Administrative Hearings and Rules will 
not order a rehearing on the Department’s motion where the final decision or rehearing cannot be implemented within 90 days 
of the filing of the original request.  The Appellant may appeal the Decision and Order to Circuit Court within 30 days of the 
receipt of the Decision and Order or, if a timely request for rehearing was made, within 30 days of the receipt of the rehearing 
decision. 
 

 
 
 
 
 
 




