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Please stand by for realtime captions.Welcome to the Grievances and Appeals Under the New 

Medicaid Managed Care Rules conference call.  

 
My name is John and I am your operator. At this time all participants are in a listen-only mode. 

Later we will conduct a Q&A session. Please note the conference is being recorded and I will 

turn the call over to Elizabeth [name unknown].  

 
Thank you. Thank you for joining this call. It is funded by the agency for community living 

under a grant to provide training and technical assistance related to Medicaid management and 

long-term care. I want to introduce our speakers at this time. We have Jane Perkins illegal 

director from the National Health Law Program and Sara Summers in managing attorney with 

the National Health Law Program. Without further ado, take it away Sarah.  

 
Thank you so much Elizabeth. This is Sara Summers. I am with the National Health Law 

Program's in North Carolina and I'm happy to be here today with my colleague Jane to talk about 

the grievance in appeals issues under the new Medicaid managed care rules. We are the kind of 

people who get excited about this kind of thing so we hope you find it as exciting as we do to 

review the topics of this call. First of all, just a bit of Medicaid background to ground you in the 

program and talk about Medicaid managed care in general whether some of the core -- what are 

some of the core components and characteristics of it. And I will turn it over to Jane to talk about 

making the complaints, the beneficiary's right to do that. And their rights to file grievances 

[Indiscernible]. Medicaid, you know it or you may hate it but the judges have torn out their hair 

for decades about this program saying it is Byzantine construction and makes the law almost 

unintelligible. Cursing it is an aggravated assault on the human language. Invoking Milton and 

help when talking about Medicaid regulations and laws but we don't feel that way. We like it 

though we're here to illuminate for you. The basic characteristics of Medicaid are many but we 

will focus on one which is that it is entitlement. That means if you fulfill the requirements of 

your state Medicaid program, then you are entitled to get [Indiscernible]. The Medicaid -- the 

basic skeleton of the Medicaid program as prescribed by federal law and the states fill in the gaps 

in the program. There are several -- certain population groups that must be covered and some 

that may be covered. For the purposes of our call today because we are focusing on older adults 

it's important to know that individuals who are dually eligible for Medicare qualifier -- qualify 

for Medicare -- Medicaid. These are people over 65 that have low incomes. In many states 

people on SSI qualify for Medicaid and then there are categories of children and pregnant 

women and people with disabilities that are covered. There are services that have to be covered. 

Mandatory services and optional. Meaning that the states have to cover some of them and states 

may cover others. The core mandatory services are hospital, Doctor, physician, home health and 

nursing facilities and there are services that are called optional but if you are part of the disability 

community you know they are anything but for older people and people with disabilities. That 

includes a lot of community-based services like personal care services, private duty nursing, etc. 



Because it's an entitlement you have a constitutional right to notice and an opportunity for a 

hearing if an action is taken against you that you want to complain of and that is essentially 

denial of eligibility of services. When we get to Jane's part of the presentation we will dig into 

what that means but again the entitlement attaches to constitutional rights and in Medicaid both 

statutory and regulatory rights. Medicaid managed care, so increasingly individuals who are in 

Medicaid are enrolled in managed care. About three quarters of the population are enrolled in 

managed care. At this point every state but Alaska and Wyoming have some kind of managed 

care and many states have almost all the Medicaid beneficiaries enrolled in managed care in this 

proportion is growing. So at this point talking about Medicaid for almost all of you is talking 

about managed care and it's important to understand the requirements that govern managed care. 

In 2001 was the last time that CMS at that point known as the healthcare finance agency -- but 

now Centers for Medicare & Medicaid Services -- they issued the Medicaid managed care rules. 

It was almost 15 years until they got around finalizing the overhaul and it was -- there was a lot 

of work that could be done -- needed to be done. There were a number of goals that CMS stated 

as a part of its managed care overhaul essentially what they referred to as modernizing the 

regulations to align it with other coverage programs especially with the health insurance 

marketplaces and Medicare. And then to increase transparency because these are public funds 

being given to private entities that are for-profit it's important that people have the ability to 

monitor where that money is going. One of the ways it needed to be modernize was that there's 

increasingly managed care getting into the business of covering long-term services and support 

that includes not just facility-based services like nursing homes but also home health personal 

care, other home and community-based businesses. Generally services for people with 

disabilities are older people with chronic conditions to mitigate entry their disabilities or to 

enable them to live in a community. In addition ways that it needs to be modernized is that we 

are increasingly online a technical and data driven world and that aspect of the regulations 

needed to change. Just vocabulary as we get into managed care, some of the as you may know 

from your own experiences. The difference between capitation of fee for service. Fee for service 

is the vanilla way of covering health services from 40 or 50 years ago. A provider expects 

insurance, gets a cash payment -- gets a set payment for the service they provide. Capitation 

means that managed care companies and plans get a payment that is set per person and they 

accept all that payment in return for providing the services that the enrollees in their area of the. 

That means that they are taking the risk. They have risk contracts in many cases that if the 

services cost more than the amount of the capitation rates, then they will lose money and if it 

costs less to keep money. The specific Medicaid vocabulary when we talk about them CO's, 

that's a specific kind of entity. It's a managed care organization. A lot of people in Medicaid are 

receiving services through them CO's. -- MCOs. Primary Care case management is essentially a 

type of managed care but it is basically fee for service with some oversight. A Primary Care case 

manager gets a nominal fee to managed care and the care itself is fee for service. P CCM entities 

were created by the new regulation and this is an important and growing concept that CMS is 

excited about which is the management of Primary Care case management and enabling them to 

include other administrative services like ratesetting or data collection or quality monitoring. 

And finally there is the program of all-inclusive care for the elderly. Paid programs still exist and 

it serves people over age 65. Some states still have a lot of -- some don't use it. Enrollee rights 

and protections that are important and I going through these because it links to the rights for 

grievances. For example, there are some important rights. You have the right to an adequate 

provider network. You are such -- stuck in a managed care program so you need to be able to get 



the providers and network otherwise the mandate is not going to be satisfied. You have the right 

to timely access to services including specialists. The right to receive information on available 

treatment alternatives. Again because you are in a closed network and to some extent your 

mobility and information is limited. You need to make sure to get the information you need. You 

have the right to dissent role due to poor quality or lack of access to services and that certain 

preset intervals. You have a general right to be treated with respect and dignity and finally you 

have the right to be free from discrimination and this includes couple types of discrimination. 

The typical civil rights discrimination guaranteed by Title VI and the Americans with 

Disabilities Act but also discrimination based on health condition because of capitated managed 

care plans could only enroll healthy people, they probably would. There has to be a lot of 

protections to keep them from doing that and finally you have the right to participate in your 

healthcare decision. These rights and protections generally many of them -- a number of them 

don't give rise to the right to due process but you still have the right to complain about them. So 

with that we turn to how you resolve the problems. I just gave you a very high level over the 

many managed care requirements. They range from information providing, contracting 

requirements, contracting -- network adequacy requirements and many to do with actual early -- 

actuarial soundness. That was a quick flyover of what they may encounter that may we didn't 

have problems. You have a number of means to resolve your problems you can file a grievance 

or it appeal and you cannot simply go to state or federal court and then there are aside from 

violations of the managed care if you have administrative and litigation rights to address 

different kinds of civil rights discrimination. All this law -- would you do with it? These of the 

many sources on which we draw to determine what individual enrollee rights are and how they 

can complain about that. As I said the 14th amendment of the Constitution gives you the due 

process right to complain if your -- you are denied a benefit without process of law. These two 

statutory provisions govern Medicaid managed care requirements but also provide the right to a 

hearing. The Code of Federal Regulations humanist requirements that apply to managed care and 

finally there are contracts between each managed care entity and the state Medicaid agency and 

contracts between subcontractors and managed care plans. These all give rise to legal rights. For 

which you have the right to redress problems. What's a grievance? A grievance is an expression 

of dissatisfaction of -- about any manner other than a adverse benefit determination. We will talk 

about adverse benefit determination is but essentially a classic grievance would be about you 

can't find providers and the network. You've been treated without respect, you have not been 

given the information you need. It could be filed any time. The regulations it can be oral or 

written in it needs to be resolved within 90 days of the managed care plan receiving it. So with 

that going to transition to appeals and turn it over to Jane. 

 
I wish we had a video because you could've seen us doing some dancing. 

 
It was very smooth.  

 
I wish I could say this is something that is exciting to go through. It is actually rather tedious but 

it's incredibly important so please bear with me. The grievances are extremely important. There's 

no doubt about it but the appeal provisions of the new Medicaid managed care regulations are 

really at the heart of due process in the managed care setting. The timing of this webinar is really 

very good. These regulations become effective in July These regulations become effective in 

July 2017 and that means that states should be paying attention and really gearing up to make 



sure that they have there manuals and contract provisions in place as they need to be so there is 

not confusion come July 2017. And so that these regulations are implemented as is intended by 

the centers for Medicare and Medicaid services. It also means you have an opportunity to 

advocate to get some good protections into your contracts. And manuals and regulations. 

However your state may encapsulate these requirements. So talking about appeals. That's what 

we're going to do for the next few minutes. The first thing to say to those of you who have 

worked in the Medicaid area for many years is that we have undergone a name change here. A 

little bit of rebranding. Instead of an action, that's what we are used to dealing with, an action to 

terminate reduce or suspend. CMS has replaced that with a three word term. Of course why say 

something with one word when you can say the same thing with three words? Adverse benefit 

determination is now what was formerly an action. The reason they did is because other 

insurance programs use this mouthful to refer to action and so we will do that in Medicaid also. 

And adverse benefit determination or and ABD. The denial, suspension, termination or delay of 

service. That delay of service inclusion there is very important because our experience is that 

managed care plans and even states have heretofore not gotten the idea that a July -- delay in 

servicewe want to take care with this and maximize to the extent that we can. 

 
What is the question?  

 
You referred to any usable assistance to the enrollee and a guest member asked what are the 

standards for reasonableness? Is it clear for example the section 504 or 80 a standard would 

apply? So that a blind beneficiary [Indiscernible - low volume]. 

 
These regulations -- that is a great question. These regulations do not define what reasonable is. I 

think that your example of the 504 accommodation is certainly a very strong argument to make 

about what is reasonable. [Captioner standing by] [Captioners transitioning] 

 
I will say that infant the information requirements in the managed care regulations they talk 

about parameters for requiring accessibility of information including limited English proficiency 

accessibility. They are not much more detail than that. They don't have specific parameters but I 

think it is something to advocate the state level about. Here is another specific question to 

exhaustion and that is can you argue that there is deemed exhaustion when the MCO does not 

provide any written notice of the action/ADD? They are stating they don't have to give notice if 

it's not a covered service. Are you from Texas? 

 
[Indiscernible - multiple speakers] Yes, the answer is yes. That would be deemed a situation for 

deemed exhaustion. Let me say that this example that you give is not a covered service is not 

new to managed care. When you think about it, if the health plan or state for that matter didn't 

have to give notice when they are taking the position that it's not a covered service then it would 

absolutely undermine in every way your expectation of a property interest as a Medicaid 

recipient and that's what the basis of your legal entitlement as. You have an expectation of 

property interest in the benefits that Medicaid can cover and you are alleging must be covered in 

your case. Yes, that is an example of when team exhaustion and apply. With those basic ground 

rules set, the appeal process will be triggered by an adequate written notice and the regulations 

described what has to be in a notice for its the adequate. And have to say there is an at this -- 

adverse benefit determination that has occurred. [Captioners transitioning]  



 
This includes the right of the enrollee to be provided upon the request and free of charge 

reasonable access to and copies of all documents, records, and other information relevant to the 

enrollee's adverse benefit determination including medical necessity criteria and any processes, 

strategy, or evidentiary area standards used limit. And Sarah I am sure you have as well come up 

in numerous tech provided to you all very important change that you want to see the health plans 

need to use. In addition to the explain the result -- right to appeal and how to do it. In the state to 

get a fair hearing, here in a moment, there are circumstances under which you can get an 

expedited appeal. Those need to be explained and then your rates to continued benefit need to be 

explained. Also needs to explain how recoupment will work if it is going to apply. I don't know 

how many of you ever worked in legal aid ended consumer repro kind of cases. There would 

always be something left off of the contract that the consumer was -- had in the lending contract. 

In terms of Medicaid and Medicaid managed care this notion of recoupment is one that is always 

left off of the notice at the plant level assuming that the plan is giving notices. This is something 

to look for in terms of reviewing the notices that are going to be used by your plan and we will 

talk a little bit more about recoupment in a minute. So than timing of the notice. If there different 

timing requirements and airlifted here. If the ABD concerns the termination suspension or 

reduction of a service, then it needs to be mailed at least 10 days before the date of the ABD. 

There are some exceptions to that. That is the general rule. If the ABD is just a denial of 

payments, then the notice needs to come out at the time the ABD occurs. If you are getting a 

service authorized, and it is what is called a standard service authorization request, then the 

notice needs to occur as expeditiously as possible. But then it says -- at the outside within 14 

days of the date of the ABD. And so it will be 14 days. And the expedited service authorization 

needs again to be as expeditiously as health requires. And within 72 hours. And expedited 

request can occur in a couple of situations. If they provide a requests it, you have to get it. And 

the other one which is flaccid, if the health plan agrees after the enrollee requested. I don't really 

envision that as being really strong success rate for getting an expedited appeal. Service. Now, 

let me just leave it at that.  

 
Could you go over the timing request if the managed care entity says that they are proving a 

service but unfortunately there is no provider available so you are on a waiting list.  

 
Can I -- I actually want to let me start addressing that now and then I will get to the end of the 

answer at the end, because this is actually addressed in these regulations towards the end of 

them. So I think in this situation, if you are approved, but then you can't find a provider to render 

the service, then that obviously is something that you want to appeal. It is an interesting catch 22, 

because even though and ABD is defined to include a delay in service, the timing of the notice 

requirement do not include delay in service among -- within the time frames that are given. You 

have to hope that enrollee's turn to a lawyer to get a Dr. Or have enough wherewithal to say I 

have been waiting too long for this, and I want an appeal. And let me just completely as a hijack 

aside, say that on this question, getting an approval for a certain number of services and then not 

getting them because there aren't any providers, last Friday the seventh circuit Court of Appeals 

decided a case in the children's EPS DC called OP versus Norwood sing the state has to take 

immediate and affirmative steps to address that kind of situation. But sorry a list with, that part 

of it, you have to industriously initiate the appeal process based on a delay in service where you 

cannot find a provider. So in terms of the rights and responsibilities for the enrollee. The enrollee 



must file their request for an appeal within 60 calendar days of the ABD notice. Just keep in 

mind the asterisk there on this slide. One of the changes is that all days now, whenever you see 

days, is talking calendar days. That is the first one. And enrollee can appeal is there orally or in 

writing. However, if they appeal orally, they need to follow that up with a written request unless 

it is an expedited appeal. This is a potential area for trouble. An oral pill. We want that right to 

appeal orally, but we are afraid of course that the appeal will go orally, and then you come in a 

week later and say what is happening with my appeal? And the plan says, what appeal? So it's 

important to -- in advocating in front of this, make sure to -- as you are working and training out 

there make sure to tell them if they are going to appeal orally, which they have every right to do, 

to keep records. Who do they talk to? When did they do it? Have some event that really marks 

that time, and so that a trier of fact would be able to say yes, I am confident that this person filed 

this oral appeal at this time. The value of the oral appeal is that it starts the clock running, by the 

way. Another advocacy tool is to add this juncture, advocate for the state to require health plans 

to acknowledge oral appeals in writing. So put the onus on them. I think this one is going to be a 

troublesome one. Simply because what -- because of what a number of the health plans 

advocated for with CMS as these proposed rules were being finalized. And what they wanted to 

have happen is that if an oral appeal was not followed up with a written appeal within 10 days, it 

would be automatically dismissed. So we can see how they are thinking about this.  

 
The next little set of review -- go back just a second on that one. And again, these are important 

ones. During the review itself. The enrollee has the right to review their complete case file. This 

includes not just their medical records but also new or additional evidence that was generated by 

the health plan or at the direction of the health plan for purposes of the appeal. And here is that 

reasonable word again. And release must be given a reasonable opportunity to present evidence 

and argument in person and in writing. So now, the appeal has been filed, you have gotten your 

case record, everything has come through and it is at the decision-maker. It is being resolved. 

The entity or the person that is resolving an appeal cannot or grievance for that matter, cannot 

have any previous involvement in the matter. Nor can it be a subordinate of someone who has 

had previous involvement in the matter. If the appeal concerns medical necessity, if it is a 

grievance, this is in on the slide, but if it is a grievance that concerns the denial of expedited 

review then the person who is deciding the appeal must have the appropriate clinical expertise in 

the condition that is at issue. And finally the decision-maker needs to include all information that 

is submitted by the enrollee. This includes information that the enrollee submits that was not 

submitted or considered by the health plan during the initial ABD. This is a huge one, for those 

of you who have worked with managed care over the years, you know this has been repeated 

loop of a problem. In the scenario where they health plan will say either no, you have to start all 

over or no, this is a new application. They won't let you submit new evidence. In other words not 

a did no will review of any kind or wanting to do a record review. This says no on that. That is 

not the way it is going to work. That is how the decision-maker has to work and now here's the 

timing. If it is a standard appeal, then it needs to be resolved within 30 days of the receipt of the 

appeal request. For an expedited appeal, it has to be resolved within 72 hours. And just so you 

know, the standard of review, and I should have said this, the standard of review for an expedited 

appeal is that waiting for the standard time could seriously jeopardize the enrollee's life, physical 

or mental health, or ability to attain, maintain, or regain maximum function. In terms of this 

revolution, and he timing of it, there is a possible extension. The health plan can get a 14 day 

extension for both standard and expedited. And we want to watch this. By regulation, two 



conditions have to be met for this took her. The health plan has to establish that it has a real need 

for information, for additional information. And that the extension is in the enrollee's interest. Of 

course, this is and going to matter as much if we are in a continued benefits scenario, but we are 

talking about a new service authorization request, this is going to be vital. Because the enrollee is 

not getting it. They are not getting what their doctor has prescribed them to need. So we need to 

take a careful monitoring and look at how these extensions up to 14 days are being implemented. 

The decision itself on appeal has to be in writing, it has to be translated, including using 

alternative formats. It doesn't say you have to do findings of fact and conclusions of law. It says 

you have to provide the results. Of your review. And you also have to explain the right to appeal 

and continued benefit. So I think on this one, the one to really keep an eye out on and if possible, 

get some policy between now and July of 2017 would be on that provide results part. Because I 

was just looking at when we had one commend just today, and advocate I think from New Jersey 

was complaining that the health plan just keeps changing the reason for no. And that is a due 

process violation. And this regulation is intended to have that off. By requiring the results to be 

provided and described. And also just a couple more features. Continued benefits. This is huge. 

For the way under the current regulations that are in effect right now, they seem to say that 

benefits must continue in the managed care context until the end of an authorization period. So if 

you get home health services authorized for a 60 day period, and of course that period of time 

runs after you have filed an appeal when you are -- when you're home health service hours are 

denied, you're not going to really be able to appeal it. And we complained and Matt and 

complained and Matt and complained and met on three different occasions with CMS about this 

very thing and they really ended up getting it. And the reason that they did is because they came 

to understand that that Medicaid, that the dynamic between managed care and the increasing 

enrollment of people with disabilities is a feature that makes continued benefits incredibly 

important. Estates are going to be using prior authorization and only limited approval period. The 

idea that someone with a chronic condition or a disability could have their services terminated 

during an appeal when they had absolutely no change in their condition, nor well they ever, is 

host ridiculous. So that's what this is intended to address. Do you want to say something? 

Semantic  

 
. I want to make sure people are with us. This is a scenario where say you have a client who is 

getting physical therapy. You're client has some sort of chronic muscle atrophy or something that 

requires physical therapy a few times a week to keep their muscle folds -- muscles from further 

atrophy. The way the managed care plan works is they say we will authorize us for three months 

and we will look at it again. The regulation say you get services continue pending your appeal. 

As I do violate hearing notice before the authorization -- authorization period ends. Under 

regulation circuit 2001, if you filed your appeal, they said we will reduce it. You file your appeal 

and the authorization period ends in two weeks, you don't have any more services. Even or your 

appeal may be stretching way out into the distance. This is not the fee-for-service and that's why 

we made such a stink about it. Luckily SJ will tell you, that's been remedied to some extent.  

 
Yes. That's what this slide is showing. If all of these things, all of these five things occur, then 

the benefits continue. The enrollee files -- noticed there is somewhere in time here. The enrollee 

files a timely appeal that is they appeal within 60 days of getting the ABD notice. The appeal 

involves termination, suspension or reduction of a previously authorized service. The service was 

ordered by an authorized provider. The period of the original authorization has not expired. And 



the enrollee makes a timely request for continued benefits. That is, request continued benefits 

within 10 days of the ABD notice. What this means is that conceivably a person could say I want 

continued benefits. I am holding down in place and then do that within 10 days and then two 

weeks later actually file an appeal. I think in reality I think it's going to happen at the same time. 

But it's that 10 days that is the important trip are here. And the fact that the period ordered by the 

original authorization cannot have expired. That is going to trip some people up. The providers 

and a good education on this. Let me just say on this. This is while for most aspects of the 

grievance and appeal process, the healthcare provider can be the authorized representative for the 

person, Q or she cannot for purposes of continued benefit. The request for continued benefits has 

to come from the enrollee and that's because of the recoupment feature of detail and of this. This 

is something that has to come from the enrollee. The healthcare provider can't do it. But if all 

five of these things are met, then benefits continue without interruption until the employee 

withdraws their appeal, or state fair hearing request if after receiving an adverse final 

determination on appeal, they don't appeal to us for a state fair hearing within 10 days or if they 

do do that, and benefits are continued through the state fair hearing and the state fair hearing is 

ultimately is concluded, either adverse or confirmed, the decision -- these roles deal with 

effectuation of the decision, Elizabeth this reps back run into your question. So if the decision is 

on the benefit denial is affirmed, as I mentioned the enrollee can get a state fair hearing, once the 

decision is final if it remains adverse, the managed care company, the health plan can recoup 

from the enrollee, and if these are two big ones, if the continued benefits are furnished only 

because of the canoe benefit requirements of dysregulation, and other words there wasn't a court 

decision or any other sort of intervening event that was -- would have cause these to continue 

and to the extent it's consistent with state policy, this is not something that health plans can 

independently run off and do, it has to be consistent with state policy. If the adverse benefit 

determination is reversed, then the health plan must -- and here's the kicker Elizabeth -- authorize 

or provide the services as S been viciously as the enrollee's health requires and within 72 hours 

from receiving the notice of reversal. It is that disjunctive or which is a heartbreak here on this 

and obviously we are very concerned that this could be more of the same. I will just say a couple 

other things. For purposes of advocacy, there are record-keeping requirements and once these 

things kick in, health plans need to be reporting to the state a summary description of the 

grievance and appeal the date it was received, the data was reviewed, the date it was resolved. 

What the resolution was, and the name of the enrollee. Now that information was personally 

identifying information that was redacted will be publicly available. This is a monitoring -- this 

is extremely important to maximize grievance and appeal monitoring. Because this really is one 

of the only real time gauges of what is happening in managed care. Everything else, external 

quality reviews, tips, whatever they are, all of those things are one and two years down the road. 

This is in real time. The second thing is we have included visuals, we will not go over them but 

for those of you who are visual learners, we have included three slides that show a visual 

representation of how the appeal processes work. And finally, I would just refer you, and I'm 

happy to send a copy of it to you if you do not have it close at hand, would refer you to the May 

12, 2016 question-and-answer, prepared for you all for NDRN, because it goes through these and 

much -- these regulations and much greater detail and also includes quite a few advocacy tips. At 

just what to bed should that you can file -- and just want to mention you can file an 

administrative complaint with OCR, HHS OCR, or in the right circumstances with great care 

taken, and the right setting you can also file in court a discrimination charge now under section 

1557 of the Affordable Care Act. It is 42 USC section 18116. It is for the first time there is a 



dedicated antidiscrimination provision in the health field. It is extremely broad. It applies to 

federal fund recipients, and that includes hospitals, providers, managed-care organizations, 

qualified health plans under the ACA. State Medicaid agencies. And it prohibits discrimination 

on the basis of race, color, national origin, sex, age, and disability. So with that, we will open it 

up to questions.  

 
Let me say a couple things. This is broader than section 504 and title VI because it is not federal 

fund recipients. It is any entity that has a product on the marketplace. Which sometimes pulls in 

private plans that aren't engaged in the Medicaid and Medicare business.  

 
Right but are getting advanced premium tax credit.  

 
Also just recently we had a piece on the same sure about the regulations interpreting section 

1557 that explains that sex orientation and gender identity are protected under sex 

discrimination. That is a big change.  

 
We have a question that says how strong is the no previous involvement provision with regard to 

the society -- deciding body here? Obviously not [ Indiscernible ] but what about someone who 

used to be on the pharmacy and therapeutics committee.  

 
The prohibition connects to or attaches to the review of that specific ABD. So I think that near 

participation in a drug utilization review committee or even on a planned peer-reviewed 

committee would not lead to disqualification, unless the person's ABD came up. To that 

committee -- to a committee of that nature.  

 
Okay, here's a strategic request. Strategically do say? To pull Olmstead consideration? For 

example a person needs a power wheelchair to get into the community to be family or implement 

obligations which are otherwise medical concerns or improvement maintenance of maximum 

function. Or is it best to just it with a medical argument regarding DME. I wonder if the 

questioner is referring to expedited appeals.  

 
I think that the expedited appeal needs to -- the serious -- let's call it the seriously jeopardizing 

language is focusing on what the wage well do to the enrollee. It's not a general statement about -

-  

 
It's not a general statement about the importance of the rights or it's critical. It's critical to get into 

the community. Critical to get to your job but the question of whether it will seriously harm you 

within that very short time is probably one that is not going to carry the day. May be, and I am 

clearly speculating here because it's not like I've ever -- encountered this. But I wonder if using 

your job -- losing your job would be critical enough. It's hard to see that scenario.  

 
Be seriously jeopardize the enrollee's life physical or mental health -- if someone -- if someone 

were in a  

 
If you had a job that really good to all great links to get accommodations for --  

 



Losing that job because mental health problem would certainly affect your ability to maintain 

maximum function.  

 
Strategically speaking, I would make the argument but be prepared for the normal timeline.  

 
By the way, I don't know what I said this or not but this one slays me. If your request for an 

expedited appeal is denied, you can file a grievance.  

 
That's helpful. Generally, I think the questioner raises -- I don't see another question so I'm just 

going to talk about this for a minute. I think the questioner raises an interesting issue which is 

that there are very -- their particular ABD's of which you can complain. There are general 

dissatisfaction outside of that that you can grieve about. We have often under the current regime, 

not to mention the future regime, we have talked about the idea that incorporating Olmstead 

claims into administrative fair hearings. And in some states it is preclear you can't do that. There 

are state laws or administrative procedure type laws that really very -- very narrowly delineate 

what you can bring up in an admin hearing. And other states you may explicitly -- broader 

jurisdiction, you may have the right and others people at May the argument and somewhere in 

got them. I don't think anything about the new regulatory regime changes that. But I think that it 

is something that may be changing more at the state level.  

 
I agree with that.  

 
We've got two minutes, friends. Any more questions? Anything we missed?  

 
I would just say that this area of due process is one that we -- really Sarah and I have really 

invested in and we are very -- we really want to help people as these are being implemented, 

hopefully at the state level, through statewide guidance documents, manuals, contract provisions 

but also at the plant level. Not only to hold plans accountable but also to get good examples of 

best practices. At the plant level. So please contact us and let us -- if there's anything we can do 

to help. Did we include our contact information?  

 
I believe we did.  

 
While she is looking, other any questions on the phone?  

 
If you did have a question press star than one on your touchtone phone.  

 
To the extent that long-term services and supports are often through an integrated and Seo RLC 

is appeals included in the exhaustion requirement? I don't see why they wouldn't be. There is 

nothing that sets him apart from other types of adverse events and determinations.  

 
Some terms of contacting Sarah, there you go. And mine is like that.  

 
We will leave you with this. There are different ways to enforce. This is just a means. You can 

make a [ Indiscernible ]. I think Jane talked about that. Anybody in the phone? I know we are up 

on the hour  



 
I've no questions at this time.  

 
All right everybody. You know where to find us.  

 
Thank you so much.  

 
In queue Jane and Sarah. Keep in touch if you have questions. Thank you everyone.  

 
A by everyone.  

 
Ladies and gentlemen this concludes today's call. Thank you for participating, and you may now 

disconnect. [ Event Concluded ] [ Event Concluded ] 


