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4. On , the Department received a request from Appellant’s 
PDN provider to continue PDN at 16 hours per day for an additional 2 
months.  The request indicated that the continued level of PDN was 
required because Appellant’s mother, a teacher, would be off during the 
summer and could adjust to the decrease in PDN hours at that time, while 
also prepare for going back to work in . (Exhibit A, p 38; 
Testimony) 

5. The Department approved continued 16 PDN hours per day from  
 through , but then indicated that PDN would be 

reduced transitionally to 12 PDN hours per day thereafter. (Exhibit A, pp 
44-49; Testimony) 

6. On , Appellant’s PDN provider requested that Appellant’s 
PDN be increased back to 16 hours per day effective  
because both parents would be back to work at that time and because 
Appellant had further been diagnosed with severe subglottic and tracheal 
stenosis, which would require reconstructive surgery after he was weaned 
off the ventilator.  (Exhibit A, pp 50-85; Testimony) 

7. On , the Department notified Appellant’s parents that 
the request for 16 PDN hours per day effective  had 
been denied.  (Exhibit A, pp 86-87; Testimony) 

8. Appellant’s request for hearing was received by the Michigan 
Administrative Hearing System on September 11, 2014.  (Exhibit 1) 

CONCLUSIONS OF LAW 
 
The Medical Assistance Program is established pursuant to Title XIX of the Social 
Security Act and is implemented by Title 42 of the Code of Federal Regulations (CFR).  
It is administered in accordance with state statute, the Social Welfare Act, the 
Administrative Code, and the State Plan under Title XIX of the Social Security Act 
Medical Assistance Program. 
 
The Children’s Special Health Care Services program is established pursuant to 42 
USC 700, et seq.  It is administered in accordance with MCL 333.5805, et seq. 
 

Children’s Special Health Care Services (CSHCS) is a program within the 
Michigan Department of Community Health (MDCH) created to find, 
diagnose, and treat children in Michigan who have chronic illnesses or 
disabling conditions. CSHCS is mandated by the Michigan Public Health 
Code, Public Act 368 of 1978, in cooperation with the federal government 
under Title V of the Social Security Act and the annual MDCH 
Appropriations Act. CSHCS promotes the development of service 
structures that offer specialty health care for the CSHCS qualifying 
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condition that is family centered, community based, coordinated, and 
culturally competent. 
 
MDCH covers medically necessary services related to the CSHCS 
qualifying condition for individuals who are enrolled in the CSHCS 
Program. Medical eligibility must be established by MDCH before the 
individual is eligible to apply for CSHCS coverage. Based on medical 
information submitted by providers, a medically eligible individual is 
provided an application for determination of nonmedical program criteria. 
 
An individual may be eligible for CSHCS and eligible for other medical 
programs such as Medicaid, Adult Benefits Waiver (ABW), Medicare, or 
MIChild. To be determined dually eligible, the individual must meet the 
eligibility criteria for CSHCS and for the other applicable program(s). 

 
Medicaid Provider Manual,  

Children’s Special Health  
Care Services, Section 1, July 1, 2014 

 
General information regarding Private Duty Nursing (PDN) may be found in the 
Department’s Medicaid Provider Manual, Private Duty Nursing, Section 1. 
 

SECTION 1 – GENERAL INFORMATION 
 
This chapter applies to Independent and Agency Private Duty Nurses. 
 
Private duty nursing (PDN) is a Medicaid benefit when provided in 
accordance with the policies and procedures outlined in this manual. 
Providers must adhere to all applicable coverage limitations, policies and 
procedures set forth in this manual. 
 
PDN is covered for beneficiaries under age 21 who meet the medical 
criteria in this section. If the beneficiary is enrolled in or receiving case 
management services from one of the following programs, that program 
authorizes the PDN services. 
 

 Children’s Waiver (the Community Mental Health Services 
Program) 

 
 Habilitation Supports Waiver (the Community Mental Health 

Services Program) 
 

 Home and Community-Based Services Waiver  for the Elderly and 
Disabled (the MI Choice Waiver) 
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For a Medicaid beneficiary who is not receiving services from one of the 
above programs, the Program Review Division reviews the request for 
authorization and authorizes the services if the medical criteria and 
general eligibility requirements are met. 
 
Beneficiaries who are receiving PDN services through one Medicaid 
program cannot seek supplemental PDN hours from another Medicaid 
Program (i.e., Children’s Waiver, Habilitation Supports Waiver, MI Choice 
Waiver). 
 
For beneficiaries 21 and older, PDN is a waiver service that may be 
covered for qualifying individuals enrolled in the Habilitation Supports 
Waiver or MI Choice Waiver.  When PDN is provided as a waiver service, 
the waiver agent must be billed for the services. 
 
1.1 DEFINITION OF PDN 
 
Private Duty Nursing is defined as nursing services for beneficiaries who 
require more individual and continuous care, in contrast to part-time or 
intermittent care, than is available under the home health benefit. These 
services are provided by a registered nurse (RN), or licensed practical 
nurse (LPN) under the supervision of an RN, and must be ordered by the 
beneficiary’s physician. Beneficiaries requiring PDN must demonstrate a 
need for continuous skilled nursing services, rather than a need for 
intermittent skilled nursing, personal care, and/or Home Help services. 
The terms "continuous" and "skilled nursing" are further defined in the 
Medical Criteria subsection for beneficiaries under age 21. 
 

* * * 
 
1.7 BENEFIT LIMITATION 
 
The purpose of the PDN benefit is to assist the beneficiary with medical 
care, enabling the beneficiary to remain in their home. The benefit is not 
intended to supplant the caregiving responsibility of parents, guardians, or 
other responsible parties (e.g., foster parents). There must be a primary 
caregiver (i.e., parent, guardian, significant other adult) who resides with a 
beneficiary under the age of 18, and the caregiver must provide a monthly 
average of a minimum of eight hours of care during a typical 24-hour 
period. The calculation of the number of hours authorized per month 
includes eight hours or more of care that will be provided by the caregiver 
during a 24-hour period, which are then averaged across the hours 
authorized for the month. The caregiver has the flexibility to use the 
monthly-authorized hours as needed during the month. 
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   In both cases, the lesser of the maximum "allowable" for Factors I and II, or the maximum specified for Factor III, applies.

 
[MPM, Private Duty Nursing, § 2.4, July 1, 2014 pp. 11-12]. 

2.6 CHANGE IN BENEFICIARY'S CONDITION/PDN AS A 
TRANSITIONAL BENEFIT 
 
Medicaid policy requires that the integrated plan of care (POC) be updated 
as  necessary  based  on  the  beneficiary's  medical  needs.   Additionally,  
when  a  beneficiary's  condition  changes,  warranting  a  decrease in the  
number of approved hours or a discontinuation of services, the provider 
must report the change to the appropriate authorizing agent (i.e., the 
Program Review Division, Children's Waiver, or Habilitation Supports 
Waiver) in writing. Changes such as weaning from a ventilator or 
tracheostomy decannulation can occur after months or years of services, 
or a beneficiary's condition may stabilize to the point of requiring fewer 
PDN hours or the discontinuation of hours altogether. It is important that 
the provider report all changes resulting in a decrease in the number of 
hours to the authorizing agent as soon as they occur, as well as properly 
updating the POC. MDCH will seek recovery of monies inappropriately 
paid to the provider if, during case review, the authorizing agent 
determines that a beneficiary required fewer PDN hours than was 
provided and MDCH was not notified of the change in condition. 
 
In some cases, the authorized PDN services may be considered a 
transitional benefit. In cases such as this, one of the primary reasons for 
providing services should be to assist the family or caregiver(s) to become 
independent in the care of the beneficiary. The provider, in collaboration 
with the family or caregiver(s), may decide that the authorized number of 
hours should be decreased gradually to accommodate increased 
independence on the part of the family, caregiver(s), and/or beneficiary. A 
detailed exit plan with instructions relating to the decrease in hours and 
possible discontinuation of care should be documented in the POC. The 
provider must notify the authorizing agent that hours are being decreased 
and/or when the care will be discontinued.  [MPM, Private Duty Nursing, § 
2.6, July 1, 2014 p. 15]. 

 
A PDN provider is also required to report changes in a beneficiary’s condition that 
warrant a decrease in the number of approved hours or a discontinuation of services.  
Medicaid Provider Manual, Private Duty Nursing, Section 2.6 July 1, 2014. 

 
In this case, there is no dispute that Appellant meets the eligibility criteria for PDN; the 
issue is whether an increase from 12 hours of PDN services per day to 16 hours of PDN 
services per day is medically necessary.   
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The Department’s R.N., Prior Authorization (PA) Reviewer testified that she received 
Appellant’s request to increase PDN to 16 hours per day on .  The 
Department’s R.N., PA Reviewer indicated that she reviewed all of the documentation 
attached to the request, including the Plan of Treatment, Operative Notes, Nursing 
Notes, and Physician Notes, as well as all documentation submitted with the original 
PDN request and the request to continue PDN at 16 hours per day received in  

.  Based on the documents submitted, the Department’s R.N., PA Reviewer 
testified that there was nothing in the documentation to support an increase in PDN.  
The Department’s R.N., PA Reviewer testified that Appellant was only authorized for 16 
PDN hours per day upon his release from the hospital in order to allow the family to 
adjust to caring for Appellant in the home.  The Department’s R.N., PA Reviewer 
pointed out that the Department did extend the authorization for 16 PDN hours per day 
for 2 months per the family’s request and also pointed out that in that request the family 
indicated that they wanted to wait until the summer to adjust to the decrease in PDN 
hours from 16 to 12 per day.  The Department’s R.N., PA Reviewer testified that her 
review of the documentation showed that Appellant was stable in the home, was being 
weaned off the ventilator, and was now eating orally.  The Department’s R.N., PA 
Reviewer also indicated that she noted Appellant’s diagnosis of severe subglottic and 
tracheal stenosis, which would require reconstructive surgery after he was weaned off 
the ventilator, but that did not support a finding of increased PDN.   
 
The Department’s R.N., PA Reviewer also reviewed the policy that she relied on in 
making the decision to reduce Appellant’s PDN.  The Department’s R.N., PA Reviewer 
indicated that according to the Decision Guide for PDN found in the Medicaid Provider 
Manual, Appellant fit into the Medium Intensity of Care and would be entitled to 6-12 
hours of PDN per day because he has two or more caregivers; both of whom works full-
time.  The Department’s R.N., PA Reviewer also indicated that even if Appellant was to 
be considered in the High category of Intensity of Care in the Decision Guide, he would 
only be entitled to 10-16 hours of PDN per day and the 12 hours of PDN per day was 
within those limits.  The Department’s R.N., PA Reviewer also referred to that portion of 
the PDN policy that indicates that PDN may be considered a transitional service, 
whereby the provider of PDN is encouraged to train family members to do some of the 
tasks they would normally handle so that the level of PDN could be reduced over time.   
 
Appellant’s father testified that the only change in Appellant’s condition since he left the 
hospital was that he was now eating orally and was being weaned off the ventilator.  
Appellant’s father indicated, however, that the main condition putting Appellant’s life at 
risk was the severe subglottic and tracheal stenosis, which was going to require surgery 
when Appellant was completely off the ventilator.  Appellant’s father indicated that 
because of this condition, Appellant needed to be watched 24 hours per day because if 
his tracheostomy came out, he would die.  Appellant’s father testified that there have 
only been a couple of occasions since Appellant has been home where his 
tracheostomy has come out, but they were very scary as Appellant became distressed 
within 30 seconds and started to turn blue.  Appellant’s father testified that because 
both he and his wife work full-time, and because a nurse needs to be with Appellant 
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every night for 8 hours, the remaining 4 hours per day is simply not enough to cover the 
time he and his wife are at work.  Appellant’s father indicated that this is true even 
though they forego daytime PDN during the weekends to help out.   
 
Appellant’s father testified that per his reading of the Medicaid Provider Manual (MPM), 
Appellant would be in the High category of Intensity of Care, which would allow him up 
to 16 PDN hours per day.  Appellant’s father also indicated that the MPM shows that the 
Department should take into account the fact that his wife’s insurance currently pays for 
75% of the PDN and Medicaid only pays for 25%.  Appellant’s father indicated that if his 
wife has to quit her job as a teacher, she will lose her insurance and, because his 
insurance does not cover PDN at all, Medicaid would end up paying 100% of the cost of 
PDN.   
 
In response, the Department’s R.N., PA Reviewer testified that who is paying for PDN 
does not factor into her determination of the amount of PDN that should be authorized.   
 
Based on the documentation submitted to the Department, the determination to deny 
the Appellant’s request to increase PDN hours to 16 hours per day was proper because 
there was nothing in the documentation to support an increase in PDN.  In addition, 
Appellant was only authorized for 16 PDN hours per day upon his release from the 
hospital in order to allow the family to adjust to caring for Appellant in the home and the 
Department did extend the authorization for 16 PDN hours per day for 2 months per the 
family’s request because in that request the family indicated that they wanted to wait 
until the summer to adjust to the decrease in PDN hours from 16 to 12 per day.  A 
review of the documentation also showed that Appellant was stable in the home, was 
being weaned off the ventilator, and was now eating orally.  Furthermore, according to 
the Decision Guide for PDN, Appellant fit into the Medium Intensity of Care and would 
be entitled to 6-12 hours of PDN per day because he has two or more caregivers; both 
of whom works full-time.  Also, even if Appellant was to be considered in the High 
category of Intensity of Care in the Decision Guide, he would only be entitled to 10-16 
hours of PDN per day and 12 hours is within those limits.  As such, based on the 
evidence submitted, Appellant failed to prove, by a preponderance of evidence that the 
denial of increased PDN was improper at the time it was made.  
 






