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INTRODUCTION AND OVERVIEW

The staff of Riverhaven Coordinating Agency (RCA) hopes that you will find this Provider Manual
easy to use and helpful for your staff. At RCA, we are very aware of the need to minimize the
confusion as much as possible. It is our intention that this Provider Manual will assist you in
caring for our Consumers while reducing the participation questions and uncertainty as much as
possible.

It is our expectation that the Provider Manual will ease the process of using the RCA system and
answer most of your questions. If you need to call, we have included a Staff Directory (Section
1.2) to assist you in reaching specific people in our agency office. Our staff will gladly assist you
with concerns that you may have.

GUIDE TO USE THE PROVIDER MANUAL

The Provider Manual has been developed to assist Providers in following the policies and
procedures promulgated by RCA. The Provider Manual has been developed into ten (10)
sections as follows:

1. INTRODUCTION AND OVERVIEW

2. ACCESS TO SUBSTANCE USE DISORDER TREATMENT

3. BENEFIT INFORMATION

4, BILLING AND CLAIMS

5. CLINICAL ADMINISTRATION

6. CONSUMER PROTECTIONS SUBSTANCE USE DISORDER SERVICES
7. PROGRAM REPORTING REQUIREMENTS

8. LOCAL GRIEVANCE AND APPEAL PROCESSES

9. COMMUNICABLE DISEASE REQUIREMENTS

10. PREVENTION
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1.3

GLOSSARY OF TERMS/DEFINITIONS

“ A p p eraéaris a written request for review of an action relative to a covered or non-covered
service.

“ASAM Pl acement rheannd¢he $evebaf sate determined based on the ASAM
Patient Placement Criteria, second edition-revised.

“Block Grant” means Federal and State Appropriations in the MDCH contract that the
Coordinating Agency has discretion to use for treatment and prevention.

“ Car e Nrean$ the software being utilized by the RCA Network for clinical and claims
processes.

“Cl ean @éansiclairs properly completed and containing all data elements necessary for
processing in accordance with RCA policies including electronic submissions on CareNet with all
required data fields completed.

“ C MH S @dmmunity Mental Health Service Program

“CMH Agr e eneennthe’ RCA Agreement with CMH to provide or arrange for covered
medically necessary Substance Use Disorder services for Covered Consumers enrolled with
RCA, as amended from time to time by RCA.

“ C O BCoordination of Benefits

“Consumer” means covered Enrollee or Eligible Person receiving covered services from
Medicaid or Block Grant funding based on need as defined by RCA'’s Fee policies.

“ Cov ebPrevider” oRroviter” means a licensed Substance Use Disorder facility or other
health professional, a licensed hospital, or any other health care entity having an agreement with
RCA to provide Covered Services to RCA Consumers.

“Cover ed S eaneans theeredically necessary service as amended from time to time (in
accordance with the Provider Agreement), which Provider is qualified and responsible for
providing to Consumer in accordance with RCA's policies and procedures, in return for payment
by RCA under the Provider Agreement.

“ D H Pepartment of Human Services (formerly Family Independence Agency [FIA])
“ DY T Ubesignated Youth Tobacco Use Representative

“Emer gent Siiedns alling formprompt action.

“ E O BEXxplanation of Benefits

“Expedited Revimeans aSituatiorawthereothe standard time frame would seriously
jeopardize the life, health, or functioning of a Consumer.

“ Gr i e v aneanedn expression of dissatisfaction about any matter relative to a covered or
non-covered service, which does not include a rights complaint.



“ H H SJhited States Department of Health and Human Services.
“ MD C Hlichigan Department of Community Health.

“Medicaid Por b e d mt méads” the MDCH program for medical assistance
established under Section 105 of Act No. 280 of the Public Acts of 1939, as amended, MCLA
400.105 Social Security Act, 42. U.S.C. 1396, et. seq.

“Medi cal N eneans detetmjnétion that a specific service is medically (clinically)
appropriate, necessary to meet a Consumer’s treatment needs, consistent with the Consumer’s
diagnosis, symptoms and functional impairments and consistent with clinical Standards of Care.

“Medi cal |l y Nec e smeans Substrce Wse Risorsler services that are:

o Necessary for screening and assessing the presence of a mental illness or Substance
Use Disorder and/or are;

. Required to identify and evaluate a mental illness or Substance Use Disorder that is
inferred or suspected and/or are;

. Intended to treat, ameliorate, diminish or stabilize the symptoms of mental illness or
Substance Use Disorder including impairment on functioning and/or are;

o Expected to arrest or delay the progression of a mental illness or Substance Use
Disorder and to forestall or delay relapse and/or are;

. Designed to provide rehabilitation for the Consumer to attain or maintain an adequate

level of functioning.
“Non-Ur g e meaiis a situation not determined to be emergent or urgent in nature.

“Preventi on Un imeansoohe uSSiteequals ane hour of direct face-to-face contact.
Example: A one-hour educational group would equal one unit of service, regardless of the
number attending.

“Provider Ma n u ankdhs policies and procedures established by RCA and titled "RCA Provider
Manual" which governs the provision of services covered by this plan by the Provider to the
Covered Consumer.

“ R C ARiverhaven Coordinating Agency.

“Rat e S ¢ hreedns | thee” schedule of charges for covered services including any
amendments that appear in the Provider Contract.

“Recoanmd e d Level meaearfs lehof €dre based on ASAM Patient Placement
Criteria.

“School Based nkans prevantion gervices that are provided to a school class
during regular school hours. Note: school-based does not include before and after school
programs.

“ S U Drfeans Substance Use Disorder.

“

S U D P Dn&ans Substance Use Disorder Prevention Data System, which is the state-wide
web-based prevention reporting system.

"Treatment Unit" means the following:
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Outpatient (Individual, Family) — 1 Hour

Outpatient (Individual, Family) — .5 hour (extenuating circumstances only)

Outpatient (Group) — 1.5 hours

Residential — 1 Bed Day

Methadone — 1 Dose

Case Management - 1 Encounter (Minimum 30 minutes)

Peer Recovery — 1 Encounter (Minimum 60 minutes group or 15 minutes
individual)

"Urgent" means pregnant for the purposes of this agreement as defined by MDCH.
UPDATES AND DISSEMINATION OF INFORMATION

Updates to the Provider Manual that define requirements and expectations of Provider service
delivery, administrative procedures, and compliance responsibilities are communicated through
mailings of notification and prearranged Provider meetings. Written changes to the Provider
Manual will include instructions for adding and/or changing information already contained in the
Provider Manual. Such information will be dated to help insure up-to-date reference material is
accessible.

ACCESS TO SUBSTANCE USE DISORDER TREATMENT

It is the policy of Riverhaven Coordinating Agency (RCA) that all Consumers treated through the
RCA Provider Network are assured reasonable and timely access to services. The purpose of
RCA is to promote quality of care, more effective coverage for Consumers and promote continuity
of Substance Use Disorder Services.

GENERAL ACCESS STANDARDS

All Providers must agree to follow the performance standards formally set by RCA. The access
to Treatment Standards is as follows:

1. Access to screening, information, and referrals are available twenty-four (24) hours per
day, seven (7) days per week via a toll-free telephone number of 1-800-448-5498. The
calls are answered by professional Substance Use Disorder credentialed Access Center
staff or BABH Emergency Services Department that provide triage, information and
referral services to help assure timely access to care for Consumers seeking Substance
Use Disorder services. Access to Substance Use Disorder services is coordinated
through CareNet and this Internet based system can also be utilized twenty-four (24)
hours per day, seven (7) days per week.

2. Acute substance-related medical conditions that require emergency care are not a
Substance Use Disorder benefit through RCA.

3. Consumers will be able to access outpatient Substance Use Disorder care within the
RCA Provider Network directly from a network of outpatient Providers, and without prior
authorization, for up to one (1) Outpatient Assessment unit or one (1) Outpatient
Screening unit if Consumer does not meet medical necessity for Substance Use Disorder
treatment.
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4, The Provider must provide immediate notification to RCA in writing of any action that
would require or result in significant modification, reductions, or elimination of the
provision of service availability; further, agrees to maintain adequate facilities and
sufficient personnel to provide Consumers with timely access to such covered services
as are medically needed.

5. The Provider must assure and contractually agree that service availability will be
maintained regardless of a Consumer’s ability to pay.

MEDICAID ACCESS STANDARDS

All Providers must agree to follow the Medicaid Access Standards contractually set by Michigan
Department of Community Health. The Medicaid Access Standards are as follows:

1. Face-to-face meetings with a professional must take place within fourteen (14) calendar
days of a non-emergency request for service for new Consumers.

2.  Needed on-going services must be started within fourteen (14) days of a non-emergent
assessment for new Consumers.

3. Detox providers will work with consumers to schedule follow-up care within seven (7) days
of discharge.

NOTE: In cases where Consumers are incapacitated, arrangements for acute or sub-acute
detoxification would be adequate initial responses. Referrals for assessment would
not be appropriate.

RCA will monitor access through:

Quarterly reporting of access performance indicators for timeliness,

On-site review of admission and referral documents,

Monthly review of utilization activity,

Regular review of grievances, appeals, and complaints,

CareNet review within twenty-four (24) hours for Consumers needing “urgent” care
entering Substance Use Disorder Services,

. CareNet review within seventy-two (72) hours for Consumers needing “non-urgent’
access to Substance Use Disorder Services.

NON-MEDICAID ACCESS STANDARDS

State and federal priorities have been mandated for accessing Substance Use Disorder treatment
as follows:

A. Pregnant

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires
that Providers ensure that each pregnant woman, regardless of county of residence, be
given preference for admission to treatment and if admission does not occur within
twenty-four (24) hours, that interim services are made available. Screening must be
conducted at initial contact to the program to determine if preference to treatment is
indicated due to pregnancy.
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Interim services for pregnant women must include: Referral for counseling and education
about HIV/AIDS, tuberculosis, and hepatitis; the risk of needle sharing; transmission to
sexual partners and children; steps that can be taken to ensure that HIV/AIDS
transmission does not occur; referral to HIV/AIDS and tuberculosis services if necessary;
counseling on the effects of alcohol, tobacco, and other drug use on the fetus and
referrals for prenatal care.

Parents with Children in Jeopardized Custody

The Michigan Department of Community Health has established as a priority for
treatment admission, a parent whose child has been removed from the home under the
Child Protection Laws or is in danger of being removed from the home under the Child
Protection Laws because of the parent’s substance use. Screening and referral must be
conducted within 7 days of at initial contact to the program to determine if preference to
treatment is indicated due to the Consumer having a child or children in jeopardy of being
removed because of substance use, with capacity to admit within 14 days of first contact.

Injecting Drug Users

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires
that Consumers requesting treatment who have injected drugs within the last thirty (30)
days, regardless of county of residence, be admitted within fourteen (14) days or if not
possible, be provided interim services.

Interim services minimally include: Referral for counseling and education about
HIV/AIDS, tuberculosis, and hepatitis; the risk of needle sharing; transmission to sexual
partners and children; steps that can be taken to ensure that HIV/AIDS transmission does
not occur and referral to HIV/AIDS and tuberculosis services if necessary. Screening
must be conducted within 24 hours of initial contact to the program to determine if a
Consumer has a history of injecting drug use.

UTILIZATION MANAGEMENT

RCA’s Utilization Management consists of the authorization of treatment, concurrent reviews of
treatment, retrospective reviews of challenging cases, random samples, special studies,
grievance and appeals evaluation, and monitoring and assessment of operations and system

trends.

The protocol and guidelines adopted reflect the medical necessity and program

standards that comply with the Michigan Department of Community Health requirements and
Center for Medicare and Medicaid Services regulations. During the course of the fiscal year and
based on funding utilization, there may be a need for RCA to institute a waiting list for Block Grant
Consumers. If this becomes necessary, Providers will be given specific instructions.

24.1

INITIAL AUTHORIZATION

The RCA Authorization is the review determination that evaluates whether the service is

medically necessary and level of care appropriate based upon ASAM clinical criteria.

Providers must notify the Access Center as follows:

Initial Outpatient and Residential Services

2411 SARF (Screening, Assessment, Referral, Follow-up) LICENSED
PROVIDERS

10



All Services — When the Consumer directly contacts a licensed RCA Contracted
SARF Provider, and the Provider has initial face-to-face contact with a Consumer
the following guidelines must be completed regardless of Consumer’s level of
care.

. Appropriate Release(s) of Information must be secured to transmit the
required Consumer information to the Access Center through the
CareNet system.

o The Provider must give a list of all RCA contracted Providers to the
Consumer and explain treatment options. The Consumer must sign a
document that states they have received the information and a copy
must be placed in the Consumer’s chart.

o Provider shall distribute RCA’s Consumer Handbook and Provider
Directory to all Consumers at first face-to-face contact.
. Initial Service CareNet Screens (demographics, insurance, financial,

screening, assessment, SARF, admission and authorization*) must be
completed and submitted within seventy-two (72) hours of Consumer
presentation for Non-Urgent Consumers and twenty-four (24) hours for
Urgent Consumers.

*Note: CareNet's “Initial Authorization” screen must include a documented
continuing care and/or discharge plan in order to be authorized.

Screening (H0002) — If during the course of the initial face-to-face screening it is
determined that the Consumer does not meet ASAM criteria for ongoing
Substance Use Disorder treatment, the Provider may bill for one (1) “Behavioral
Health Screening to Determine Eligibility” (H0002).

NOTE: In order to bill for a screening (H0002), the Consumer must meet RCA’s
Income Eligibility Guidelines. Only initial CareNet screens listed above
need to be completed, an admission and assessment are not needed for
screen only Consumers.

Assessment (HO001) - Each Consumer is only eligible for one (1) assessment in

a ninety (90) day period regardless of Provider.

Outpatient Services (i ncl udi ng Women
initial face-to-face contact with the Consumer it is determined (using ASAM
criteria) that the Consumer is eligible for outpatient treatment services, Provider
will complete all steps outlined in section 2.4.1.1 above, along with the following:

. Providers should request an authorization for “Initial Drug and Alcohol
Assessment” (HO001) providing there has not been an assessment done
within ninety (90) days, along with the total number of sessions
requested for treatment on the initial authorization screen.

. The assessment session must be documented in the Consumer’s chart,
with a progress note.

. Outpatient billing guidelines for assessment (HO001) are as follows:
o} Provider completing a Non-Urgent assessment and billing for

assessment (HO001) will not be allowed to also bill treatment
services for that day.

11
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o} Provider completing an Urgent (pregnant female) assessment
and billing for HO001 would be able to utilize and bill for an
assessment (H0001) and OP treatment on the same day.

0 When a Consumer utilizes more than one (1) service provided
for a combination of services from varying Providers on the same
day, each Provider may bill for services.

. Providers may request up to a combined total of twenty (20) sessions of
individual, and/or group therapy. These twenty (20) sessions do not
include the assessment.

. Providers may request up to a total of ten (10) encounters of case
management services in a one-year period. These ten (10) encounters
do not include the assessment or other outpatient services.

. Providers may request up to a total of twenty-five (25) encounters of peer
recovery/recovery support services in an episode of care. These twenty-
five (25) encounters do not include the assessment or other outpatient
services.

o Once requested, the Access Center will either approve, deny or pend the
authorization request. The time lines for response to the authorization
request will begin with receipt by the Access Center and are as follows:
Urgent — twenty-four (24) hours, Non-Urgent seventy-two (72) hours.
(Definitions of “Urgent” and “Non-Urgent” can be found in Provider
Manual — Glossary of Terms and Definitions.) An exception to the 72
hour response will be allowed when a holiday falls on either Friday or
Monday. In these cases, responses will be expected by 5:00 the next
business day.

. If authorization request is pended by the Access Center, Provider's
response to the pended authorization needs to follow the same time
frame seventy-two/twenty-four (72/24) as identified above.

. If authorization request is denied by the Access Center, the Provider, if
they so desire, may appeal the denial by following the process outlined in
the Provider Manual (Section 8.1)

Automatic Authorization(Auto Auth): CareNet has provided RCA a
mechanism that allows for automatic approval of a non-complex outpatient initial
authorization. These type of authorizations will be approved unless:

e The request is a Reauthorization request for Detox, Residential or
Methadone services.

® The request contains requested services for Detox, Residential or
Methadone CPT codes.

e The client has already been approved for 20 or more units total of any
Outpatient service category CPT code within the last 12 months across
all providers, with the exception of CPT codes S0215 and T1012.

® The request contains more than 10 units of CPT Code HO006 - General
Case Management.

The request contains more than 25 units of CPT Code T1012.
The request contains CPT Codes other than HO001, HO004, HO005,
S0215, HO006 and/or T1012 CPT Codes.

e The CPT code HO001 has been added and/or paid and adjudicated as
treatment for the consumer within the past 90 days, across all Providers,
or

12



e The ‘military service’ field is marked ‘yes’ on the consumer’s most recent
admission

If an Authorization Request fails to meet any one of the criterion above, the
request will be sent to the AAR for manual review. The system will insert a note
in the ‘Request Comments’ section, noting that the request was not automatically
approved and list each criterion that was not met.

If the Authorization Request is automatically approved, the system will insert a
note in the ‘Authorization Comments’ section, noting the approval along with the
date and time of the approval. When submitting an initial Authorization Request
for Outpatient, please request an Authorization lapse date for twelve (12)
months.

Residential Services (i ncl udi ng Women' s Speci
Adolescent Residential) - If during the initial face-to-face contact with the
Consumer it is determined (using ASAM criteria) that the Consumer is eligible for
residential treatment services, Provider will complete all steps outlined in section
2.4.1.1 above, along with the following:

o Providers should request an authorization for “Initial Drug and Alcohol
Assessment” (H0001) providing there has not been an assessment done
within ninety (90) days, along with the total number of units requested for
treatment on the initial authorization screen.

. Assessment session must be documented in the Consumer’s chart.
. Residential services billing guidelines for assessment (HO001) are as
follows:

o] Provider completing a Non-Urgent assessment and billing for
assessment (H0001) will not be allowed to also bill treatment
services for that day.

o} Provider completing an Urgent (pregnant female) assessment and
billing for HO001 would be able to utilize and bill for an assessment
(HO001) and residential services on the same day.

0  When a Consumer utilizes more than one (1) service provided for a
combination of services from varying Providers on the same day,
each Provider may bill for services.

o Providers may request up to five (5) units of adult short-term residential
services, thirty (30) units of adult long-term residential services and
fourteen (14) units of adolescent short-term residential services.

. Once requested, the Access Center will either approve, deny or pend the
authorization request. The time lines for response to the authorization
request will begin with receipt by the Access Center and are as follows:
Urgent — twenty-four (24) hours, Non-Urgent seventy-two (72) hours.
(Definitions of “Urgent” and “Non-Urgent” can be found in Provider
Manual — Glossary of Terms and Definitions.) An exception to the 72
hour response will be allowed when a holiday falls on either Friday or
Monday. In these cases, responses will be expected by 5:00 the next
business day.

. If authorization request is pended by the Access Center, Provider’s
response to the pended authorization needs to follow the same time
frame: seventy-two/twenty-four (72/24) as identified above.

13
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. If authorization request is denied by the Access Center, the Provider, if
they so desire, may appeal the denial by following the process outlined in
the Provider Manual (Section 8.1).

NON-SARF LICENSED PROVIDERS

In the event the Consumer contacts a Provider and the Provider is not SARF
licensed, an immediate referral to the Access Center must be made. If the
Consumer physically presents at a non-SARF licensed Provider, the Provider
may facilitate this contact by having the Consumer call the Access Center to
complete assessment and authorization. When a Consumer presents after
completing initial screening, assessment and referral with Access Center, a non-
SARF Provider should complete steps outlined as follows:

o Verify with Consumer they have contacted the Access Center.

. Have Consumer sign a Release of Information to the Access Center and
fax the Release of Information to the Access Center. Once Release of
Information has been received, the Access Center will release CareNet
screens (demographic, insurance, financial, screening, assessment,
SARF and referral authorization) to the Provider.

. The Provider is responsible for entering the authorization request within
Access Center time lines (Urgent — within twenty-four (24) hours and
Non-Urgent — within seventy-two (72) hours). An exception to the 72
hour response will be allowed when a holiday falls on either Friday or
Monday. In these cases, responses will be expected by 5:00 the next
business day.

NOTE: If the Provider is unable to admit the Consumer into their
services within these time lines, the Provider is to contact the
Access Center with an explanation of the delay and details of
interim or alternative services provided.
. Provider is to complete a CareNet “Admission” screen.

Admissions Completed by Access Center - The Access Center will conduct
the screening, assessment and referral to services for all Consumers of a non-
SARF licensed Provider. The Access Center may complete all CareNet screens
with the exception of the “Admission” screen. After the telephone screening and
assessment are completed, the Access Center will direct the Consumer to an
appropriate Provider of the Consumer’s choice. Once the Release of Information
is faxed to the Access Center from the Provider of the Consumer’s choice, the
Access Center will release all appropriate CareNet screens to the Provider.

RE-AUTHORIZATION GUIDELINES

When a Provider feels that a Consumer requires continued treatment services
beyond the initial authorization, the following guidelines must be followed:

o Reauthorization request must be made prior to the beginning of the next
set of services.
. On Consumer’s “Reauthorization” screen in CareNet, Provider needs to

complete all areas (including treatment goals, objectives and progress),
to ensure that Access Center has enough information to justify continued
treatment.

. All reauthorizations must include a documented continuing care and/or
discharge plan in order to be authorized.

14
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. Reauthorization units will be determined on a case-by-case basis
utilizing ASAM and Medical Necessity Criteria.

OPIOID TREATMENT WITH METHADONE AS AN ADJUNCT

The Access Center will complete a face-to-face assessment for initial
authorization to methadone services. Upon receipt of the appropriate Release of
Information, the Access Center will electronically transmit to the Provider all the
CareNet screens, and via mail the letter of authorization and a copy of the
Consumer’s Income Verification/Fee Agreement sheet.

The Provider must complete the CareNet “Reauthorization” screen for any
additional units of services needed in accordance with ASAM Patient Placement
Criteria.

SUB-ACUTE DETOXIFICATION

Individuals in need of sub-acute detoxification services must contact the AAR
during normal business hours (Monday-Friday 7:30 a.m. — 6:00 p.m.) at 1-800-
448-5498 and be pre-approved. Consumers will not be admitted on evenings or
weekends or without having contacted the AAR. Consumers in need of acute
detox should go to their local emergency room. This service is limited to
stabilization of the medical effects of the withdrawal and referral to ongoing
treatment services. Symptom alleviation is not sufficient for purposes of
admission.

Access Center may approve an initial authorization of three (3) days for sub-
acute detox. Reauthorization may be considered at one (1) day intervals. For
non-medicaid consumers, RCA will not reimburse more than three (3) episodes
of detox in a twelve-month period.

CHANGES IN LEVEL OF CARE WITHIN THE SAME PROVIDER

When a Consumer changes level of care in treatment at the same Provider under the
same Provider license number these are the steps that need to be completed:

1.

3.

A discharge transfer is to be completed from the current Consumer’s level of care
as follows:

. In the Consumer's CareNet “Discharge” screen under Reason for
Discharge choose “Transfer/Continuing Treatment — 6”.
. Complete rest of “Discharge” screen and in the Comments enter “Time

and date for Consumer’s next appointment.”

A new “Admission” screen to the new level of care will need to be completed in
which the Record Type is a ‘T for Transfer” and the Admission Type is “‘Re-
Admission — 2.”

New “Initial Authorization” screen is also to be completed.

If a Provider has more than one (1) license and the Consumer is changing level of care to
a different license number, then the following screens must be completed:
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2.4.3

24.4

1. First Level of Care must enter discharge as follows:

° In the Consumer’'s CareNet “Discharge” screen under Reason for
Discharge choose “Transfer/Continuing Treatment — 6”.
. Complete rest of “Discharge” screen and in the Comments enter

“Provider’s name and time and date for Consumer’s next appointment.”

2. Next Level of Care enters the following screens:

. Demographic

. Insurance

. Financial

° Admission - A new “Admission” screen to the new level of care will need to
be completed in which the Record Type is a “T for Transfer” and the
Admission Type is “First Admission — 1.”

. Initial Authorization

Note: A treatment episode is assumed to have ended at the time the Consumer has not
been seen for three (3) days for residential treatment and thirty (30) to forty-five
(45) days in the case of outpatient care. Consumers not seen in these
timeframes shall be discharged from the CareNet system. (See State Treatment
Episode Data Set (TEDS) Admission/Discharge Coding Instructions)

TRANSFERS AND REFERRALS

All efforts should be made to triage the Consumer at first contact; however, if a
Consumer presents for treatment at a SARF licensed Provider and upon completion of
the assessment it is determined the Consumer meets the ASAM criteria for more or less
intense level of care and the Provider does not provide that particular level of care, the
Provider can directly refer Consumer to a Provider from the RCA Contracted Provider
List. Referrals from one provider to another do not require RCA/AAR approval. The
following steps are required for such referrals:

1. Complete all appropriate releases, especially to AAM and the new Provider.
2. Complete all CareNet screens except the admission.
3. Aid Consumer in choosing appropriate RCA contracted Provider and document

Consumer’s choice.
4, Facilitate a Consumer call to the new Provider.

5. Fax a Release of Information and all printed CareNet screens and other pertinent
information to the new Provider prior to the first scheduled appointment.

CONTINUING CARE

Providers are responsible for setting up continuing care appointments and facilitating a
smooth transition to continuing care. It is critical that the receiving Provider obtain clinical
information prior to the first continuing care appointment. The following procedure should
be followed to facilitate this process:

1. Complete all appropriate releases, especially to AAM and the new Provider.
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2.5

3.0

3.1

2. Aid Consumer in choosing appropriate RCA contracted Provider and document
Consumer’s choice.

3. Facilitate a Consumer call to the new Provider to set the first continuing care
appointment.

4. Fax a Release of Information and all printed CareNet screens and other pertinent
information to the new Provider prior to first appointment.

5. Describe continuing care and/or discharge plan in discharge notes section of
CareNet Discharge screen (Information must include, at a minimum date, time
and location of continuing care appointment).

OUT-OF-NETWORK SERVICES

When extenuating circumstances prevent a Consumer from otherwise obtaining services, RCA
provides a system of procedures for referral to other Providers and access to non-network
Providers through its out-of-network panel policy. Providers may include: Accredited licensed
Substance Use Disorder health facilities, other Substance Use Disorder licensed professionals
and other health service Providers that provide direct Substance Use Disorder health services.
The purpose is to ensure that access objectives and standards are met.

251 OUT-OF-NETWORK PROCEDURES

When a Consumer elects to self refer to a non-network Provider for services or when the
Access Center otherwise refers for a service that is not available in the RCA Network,
such organizations or professionals must contact RCA for authorization. All services
should be prior authorized. A Letter of Agreement (LOA) with a negotiated rate may be
assembled. If multiple services are anticipated, RCA may choose to complete a formal
contract. If services have been rendered prior to contact with RCA, RCA will review on a
case-by-case basis to determine what action/reimbursement will take place.

BENEFIT INFORMATION

RCA has developed a Provider Network and administers the benefits for Substance Use Disorder
care for Consumers enrolled in Block Grant, Adult Benefits Waiver, MIChild and Medicaid funding
that resides in the six (6) county region. The region is as follows:

Arenac, Bay, Huron, Montcalm, Shiawassee, and Tuscola Counties.

BLOCK GRANT

. Assessment, diagnostic evaluation, Consumer placement and referral:
(0] The DSM IV must be used for diagnostic evaluations and
(0] The ASAM Patient Placement Criteria must be used for admission, continued
stay and discharge/transfer.
o Outpatient treatment (including individual, family and group, peer recovery and support,
intervention)
. Federal Drug Administration (FDA) approved pharmacological supports, including
laboratory services for Consumers receiving pharmacological supports (e.g., Methadone)
. Residential Substance Use Disorder services
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3.2

3.3

. Sub-acute detoxification
. Case Management
. Co-occurring Disorders (Integrated Treatment)

ADULT BENEFITS WAIVER

ABW covered and discretionary services are listed below.

Covered Services:

. Initial assessment, diagnostic evaluation, referral and patient placement
. Outpatient treatment and
FDA approved pharmacological supports for methadone

Discretionary Services:

. Other Substance Use Disorder services may be provided at the discretion of RCA to
enhance outcomes.

The Provider may not charge fees or co-pays to ABW Consumers for covered services or for
discretionary services.

Access Timeliness

Consumers must be admitted to treatment within fourteen (14) days following an assessment and
must receive an assessment within fourteen (14) days of referral or presentation. Access must
be expedited when appropriate based on the presenting characteristics of individuals.

Appeals by ABW Consumers

ABW Consumers must be provided written notice of right to appeal proposed denials, reductions,
suspensions or terminations of covered services through the administrative hearing process.

Benefit Limits

The Provider shall not discontinue or interrupt ABW services when Consumers have exhausted
their ABW benefit. Provider requests for units are based on:

. The Consumer’s commitment to treatment based on participation and attendance
. Progress in meeting goals in the treatment plan and

o Evidence that the Consumer will benefit from the units

Other

Providers must assure that all Consumers admitted to treatment have an individualized treatment
plan that emphasizes appropriate treatment and recovery.

MICHILD BENEFITS

. Substance Use Disorder services are covered when medically necessary as determined by
RCA.
. The Provider must use the standardized assessment process to determine clinical eligibility

for services based on medical necessity.
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3.4

3.5

Expenses related to MIChild Consumers must be accounted for separately from Block Grant
funds.

MIChild covered services apply only to outpatient, inpatient, or residential treatment.

MIChild Consumers who receive Substance Use Disorder services must have an
assessment, treatment admission, treatment discharge, and service activity data
reported.

MEDICAID SERVICE ELEMENTS

The following Substance Use Disorder services are covered through specific Provider
Agreements with RCA for Medicaid Consumers. The services are provided, based on medical
necessity, to Medicaid Consumers who reside in the RCA region:

Assessment and referral through the Access Center or approved Provider

Outpatient treatment (including individual, family, couple, and group)

Federal Drug Administration (FDA) approved pharmacological supports including
laboratory services for Consumers receiving pharmacological supports (e.g., methadone)
Short and long-term residential services (excluding room and board and other domiciliary
elements),

Residential services for women with children (excluding room and board and other
domiciliary elements)

Sub-acute detoxification services (excluding room and board and other domiciliary
elements).

CONDITIONS FOR PAYMENT

3.5.1

3.5.2

TREATMENT

Approved Providers are contracted to provide services on a fee-for-service basis. Direct
payment is made for services provided by credentialed and contracted Providers when
the following conditions are met:

e Services are provided as a result of an authorization from RCA contracted Access
Center or approved Provider.

e Services provided are a covered Substance Use Disorder benefit, identified on a
standard RCA income eligibility schedule.

e Services provided are in compliance with the requirements of the utilization
management program.

e Services provided are within the scope of the Provider's license and credentials and
documented by the clinician performing the service.

e Services are performed in an approved setting as indicated in the Provider
Agreement.

e Services are provided on or after the effective date of the Consumer’s eligibility for
covered service by Medicaid or a Consumer has been determined eligible for Block
Grant funding.

PREVENTION

Approved Providers are contracted to provide prevention services on an actual cost basis
with performance expectations. Submitting monthly Financial Status Reports is the
mechanism for direct payment. FSR’s are due on the tenth (10‘“) business day of each
month.
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3.6

3.7

DIAGNOSES COVERED

Pre-authorized covered services are reimbursed at the applicable RCA Contracted rate (unless
other prevailing agreements exist between the Provider and RCA). In order to be eligible for
Substance Use Disorder Treatment Services, a Consumer must be found to meet the criteria for
one of the selected substance-related disorders found in the DSM IV. These diagnoses are:

303.90
305.00
303.00
291.80
304.40
305.70
292.89
292.00
304.30
305.20
292.89
304.20
305.60
292.89
292.00
304.50
305.30
292.89
304.60
305.90
292.89
304.00
305.50
292.89
292.00
304.90
305.90
292.89
304.10
305.40
292.89
292.00
304.90
305.90
292.89
292.00

Alcohol Dependence

Alcohol Abuse

Alcohol Intoxication

Alcohol Withdrawal

Amphetamine Dependence

Amphetamine Abuse

Amphetamine Intoxication

Amphetamine Withdrawal

Cannabis Dependence

Cannabis Abuse

Cannabis Intoxication

Cocaine Dependence

Cocaine Abuse

Cocaine Intoxication

Cocaine Withdrawal

Hallucinogen Dependence

Hallucinogen Abuse

Hallucinogen Intoxication

Inhalant Dependence

Inhalant Abuse

Inhalant Intoxication

Opioid Dependence

Opioid Abuse

Opioid Intoxication

Opioid Withdrawal

Phencyclidine Dependence

Phencyclidine Abuse

Phencyclidine Intoxication

Sedative, Hypnotic, or Anxiolytic Dependence
Sedative, Hypnotic, or Anxiolytic Abuse
Sedative, Hypnotic, or Anxiolytic Intoxication
Sedative, Hypnotic, or Anxiolytic Withdrawal
Other (or Unknown) Substance Dependence
Other (or Unknown) Substance Abuse
Other (or Unknown) Substance Intoxication
Other (or Unknown) Substance Withdrawal

VERIFICATION OF MEDICAID, ABW OR MICHILD COVERAGE

The following is the process to follow for verification of Medicaid, ABW or MIChild eligibility:

Access Center

o Access Center will verify Medicaid, ABW or MIChild eligibility at the time they perform
Consumer’s assessment.
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3.8

3.9

. Access Center will verify Medicaid, ABW, or MIChild before action is taken on Provider's
authorization for treatment services.

Providers

. Providers are responsible for Consumer’s Medicaid, ABW or MIChild eligibility verification
whether confirmed by the Consumer or Access Center at time of Consumer’s admission.

. Provider will also perform monthly Medicaid, ABW or MIChild eligibility verification with

eligibility verification report being filed in Consumer’s chart.

Documenting Medicaid, ABW or MIChild is as follows:

. Copy Consumer’s Medicaid, ABW or MIChild’s “mihealth” card and place in Consumer’s
chart.
o Place appropriate documentation of Medicaid, ABW or MIChild eligibility verification

report in Consumer’s chart each month.

CHANGE OF COVERAGE

It is the Provider's responsibility to identify the Consumer’s third party insurance coverage or
Medicaid, ABW or MIChild eligibility prior to authorization. (See 3.7 Verification of Medicaid, ABW
or MIChild Coverage) Since federal regulations are very specific regarding billing for Medicaid,
ABW or MIChild or the federal portion of Block Grant funds and since eligibility requirements may
change from month to month, active eligibility in Medicaid, ABW or MIChild or other third party
insurance plans must be verified on a monthly basis. Each month’s Medicaid, ABW or MIChild
eligibility verification report must be filed in Consumer’s chart. If the status of insurance changes
during a treatment episode, the Provider must update the Consumer’'s “Insurance” screen in
CareNet.

If Consumer’s insurance is retroed back to date of admission and services have been paid by
another funding source, notify RCA through the Consumer’s “Note” screen in CareNet. RCA will
answer note and make the necessary adjustments.

3.8.1 MEDICAID DEDUCTIBLE

o Contact the Consumer’s DHS worker to verify deductible amount.

. Deductible amount must be entered in Consumer’s “Note” screen in CareNet.

. Medicaid cannot be billed for deductible. In CareNet's Consumer’s “Insurance”
screen enter Block Grant as the primary funding source until deductible has been
met.

. Once deductible is met, In CareNet's Consumer’s “Insurance” screen, change
the funding source back to Medicaid.

. Notify RCA in CareNet's Consumer’s “Note” screen date deductible was met and

if adjustments need to be made.
QUALIFIED HEALTH PLANS vs. COMMUNITY MENTAL HEALTH SERVICES

Qualified Health Plans (QHPs) are contracted with the Michigan Department of Community
Health (MDCH) to arrange for primary (physical) healthcare services. QHPs are also responsible
for mental health services for individuals with mild/moderate mental health symptoms.
Community mental health programs provide mental health services to the same Medicaid
population if the consumer’s symptoms are considered “severe and persistent.”
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4.0

4.1

RCA requires Providers to coordinate care with other agencies and health Providers including
Qualified Health Plans (QHPs) and primary care physicians. Providers are required to work
collaboratively with health plans and professionals to coordinate Substance Use Disorder
services for Medicaid Consumers. Information about Michigan’s QHP’s is located at
http://www.michigan.gov/mdch at the Medical Service Administration site.

BILLING AND CLAIMS

RCA has established policy and procedures for the submission and payment of claims for
contracted services by Network Providers. RCA requires uniform billing by covered Providers
according to the following:

COORDINATION OF BENEFITS (COB)

Coordination of Benefits (COB) is the system used to determine primary payor (who pays the
claim first). When a Consumer is covered by more than one health care plan (third party
insurance), the primary payor is responsible for paying the full benefit amount allowed by its

policy.

The secondary payor (Block Grant, Medicaid, ABW or MIChild) is then responsible for any part of
the benefit allowed by its policy and not covered by the primary payor up to the secondary payor’'s
contracted rate or third party allowable, whichever is less. All third party insurance information
must be entered in CareNet's Consumer’s “Insurance” screen even if current services aren’t
covered. Public Act 64 of 1984, the Coordination of Benefits Act applies to plans underwritten in
Michigan.

4.1.1 BILLING FIRST AND THIRD PARTY FEES

First Party Fees: The collection and reporting of first party fees will be the first source of funding
for the Consumer. It will be the Provider's responsibility to develop and maintain policies and
procedures regarding the collection and reporting of Consumer’s fees and accounts receivable.
The rates that RCA will pay are subject to a ten ($10), fifteen ($15) or twenty ($20) dollar co-pay
fee per session for outpatient individual, a five ($5), seven-fifty ($7.50) or ten ($10) dollar co-pay
fee per session for outpatient group therapy, a five ($5) dollar co-pay fee per detox day, a three
($3) co-pay fee per short-term residential day and a one ($1) dollar co-pay fee per long-term
residential day. The detox co-pay fee will increase to ten ($10) dollars per day for a second detox
admission and twenty ($20) dollars per day for a third detox admission, if the consumer does not
follow-up with treatment once they discharge from the first detox admission. The co-pays are
based upon the consumer’s income as it relates to a percentage of the Federal Poverty
Guidelines. The co-pay may be waived or reduced by the Provider's Program Director and must
be based upon individual circumstances. The Provider is responsible for the development of
policies for waiving the co-pay.
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THIRD PARTY BLOCK SECONDARY MEDICAID SECONDARY MEDICARE
INSURANCE PRIMARY/SECONDARY
PRIMARY
What if Must go to a third party Must go to a third party Must go to a Medicare Provider.
Provider is not Provider. Provider.
on the third

party panel?

Exceptions IOP services for veterans. Other insurance codes 85-89 No LOC within 60 min/miles.
OP services for veterans until since they represent restricted Must get pre-approval from AAR
they get Veterans insurance. plans or HMOs (Substance Use (Access, Assessment, Referral)
Services where the consumer D|st0rder. ISa ctﬁrv_e—otgt ar:fc}j doeﬁ AAR approves. Bill Block Grant
does not have a Substance Use '?hoe lr_?lsllgr)e ?\l/llje dci)cr;g Icoann b(raoug funds up to Medicare’s
Disorder benefit as part of their billed if o.u are not on the third allowable or contracted rate,
plan (underinsured). This must y whichever is less, minus first
be documented annually. party_ panel. party co-pay.

Services where the consumer Cannot bill Medicaid
does not have a Substance Use '
Disorder benefit as part of their

plan (underinsured). This must

be documented annually

Who do | bill Must bill third party insurance Must bill third party insurance Must bill third party insurance

first? first, unless underinsured as first, unless underinsured as first.

described above.

described above.

Denied Claims

Bill Block Grant funds.

Fax Explanation of Benefits
(EOB) to RCA.

Place EOB in Consumer’s chart.

RCA will not pay where provider
failed to follow insurer’s rules or
is not on third party’s panel.

Bill Medicaid.
Fax EOB to RCA.
Place EOB in Consumer’s chart.

Bill Block Grant funds.
Fax EOB to RCA.
Place EOB in Consumer’s chart.

Partial Bill Block Grant funds up to third Bill Medicaid up to third party Bill Block Grant funds up to third
Payment party insurance’s allowable insurance’s allowable amount or party insurance’s allowable
amount or RCA'’s contracted RCA'’s contracted rate, amount or RCA’s contracted
rate, whichever is less, minus whichever is less. rate, whichever is less, (minus
the Consumer’s first party co- Fax EOB to RCA. first party co-pay for Block Grant
pay. Place EOB in Consumer’s chart. funds).
Fax EOB to RCA. Fax EOB to RCA.
Place EOB in Consumer’s chart. Place EOB in Consumer’s chart.
Deductible Bill Block Grant funds until Follow Provider Manual Section Bill Block Grant funds up to

deductible has been met, minus
first party co-pay.
Fax EOB to RCA.

Place EOB in Consumer’s chart.

3.8.1 Medicaid Deductible. (If
insurance is Medicaid only)

Bill Medicaid until deductible has
been met.

Fax EOB to RCA.
Place EOB in Consumer’s chart.

Medicare’s allowable amount or
RCA'’s contracted rate,
whichever is less, (minus 1
party co-pay for Block Grant
funds).

Follow Provider Manual Section
3.8.1 Medicaid Deductible.

Fax EOB to RCA.
Place EOB in Consumer’s chart.
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4.2

4.3

4.4

CLAIMS APPEAL

42.1

422

PROVIDER APPEAL PROCESS

If RCA should deny the Provider any additional compensation to which Provider believes
it is entitled, Provider shall notify RCA in writing within thirty (30) days of the date of
notification of denial, stating the grounds upon which it bases its claim for such additional
compensation. RCA shall then have thirty (30) days to review and provide final
determination of the claim/issue.

NON-ELECTRONIC SUBMISSION

If the Provider is unable to electronically submit claims for technological reasons for a
specified period of time, the following temporary resolution may be negotiated between
RCA and the Provider:

A. Document the problem in the form of a letter to RCA’s Director.

B. RCA’s Director will schedule a meeting with staff designated by the program and
the Management Team at RCA to outline the following course of action:

1. Discuss the problem.
2. Determine steps being taken to meet compliance.
3. Set up a time line for implementation.
C. An advance may be negotiated by the Provider until they can submit

electronically.

CLAIMS TIME LINES

Claims must be received within three-hundred and sixty-five (365) days of the date of service to
be considered for payment by Block Grant, Medicaid, MIChild or ABW; claims not submitted
within this period will not be reimbursed by RCA.

Payment Beyond the Three-Hundred and Sixty-Five (365) Day Limit:

Note:

On a claim that was awaiting an Explanation of Benefit status, Provider will have twenty-
four (24) hours to submit claim once they contact RCA and ask for the window to be
turned on. The EOB should be documented in the Consumer’s chart for the amount paid
on the claim and a copy of EOB must be faxed to RCA prior to submitting claim for
reimbursement.

Corrected Claims must be resubmitted for payment within three-hundred and sixty-five
(365) days of date of service.

Due to the nature of state funding requirements, all claims for services provided during
the current fiscal year must be submitted by November 15" of the subsequent fiscal year.

CLAIMS SUBMISSION

44.1

ELECTRONIC CLAIMS SUBMISSION
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Providers shall electronically submit a "clean claim" using CareNet to request

reimbursement for

authorized services. Access to CareNet for the electronic
authorization/treatment/billing may be requested by contacting RCA for login capacity.

The Provider is required to bill for the services it renders to RCA’s Consumers. Both, the
Provider and RCA, have certain billing responsibilities.

Provider Responsibilities:

1.

Verify and document through CareNet Consumer’s clinical and financial eligibility
prior to the delivery of service.

Communicate changes in the Consumer’s insurance coverage through CareNet.

Understand that RCA is payor of last resort.

Make all attempts to exhaust all other payment considerations.

The Provider shall be able to track authorizations by Consumer by effective and
lapse date through CareNet.

The Provider shall be able to track authorization usage by Consumer Service
Activity Code (SAC)/(H) Codes.

The Provider shall be able to support a billed service with proper documentation.

The Provider will submit in CareNet all necessary criteria, including:

A.

w

© 0O

m

Consumer’s ID number

Consumer’s address, date of birth, sex, phone number

Consumer's other primary insurance information

Consumer's diagnosis

SAC (H) Codes

HO001 — Assessment

HO0002 — Screening

HO003 — Drug Screen (Court and non-court)

HO0004 — Outpatient — Individual

HOO005 — Outpatient — Group

HO0006 — Case Management

HO0010 — Residential Detoxification (medically monitored)
HO0012 — Residential Detoxification (clinically managed)
HO0018 — Residential Treatment — Short-term

HO0019 — Residential Treatment — Long-term

H0020 — Pharmacologic Support — Methadone

H0047 — Methadone Lab Fees

HO0048 — Alcohol PBT (Court)

S0215 — Non-Emergency Transportation (per mile)
S9976 — Residential Room and Board

T1012 — Peer Recovery/Recovery Support

90804 — Outpatient — One half (.5) Individual

90862 — Medication Review
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4.4.2

4.4.3

F. Start time and duration (if applicable)

G. Number of units billed
H. Amount paid by other sources (other insurance)
l. Balance due
J. Provider's Federal Tax ID number
K. Name and address of facility where services were rendered
L. Provider's billing name, address, zip code and phone number
9. Claims will be denied if necessary criteria are not present. This includes the

billing of residential room and board.

10. In the case of residential services, providers will be allowed to bill RCA for days
the consumer left the program for medical and/or psychiatric emergencies, family
deaths, etc., as long as some treatment was delivered that day and the
consumer returns to the program to continue treatment. The provider must
document the circumstances in the consumer's file. RCA reserves the right to
render a final decision as to acceptance of the reason and or documentation.

11. Bay Arenac Behavioral Health Claims Department will conduct monthly
insurance eligibility audits on RCA’s treatment provider network. These audits
will check a cross section of consumers to verify block/Medicaid/ABW/MiChild
eligibility. If consumers are found to have other third party coverage at the time
services were rendered and RCA has not received a copy of the denial or other
contract exclusion (not including EOB claims), a reimbursement adjustment will
occur. This adjustment will be documented with a note in the “Adjudication Note”
Section in the CareNet billing screens. The adjustment would be deducted in the
next payment cycle. RCA will contact providers when the amount exceeds
$750.00. If the amount is substantial (i.e, it could cause cashflow or payroll
issues), a payment plan may be discussed.

RCA Responsibilities:

1. Provide technical assistance as requested by the Provider.

2. Process claims as submitted by the Provider.

3. Claims submitted cannot be altered by RCA staff.

4 Adjudicate accurate/clean claims in a timely manner (not to exceed ten (10) days

from submission into the system).
5. Reimburse Provider in a timely manner.

INVOICING FOR SPECIALTY SERVICES

Prevention Services are not currently billed electronically. See the current contract
language for specific procedures for billing these services.

SUBMITTING CLAIMS FOR SDA (STATE DISABILITY ASSISTANCE) FUNDING
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SDA funding can and will be used to supplement room and board expenses for block and
medicaid consumers who qualify and who are admitted into short and long-term
residential treatment. RCA will allow providers to screen and assess consumers to
determine SDA eligibility. DHS guidelines require that a consumer:

e Be atleast 18 years old or and emancipated minor,

e Be a Michigan resident not receiving cash assistance (residency can be
determined with a valid Michigan driver’s license),

e Be a U.S. citizen or have acceptable alien status (status can be determined with
a valid Social Security Number or green card), and

e Have cash assets of $3,000 or less (wages, and other state/federal benefits
should be counted — home, car and personal effects should not be counted)

In addition to using the guidelines above, RCA requests that providers document the
consumer’s response to two (2) questions:

e Where were you born? And
e AreyouaU.S. Citizen?

The responses to these questions, (along with the consumer’s signature), should be
placed on a new (or existing) form in the consumer’s case file. RCA will review this
documentation at the time of the site visit. If the consumer has no income, remember to
place a copy of the taxable income verification statement you received from MDCH into
the case file.

Provider should bill choosing “ST DIS AS” or “State Disability Assistance” as the
supplemental fund source instead of Block Supplemental. The SDA rate will be the same
$25/day like that of the current residential room and board rate.

5.0 LEVEL OF CARE GUIDELINES (All services must be documented by an
appropriately credentialed clinician where necessary)

511

OUTPATIENT SERVICES

Outpatient services are defined as "ambulatory scheduled periodic therapeutic

counseling services provided in a clinical setting including intake session, individual,

family, group therapy, case management and peer recovery/recovery support services."

1. Assessment (H0001): A face-to face contact with the Consumer to determine
appropriate placement, level of care, and diagnostic impression. This begins the
process of establishing the individual treatment plan. For CareNet purposes, this
is not considered a biopsychosocial assessment.

2. Screening (H0002): A Behavioral Health screening to determine eligibility for
admission to a treatment program.

3. Individual Therapy (H0004): Face-to-face counseling services with the Consumer
alone or along with the Consumer’s significant other and/or traditional or non-
traditional family members.

4, Group Therapy (H0005): Face-to-face counseling with no less than three (3) and
no more than fifteen (15) Consumers. This should include a combination of
didactic lectures, therapeutic discussions, and other group related activities.
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5. One half (.5) Individual Therapy (90804): Extenuating circumstances only (ex.
leaves early for Dr.’s appointment). Service can only be exchanged for a Group
Therapy (HO005) or Individual Therapy (HO004). Service cannot be requested
on Initial Authorization or Re-authorization.

5.1.2 EXPANDED SERVICE ARRAY CATEGORIES OF GENERAL CASE MANAGEMENT
(HO006) AND PEER RECOVERY/RECOVERY SUPPORT SERVICES (T1012)

1. General Case Management Services: (Minimum 30 minute encounter) Services may
include direct face-to-face encounters, telephone contacts and collateral contacts
by a Case Manager. Case Management services would include assisting the
consumer in the completion of their treatment plan beyond the therapeutic
process. Some types of services that a Case Manager can provide include:
setting up appointments and meeting with the family of the consumer.

2. Peer Recovery/Recovery Support Services: (minimum 60 minute group or 15 minute
community/office based encounter) The focus of treatment is shifted from
professional-assisted to peer-assisted in a less formal community setting. These
services are designed primarily by individuals in recovery in order to help prevent
relapse and to promote recovery. Majority of encounters must be face-to-face.

5.1.3 RESIDENTIAL SERVICES

1. Sub-acute Detoxification (HO010) medically monitored and (H0012)
clinically managed

Sub-acute detoxification services are defined as “supervised care provided in a
sub-acute residential setting for the purpose of managing the effects of
withdrawal from alcohol and/or other drugs.” A sub-acute detoxification program
must be staffed twenty-four (24) hours per day, seven (7) days per week, by a
licensed physician or by the designated representative of a licensed physician.
Services typically last three (3) to five (5) days.

2. Short-Term Residential (H0018)

Short-term residential care is defined as “a planned individual and/or group
therapeutic and rehabilitative counseling and didactics provided as an intense,
organized, daily treatment regimen in a residential setting which includes an
overnight stay.” This treatment must be documented and include a minimum of
five (5) hours of structured activities per day, including dates and times.
Structured activities must be clearly documented in the individual consumer’s
chart. Within the five (5) hours of programming, RCA expects providers to offer
individual, group and didactic therapy, as well as provide individual time with
consumers to update treatment plans and set up continuing care. Other therapy
services may include: Family therapy, structured recreational therapy,
therapeutic community groups and twelve (12) step meetings. These programs
have a trained treatment staff supervised by a professional who is responsible for
the quality of clinical care. Such programs typically are fourteen (14) days or
less.

3. Long-Term Residential (HO019)
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Long-term residential care is defined as “a professionally-supervised program
that includes planned individual and/or group therapeutic and rehabilitative
counseling, didactics, peer therapy and rehabilitative care.” Treatment must
include a minimum of one and a half (1.5) hours of structured activities per day.
Twelve (12) step meetings, although encouraged, are not to be counted as one
and a half (1.5) hours of structured activities. These services are provided in a
residential setting and include an overnight stay. Such programs typically are
more than thirty (30) days.

METHADONE/OTHER MEDICATION SUPPORTED SERVICES (H0020)
1. Medication Detoxification

Medication detoxification is defined as “the dispensing of drugs in decreasing
doses to a Consumer in order to alleviate adverse physiological or psychological
effects related to withdrawal from the continuous or sustained use of a narcotic
drug.” It is also used as a method of bringing the Consumer to a narcotic-free
state within a specified period. There are two (2) types of medication
detoxification: 1) short-term detoxification is for less than thirty (30) days; and 2)
long-term detoxification is for between thirty 30 and 180 days.

2. Maintenance

The use of dosages of methadone as rehabilitation in conjunction with other
medical care.

CLINICAL PROTOCOL

The level of care, continued stay and discharge criteria are based on the American Society of
Addiction Medicine Patient Placement Criteria for the Treatment of Substance-Related Disorders,
Second Edition-Revised (ASAM PPC-2R). The Assessment is valid for ninety (90) days.

MEDICAL NECESSITY CRITERIA

The Michigan Department of Community Health and the Centers for Medicare and Medicaid
Services require Medicaid, ABW, MIChild and Block Grant reimbursement occur for only
medically necessary services.

COORDINATION OF CARE

541

PRIMARY CARE PHYSICIANS

It is the responsibility of the Provider as a specialty health care Provider, to coordinate
care with the Consumer’s primary care physician. The Provider should minimally have
documentation that the Consumer had been requested to sign a Release of Information
allowing communication between the Provider and the primary care physician. If the
Consumer refused to sign a Release of Information, this must be documented. In the
event a Release of Information is signed, communication from the Provider to the primary
care physician must be documented in the Consumer’s chart.

If the Consumer reports that they do not have a primary care physician, all efforts should
be made to make a referral and provide adequate instruction on securing a primary care
physician. These efforts should be documented in the Consumer’s chart.
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542 MENTAL HEALTH COORDINATION

It is the responsibility of the Provider to coordinate care with the Consumer’s mental
health Provider. If during the course of assessment or treatment the Provider discovers
mental health treatment needs that cannot be addressed by the Provider, the Provider is
required to notify the AAR and request assistance in assigning care for the Consumer.
The Provider should minimally have documentation that the Consumer had been
requested to sign a Release of Information allowing communication between the Provider
and the mental health Provider. If the Consumer refuses to sign a Release of
Information, this must be documented. In the event a Release of Information is signed,
communication from the Provider to the mental health Provider must be documented in
the Consumer’s chart.

If the Consumer reports that they do not have a mental health Provider and the severity
level of the Consumer’s mental health needs have been identified as a barrier to
recovery, all efforts should be made to make a referral and provide adequate instruction
on securing appropriate mental health services. These efforts should be documented in
the Consumer’s chart.

5.4.3 ANCILLARY SERVICE REFERRAL

It is the responsibility of the Provider to make appropriate referrals for service needs
identified through the assessment and treatment process that may impact a Consumer’s
recovery. All efforts should be documented in the Consumer’s chart.

CONSUMER PROTECTIONS - SUBSTANCE USE DISORDER SERVICES

RCA is committed to ensuring that the Substance Use Disorder programs and services offered
are accessible and address the health and social service needs of populations that are
vulnerable, and remain attentive to their needs.

CONSUMER’ S CHOI CE

RCA requires that all Consumers be given a choice of Providers for the level of care indicated. It
is the responsibility of the Provider conducting the assessment or moving the Consumer to the
next level of care to provide choice of Provider to the Consumer. This must be documented and
minimally include the Consumer’s signature that they have been provided choice of Providers.

NON-DISCRIMINATION

RCA requires that no Provider shall discriminate against any Consumer on the basis of race,
color, gender, age, religion, marital status, national origin, handicap or health status in providing
services under this Agreement. Provider agrees to render covered services to Consumers in the
same manner and in accordance with the same standards, with the same time availability as it
offers to non-Consumers, and consistent with existing medical, ethical and legal requirements for
providing continuity of care to any Consumer. Provider shall conduct its practice in a manner,
which will enable RCA to comply with all applicable state and federal laws, regulations and
requirements, and all requirements of parties with which RCA may contract from time to time. The
Provider shall be in compliance with Title VI of the Civil Rights Act of 1964, 28 C.F.R. Section
42.405(d)(1), Title VI, and The Americans with Disabilities Act and Section 504 of the
Rehabilitation Act of 1973.

CONFIDENTIALITY
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All Provider staff shall comply with Federal HIPAA laws, 42 C.F.R., Part 2, Regarding
Confidentiality of Alcohol and Drug Use disorder Records, Coordinating Agency Requirements
and practice responsible and sound ethical behavior when there is danger to a consumer or
another.

SUBSTANCE USE DISORDER - RECIPIENT RIGHTS

All Consumers must be notified upon admission of their rights while receiving services. To
assure that Consumer’s rights are communicated, Providers shall implement the following
procedure:

1. At the time of admission, the Consumer must be given an explanation of the Recipient
Rights Process and Complaint Process.

2. The Consumer receiving services will also receive the booklet, "Know Your Rights."

3. The name and location of the Recipient Rights Advisor for the Provider will be given to
the Consumer.

4. The language, if other than English, will be noted and Limited English Proficiency (LEP)
procedures shall be followed.

5. If it is assessed that the Consumer receiving this information is incapable of
understanding for any reason, this will be documented and the Provider's Recipient
Rights Advisor consulted.

6. The acknowledgement of the Consumer receiving this information shall be documented
in the Consumer's chart.

7. If at any time during the course of services the Consumer needs to be reminded of their
rights, they will be provided and documented in the Consumer’s chart.

LEP (Limited English Proficiency)

Providers receiving funding from RCA are required to comply with Title VI of the Civil Rights Act
of 1964. Office of Civil Rights (OCR) recent guidance clarifies Title VI obligations with respect to
Consumers who are Limited English Proficient (LEP). Ultimate responsibility for enforcing
compliance with Title VI rests largely with the Office of Civil Rights, which investigates complaints
and performs compliance reviews in entities covered by Title VI. Responsibility for informing
Providers and Consumers about the requirements and for providing technical assistance rests
with RCA.

RCA is committed to ensuring that the Substance Use Disorder programs and services offered
are accessible and address the health and social service needs of populations that are vulnerable
and remain attentive to their language and cultural needs. To help ensure that these needs are
met, the following will be addressed:

1. Assessment of Needs and Capacity: Each contracted Provider will have in place
mechanisms to assess, on a regular and consistent basis, the Limited English Proficiency
status and language assistance needs of current and potential Consumers, and
mechanisms to assess the capacity to meet those needs. RCA will;
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A. Regularly assess the language needs of their covered population by identifying
the non-English languages that are likely to be encountered and by estimating
the number of Limited English Proficient Consumers that are eligible for services
and that are likely to be directly affected by RCA or a contracted Provider. RCA
will review:

Census data

Consumer utilization data from Consumer’s charts
Data from school systems, and

Data from community agencies and organizations

B. Reviewing Consumer’s chart to ensure that the language needs of each Limited
English Proficient Consumer has been identified and recorded in the Consumer's
chart;

C. Identifying the points of contact in each program or activity where language
assistance is likely to be needed;

D. Identifying the resources that will be needed to provide effective language
assistance;

E. Identifying the location and availability of resources; and

F. Identifying the arrangements that must be made to access these resources in a

timely fashion.

Oral Language Assistance Services: Each contracted Provider will arrange for the
provision of oral language assistance in response to the needs of the Limited English
Proficiency Consumer, in both face-to-face and telephone encounters. RCA will require
that contracted Providers obtain and provide trained and competent interpreters and
other oral language assistance services, in a timely manner, by taking some or all of the
following actions:

A. Hiring bilingual staff that is trained and competent in the skill of interpreting to
meet the various language needs of the populations served;

B. Engaging staff interpreters who are trained and competent in the skill of
interpreting to meet the various language needs of the populations served;

C. Contracting with an outside interpreter service for trained and competent
interpreters to meet the various language needs of the populations served;
D. Arranging formally for the services of voluntary community interpreters who are

trained and competent in the skill of interpreting that will meet the various
language needs of the populations served;

E. Arranging/contracting for the use of a telephone language interpreter service that
will meet the various language needs of the populations served.

Written Translations and Materials: Each contracted Provider will produce vital
documents in languages other than English where a significant number or percentage of
the Consumers served or eligible to be served has Limited English Proficiency. These
written materials may include paper and electronic documents such as publications,
notices, correspondence, web sites and signs.
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Written materials that are routinely provided in English to Consumers and the public shall
be made available in regularly encountered languages other than English. Vital
documents such as enrollment applications; consent forms; letters containing important
information regarding participation in a Substance Use Disorder program; notices
pertaining to the reduction, denial, or termination of services; or benefits of the right to
appeal such actions; or that require a response from beneficiaries notices advising
Limited English Proficiency Consumers of the availability of free language assistance,
and other outreach materials shall be translated into the non-English language of each
reqgularly encountered Limited English Proficient group eligible to be served or likely to be
directly affected by the programs and policies of its contracted Providers.

Providers will develop and implement a plan to provide written materials in languages
other than English when a significant number or percentage of the population eligible to
be served or likely to be directly affected needs Substance Use Disorder Services or
information in a language other than English and in compliance with 28 C.F.R. Section
42.405(d)(1). RCA will determine the extent of contracted Providers obligation to provide
written translation of documents on a case-by-case basis. Taking into account all
relevant circumstances including the nature of the contracted Provider's services, the size
of the contracted Provider, the number and size of the Limited English Proficient
language groups in its service area, the nature and length of the document(s) to be
translated, the objectives of the policy, the total resources available, the frequency with
which translated documents are needed and the cost of translation.

Providers will adopt the "safe harbor" provisions based on interpretation of Title VI in the
context of Health and Human Services programs that is recommended by the Office of
Civil Rights. Providers will provide written materials in non-English languages and define
groups with regularly encountered languages other than English if:

A. The eligible Limited English Proficient language group constitutes ten percent
(10%) or 3,000, whichever is less, of the total population of Consumers eligible to
be served or likely to be directly affected by a RCA program;

B. Regarding eligible Limited English Proficient language groups that do not fall
within (A) above, but constitute five percent (5%) or 1,000, whichever is less, of
the population of Consumers eligible to be served or likely to be directly affected,
Providers will translate vital documents into the non-English languages of such
Limited English Proficient Consumers. Translation of other documents, if needed,
may be provided orally; and

C. If fewer than 100 Consumers in a language group eligible to be or likely to be
directly affected by the program served (and not addressed by A or B), Providers
will provide written notice in the primary language of the Limited English
Proficient language group of the right to receive competent oral translation of
written materials.

Title VI provides no Consumer may be denied meaningful access to a
recipient/covered entity's (RCA) benefits and services on the basis of national
origin. To comply with the Title VI requirement, Providers will ensure that Limited
English Proficient Consumers have meaningful access to and can understand
information contained in program-related written documents. Thus, for language
groups that do not fall within paragraphs (A) and (B), above, Providers will
ensure such access by providing notice in writing in the Consumer’s primary
language of the right to receive free language assistance in a language other
than English, and includes the right to competent oral translation of written
materials at no cost to the Consumer.
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Policies and Procedures: Each contracted Provider agency will have in place specific
written policies and procedures related to each of the plan elements and designated staff
who will be responsible for implementing activities related to these policies.

Providers will ensure effective communication by developing and implementing a
comprehensive written language assistance program that includes policies and
procedures for identifying and assessing the language needs of its Limited English
Proficiency Consumers and that provides for a range of oral language assistance options,
for notice to Limited English Proficiency Consumers in a language they can understand,
the right to Free Language Assistance, periodic training of staff, monitoring of the
program, and translation of written materials in certain circumstances. These written
policies and procedures will be maintained and updated to comply with The Americans
With Disabilities Act and Section 504 of the Rehabilitation Act of 1973

Notification of the Availability of Free Language Services: Each contracted Provider
agency will proactively inform Limited English Proficiency Consumers of the availability of
Free Language Assistance Services through both oral and written notice in his or her
primary language. The methods of notification will include, but are not limited to:

A. Posting and maintaining signs in regularly encountered languages other than
English in waiting rooms, reception areas and other initial points of entry. Signs
will inform Consumers of their right to Free Language Assistance Services and
invite them to identify themselves as Consumers needing such services;

B. Translation of vital forms, instructional, informational and other written materials
into appropriate non-English languages by competent translators. For Limited
English Proficiency Consumers whose language does not exist in written form,
assistance from an interpreter to explain the contents of the document will be
provided;

C. Uniform procedures for timely and effective telephone communication between
staff and Limited English Proficient Consumers. Procedures shall include
instructions for English-speaking employees to obtain assistance from
interpreters or bilingual staff when receiving calls from or initiating calls to Limited
English Proficient Consumers;

D. Inclusion of statements about the services available and the right to Free
Language Assistance Services, in non-English languages, in brochures,
booklets, outreach information and other materials that are routinely
disseminated to the public; and

E. Coordinate with enrollment organizations that may utilize language identification
cards (which allow Limited English Proficiency Consumers to identify their
language needs to staff and for staff to identify the language needs of
Consumers) and communicate throughout the contracted Provider Network this
information.

Staff Training: Each contracted Provider will train front-line and managerial staff on the
policies and procedures of its language assistance activities. To ensure that the Limited
English Proficiency Policy is followed, Providers will disseminate the policy to all
employees and contracted Providers likely to have contact with Limited English Proficient
Consumers and provide periodic training of these employees and contracted Providers.
Such training shall:
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A. Ensure that employees and contracted Providers are knowledgeable and aware
of Limited English Proficiency policies and procedures,

B. Are trained to work effectively with in-person and telephone interpreters and
C. Understand the dynamics of interpretation between Consumers, Providers, and
interpreters.

Assessing Accessibility and Quality: Each contracted Provider will institute procedures to
assess the accessibility and quality of language assistance activities for Limited English
Proficiency Consumers. RCA will seek feedback from Consumers and advocates
regarding the eligible Limited English Proficient population, the nature of the program and
service, the objectives of the program, the total resources available, the frequency with
which particular languages are encountered and the frequency with which Limited
English Proficient Consumers come into contact with the program. As part of continuous
quality improvement, Providers will monitor their Language Assistance program and
regularly assess:

A. The current Limited English Proficiency makeup of its service area,

B. The current communication needs of Limited English Proficiency Consumers,

C. Whether existing assistance is meeting the needs of such Consumers,

D. Whether staff and contracted Providers are knowledgeable about policies and

procedures and how to implement them and

E. Whether sources of and arrangements for assistance are still current and viable.
ACCOMMODATION

The Provider is required to participate in programs and training to enhance sensitivity to cultural
and ethnic diversity. The Provider is also required to work with RCA or its designee to assure
accommodation of Consumers with physical or sensory limitations.

o Cultural - RCA recognizes that cultural and/or ethnic variations exist in the geographic
service area. RCA believes that sensitivity to such variations will improve access to
services and quality outcomes. For this reason, it is the policy of RCA that the system of
Substance Use Disorder care will be sensitive to the cultural and ethnic characteristics of
the eligible population.

. Physical - RCA recognizes that physical and sensory limitations also exist in the
geographic service area. RCA believes that accommodation of such limitations will
improve access to care and enhance quality outcomes. These include things like
making accommodations for an individual’s dietary requirements in a residential setting.

CONSUMER SATISFACTION

Each contracted Provider is required to participate in a Consumer Satisfaction Survey Process,
as outlined below, for all Consumers funded by RCA. Consumer Satisfaction Surveys are a
critical component of services and have informal and formal components.
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The informal components include orienting Consumers to the communication linkages with RCA
and acquainting the Consumers with concerns for their care. Consumers will be encouraged to
provide feedback and to contact RCA if problems or concerns occur. The formal components are
listed below:

Consumer Satisfaction Survey Process:

Contracted Residential (short and long-term) and Residential Detox

. RCA will provide all residential and detox programs with Consumer Satisfaction Surveys
and stamped envelopes at the regular intervals. RCA will also distribute the Survey
Collection Protocol. Providers must follow the protocol to ensure Consumer confidentiality
in completing the survey.

. Above Providers are to distribute surveys to all RCA Consumers admitted to their
program and explain protocol for completion to the Consumer.

. Once survey is completed and sealed in self-addressed envelope, Provider should assist
Consumer in mailing the survey back to RCA.

o RCA will compile surveys into a report on a semi-annual basis and send report to

Provider for any necessary follow-up. Providers are strongly encouraged to utilize survey
results in their Performance Improvement process.

. During Provider’s annual site visit (or as instructed on the survey report), RCA will review
Provider's plan of corrective action for items that are deemed non-compliant.
Compliance includes:

o} Sixty percent (60%) of all Consumers admitted to the program will complete the
satisfaction survey.

o] RCA benchmark for survey response is that eighty percent (80%) of Consumers
surveyed will “strongly agree” or “agree” to each of the questions on the survey
instrument.

. Throughout the year, RCA staff will randomly contact Consumers to inquire as to any

concerns or problems with the survey instrument or process.

Contracted Out-Patient Providers.

. Semi-annually, RCA will provide all out-patient programs with Consumer Satisfaction
Surveys for all clients opened in the CareNet System. RCA will also distribute the Survey
Collection Protocol. Providers must follow the protocol to ensure Consumer
confidentiality in completing the survey.

. Above Providers are to distribute surveys to all RCA Consumers seen during the two (2)
week collection period and explain protocol for completion to the consumer.

o RCA will compile surveys into a report and send report to Provider for any necessary
follow-up. Providers are strongly encouraged to utilize survey results in their Performance
Improvement process.

. During Provider’s annual site visit (or as instructed on the survey report), RCA will review
Provider's plan of corrective action for items that are deemed non-compliant.
Compliance includes:

o] Sixty percent (60%) of all RCA Consumers receiving services during the survey
collection time frame will complete survey.

o} RCA benchmark for survey response is that eighty percent (80%) of Consumers
surveyed will “strongly agree” or “agree” to each of the questions on the survey
instrument.

o] RCA staff will randomly contact Consumers seen during the survey period to

inquire as to any concerns or problems with the survey instrument or process.
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PROGRAM TREATMENT REPORTING REQUIREMENTS

The following reporting requirements are to be considered part of the Provider Agreement. The
Provider must utilize and provide all report forms and reporting formats that are required by RCA
and provide RCA with timely review and commentary on any new report forms and reporting
formats proposed for issuance. RCA will provide report forms and reporting formats (in
accordance with the Provider Agreement) that are to be used or are proposed to afford the
Provider an opportunity for review and comment.

TIME LINES FOR REPORTING

Reporting requirements and time frames are outlined in Attachment C of the Provider
Agreement.

SENTINEL EVENTS (RESIDENTIAL PROVIDERS ONLY)

RCA has established specific requirements for review and reporting of Sentinel Events in an effort
to initiate corrective action, make systematic changes and to improve the quality of Substance
Use Disorder Services. The reporting and monitoring of Sentinel Events are to ensure that
standards and quality of care are better achieved in the delivery of Substance Use Disorder
Services. RCA requires that all Consumers receiving care are able to receive services in a
prompt manner and in accordance with the severity/emergence of the Consumer’s
medical/clinical needs at the time. A Sentinel Event report must be completed and submitted to
RCA. Please see the Sentinel Events Forms attached to this document for further detail. This
information should also be completed in CareNet in the Consumer’s “Events” screen.

The following adverse occurrences may be reported semi-annually to RCA:

Accidents that require emergency room visits and/or admission to a hospital.
Physical illness requiring admission to a hospital.

Arrest or conviction of a Consumer.

Serious challenging behaviors.

Medication errors.

Death of a Consumer.

CAPACITY MANAGEMENT WAITING LIST (IN-REGION PROVIDERS ONLY)

Access is a major consideration for Consumers attempting to enter treatment. The Michigan
Department of Community Health in compliance with U.S. Department of Health and Human
Services directives has issued compliance monitors to RCA. RCA has developed and
implemented the Capacity Management Waiting List form and report to facilitate this compliance.
Outpatient providers are responsible for completing and submitting a waiting list report monthly.

8.0 GRIEVANCE AND APPEAL PROCESS

Providers will follow the technical guidelines for grievances and appeals outlined in this section
and in Attachments D and E. Providers will provide training to all new employees on advance and
adequate notices, appeals, grievances, state fair hearings, recordkeeping requirements and other
technical requirements. Providers will also provide training to all employees as required by
changes to technical requirements. Providers may use either a training provided by BABH or a
training they have developed or acquired from another source as long as it meets the technical
requirements outlined in Attachments D and E. Please refer to Attachment D and E in RCA
Provider Contract for more detail.
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For Non-Clinical Denials by the AAR:

For AAR denials that are not clinical in nature (usually due to RCA protocols not being followed,
such as timeframes for CareNet entries), please follow the provider appeal process arranged by
the RCA. This usually requires a written letter to the RCA Director.

For Clinical Denials by the AAR:

There are state and federal requirements that RCA, AAR, and providers must follow. These
regulations indicate that we must: 1) inform consumers in writing about adverse actions that
impact their services, 2) inform consumers about their options to appeal such decisions, and 3)
inform consumers about their rights to file grievances/complaints about non-rights issues.

[Please see attachment D & E to

the RCA contract for the specifics]

Notice Requirements:
For AAR and RCA provider denials, suspensions, reductions, or terminations of services that are
clinical in nature, please follow the instructions in this matrix in relation to who sends Adequate
and Advance Notices. There are standardized forms throughout the
Adequate Notice, Medicaid Advance Notice, Non-Medicaid Adequate Notice, Non-Medicaid
Advance Notice, Medicaid Treatment Plan Adequate Notice, and Non-Medicaid Treatment Plan

Adequate Notice.

Providers are expected to use these forms.

RCA region: Medicaid

Notices should be cc'd to

management of other parties (particularly RCA) as appropriate as a form of open communication.

Providers should enter these notice log section of CareNet.

A & G ACTIVITY

TYPE OF NOTICE

At AAR level

At CA level

At CA Contractor/ Substance
Use Disorderprovider level

Sending Notices
(includes log)

Adequate

For denial of

eligibility and/or
service and/or level of
care

AAR sends: For AAR
denials of overall
eligibility and/or service
and/or level of care,
AAR issues the Notice.
If CA denies a claim, CA
will notify AAR to send
the Notice.

Provider sends: For treatment
plans, provider issues the
Adequate Notice on the
CAJ/AAR standardized
Treatment Plan Adequate
Notice.

AAR sends: When provider
assesses that a consumer is
ineligible for Substance Use
Disorder services after face-to-
face intake appointment
(supporting documentation
required) and the AAR
representative agrees, AAR
issues the Notice. Ifa
consumer is screened for a
particular service but it is
deemed that a different level of
care is more appropriate, AAR
will send the Notice. Provider
must inform AAR of such.
[Note: Because of strict
timelines for this, AAR must
be immediately notified of
denials for eligibility and
requested level of care. They
must be notified within 7 days
of face-to-face assessment
leading to denial.]

38




Adequate All treatment plans
should include the

For utilization amount, scope, duration,
management (i.e. for and intensity of the
denial of service. The initial
reauthorization treatment plans should be
request or for built to the authorization
approving less than that the AAR approves.
request) The consumer should

receive a Treatment Plan
Adequate Notice by the
SA provider when the
treatment plan is
developed. When
requesting
reauthorization, the plan
should be expiring (i.e.
duration). Either a
treatment plan addendum
or termination will need
to occur depending on
the AAROs r
Please see instructions to

the right.
Advance Provider sends: For provider
treatment plan decisions that
(Usually for suspend, reduce, or terminate
termination, reduction, Substance Use Disorder
or suspension of services, the provider issues
service) the Advance Notice. ) AAR

will provide standardized
notice templates that the
provider must use, as AAR
will be the contact for
appeals/grievances/second
opinions.

Appeal Options for consumers:
Consumers do have the option to appeal the AAR or RCA provider adverse actions (denials,
suspension,

reduction, termination). Providers may appeal on behalf of the consumers, but the consumer
must agree to this. However, the PIHP (Prepaid Inpatient Health Plan) will work with the
consumer in collaboration with the provider regarding such. In general, the AAR Customer
Services Department will process all appeals (in relation to clinical adverse actions) on behalf of
the RCA consumers. Providers shall not process the appeals at their agencies. Please refer the
consumer to the AAR Customer Services Department (888-212-3689). Please ensure that all
staff having contact with consumers are aware of such, particularly clinical staff, clinical
supervisors, rights officers, and support staff.
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Processing requests for
Appeals (includes
logging)

Same for Adeqiate &
advance; same for
expedited and routine

Not applicable

AAR processes: For
AAM denials of
eligibility for Substance
Use Disorder service,
denials of level of care for
Substance Use Disorder
services, utilization

Provider processes: No
appeals, as AAR processes
these.

requests

management decisions,
and claim payment
decisions, AAR will
process the request for
appeal.

AAR processes: All

appeals filed in relation to
RCA/AAR providers will
be processed by the AAR.

Medicaid Fair Hearing Options:

Consumers that have Medicaid, have the right to request a Medicaid Fair Hearing through the
MDCH Administrative Tribunal. They can do this before, after, or simultaneous with a Local
Appeal. Please refer them to either AAR Customer Services (888-212-3689) for guidance on
how to do this or direct them to write to:

Michigan Department of Community Health
P.O. Box 30763
Lansing, MI 48909
(877) 833-0870

If a consumer does request a Medicaid Fair Hearing, the PIHP will review, prepare for, and
represent the case at the Administrative Tribunal Hearing. The provider will be consulted and
may be requested to be present for the hearing. If the RCA provider is aware that a consumer
has filed a Medicaid Fair Hearing request, please contact the AAR Customer Services
Department to inform them of such (888-212-3689). Please be aware of special circumstances in
relation to Medicaid recipients [see Contract Attachments D & E]

Preparing

for and representing at
Medicaid Fair Hearing
(includes logging)

AAR conducts: For all
Medicaid Fair Hearings.

Not applicable Provider processes: No
Medicaid Fair Hearings, as

AAR processes these.

Grievances:

In addition to being able to file recipient rights complaints through the provider and/or RCA
recipient rights designee, consumers also have the option to file grievances. The grievances are
complaints that are not in relation to a denial, suspension, reduction, or termination of services
and that are not recipient rights issues. They can be grievances in relation to the RCA provider or
to the AAR. In these cases, consumers should be again directed to contact the AAR Customer
Services Department at 888-212-3689. Providers should display the Regional Customer Services
poster in their waiting rooms in order to educate consumers of such.

Processing Grievances
(includes logging)

Not applicable AAR processes: All
grievances for the RCA

SA provider network.

CA processes: Any
grievance related to
service provision by the
AAR.

Provider processes: No
grievances, as AAR
processes these.
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8.1

9.0

GRIEVANCE AND APPEAL - PROVIDER

RCA has established a process for the resolution of complaints and grievances from Providers. A
Provider may file an initial grievance to Access Center management regarding decisions made by
the AAR. Providers are encouraged to contact the Access Center Department Manager prior to
submitting a grievance for the purpose of reaching a satisfactory resolution in the most expedient
manner possible.

1.

LEVEL

LEVEL

All grievances must be in writing and include the date of the grievance, decision grieved,
resolution requested, supporting rationale for requested change in decision and indicate if
issue warrants an “Expedited Review Situation.”

No grievance will be considered after sixty (60) calendar days from the date of the action
being grieved.

| - GRIEVANCE

The Provider shall submit in writing the issue of grievance, resolution requested and
supporting rationale for request. The date of the grievance must be included. The
grievance can be made directly to the AAR for decisions made regarding the
authorization or determination of service.

The Access Center Department Manager (or designee) will communicate the decision to
the Provider within seven (7) calendar days. If an Expedited Review, The Access Center
Manager will render a decision within one (1) business day of receipt of the grievance.

II- APPEAL

If the Provider remains dissatisfied with the decision that was rendered through the Level |, a
Level Il Appeal from RCA may be requested. This level of appeal allows the Provider to meet
with RCA to review and render a decision regarding the grievance. This Level Il Appeal may
involve the following:

RCA Representative

A representative from the Access Center (with CAC credentialing)
RCA Medical Director

The Provider

Access Department Manager or Designee

Such request must be made within five (5) working days of program’s notification of
decision regarding the submitted grievance.

RCA will appoint and convene the Review Committee within thirty (30) days of the appeal
request.

The Review Committee may request a formal presentation of the case.

Notice regarding the results of the review shall be sent to the Provider within one (1)
business day from the completion of the review.

COMMUNICABLE DISEASE REQUIREMENTS
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MDCH requires that all provider staff have knowledge regarding communicable diseases. The
level of knowledge required is consistent with positions within the provider organization. Staff at
RCA funded providers are required to attend a training bi-annually (every two years). Non-direct
service staff must attend a Level | training. Direct service must attend a Level Il training. Level |
training will provide basic knowledge about communicable diseases. Level Il training provides
more advanced information. All trainings should be documented in the staff files.

TUBERCULOSIS

Providers must assure all Consumers entering residential treatment will be tested for TB upon
admission and the test results is known within five (5) days of admission. High-risk TB
Consumers should be treated using Universal Precaution Practices until test results are known.
Consumers who exhibit symptoms of active TB need to be given a surgical mask to wear and
placed in respiratory isolation immediately. If respiratory isolation is not available, Consumer
should be moved to another location until test results are known.

In addition, all funded programs are required to implement communicable diseases control
procedures designed to prevent the transmission of tuberculosis.

HIV

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires that
Providers must provide all Consumers with an HIV risk assessment and referrals to HIV
appropriate services as indicated.

All Consumers whose services are funded in whole or part by funds managed by RCA shall be
provided a referral for HIV testing at intake and this shall be documented in the Consumer’s chart.

All Providers shall have written procedures, which ensure the confidentiality of identified HIV-
positive Consumers.

HEPATITIS B

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires that
Providers refer all Consumers for Hepatitis B surface antigen and core or surface antibody
testing. This shall be documented in the Consumer’s chart.

HEPATITIS C

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires that
Providers refer all Consumers who are injecting drug users, for Hepatitis C antibody testing. If
a Consumer funded in whole or part with funds managed by RCA is identified as having a history
of injecting drug use, a referral for Hepatitis C antibody testing shall be made and documented in
the Consumer’s chart.

SEXUALLY TRANSMITTED INFECTIONS

All Consumers funded in whole or in part by RCA managed funds must be assessed for risk of
sexually transmitted infections and referred for or provided testing, as indicated.

1. All Consumers should receive risk reduction counseling regarding sexually transmitted
infections.
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10.0

PREVENTION SECTION

10.1 SERVICE CRITERIA

10.2

RCA requires that all contracted prevention Providers adhere to the following MDCH and RCA
prevention guidelines:

. No more than thirty-five percent (35%) of total direct service units can be directed
towards school based prevention activities. Contracted Providers must have a system in
place to track total number of school-based units.

o At a minimum, ninety-five percent (95%) of all services must be researched based.
Contracted prevention Providers are to follow the guidelines outlined in the “Research-
Based Prevention Review Protocol” developed by MDCH — MASACA/CAPP Prevention
Workgroup. All activities entered into the statewide data system must include an
evidence-based category. RCA will review the specifics of the category during provider
site reviews.

Services should address both high-risk populations and the general community.

No more than twenty-five (25%) of total direct units can be in the Federal Strategy of
Information Dissemination and services under this category must tie into your agencies
overall prevention plan. Contracted Providers must have a system in place to track total
number of units delivered in each of the approved Federal Strategies.

. Services need to be based on community needs.

. Services are collaborative in nature representing coordination of resources and activities
with other primary prevention providers — e.g. local health departments, community
collaboratives and the Department of Human Services’ prevention programs for women,
children and families and older adults.

. Services need to be supportive of community coalitions.

. Services must fall within one of the six federally defined strategies: information
dissemination, education, problem identification and referral, alternatives, community
based and environmental.

o Services must be provided in a culturally competent manner.
. All Provider prevention literature must acknowledge funding source.
UTILIZATION

It is expected that for each full time employee funded (including contracted employees), the
program will provide a minimum of 850 units of direct services (see below). Staff training and time
spent on program evaluation and performance improvement can be counted toward direct units
but can not exceed 75 of the 850 required units without prior approval. Work directed at
community and environmental strategies that are not directly tied to participants may also be
included towards fulfillment of required hours. However, as these services are not entered in the
statewide data system, the provider must keep a brief summary of these activities. Provider
should submit a summary of these activities to the Prevention Coordinator on a semi-annual
basis. Provider units will be monitored on a quarterly basis and be compared to provider plan. If
direct units are not on pace with Provider plan, an individual meeting will be scheduled and
Providers, if directed to do so, must provide RCA with a plan of corrective action. If Provider is
unable to complete a satisfactory plan of corrective action, funding may be reduced.

10.2 .1 — Direct Unit — To calculate direct units, utilize the following guidelines:
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10.3

10.4

. A direct unit of service is one (1) hour of face-to-face prevention services.

. The number of Consumers attending the service or activity has no bearing on the direct
units.
. Providers may identify units for two (2) staff members under the following circumstances.
o} If conducting a group under the Federal Educational or Problem ID strategies
that has more than fifty (50) Consumers attending
0 If conducting an activity or presentation under the Federal Information
Dissemination strategy that has more than fifty (50) Consumers attending
o] If staff are involved in community environmental strategies that require
participation or services by more than one staff member
0 Providers claiming service units for more then one (1) staff member to identify on
their monthly reports that two (2) staff was present along with the names of the
staff.
. Individual activity planning, staff meetings and preparation for activiies CAN NOT be

counted as direct service units. There should be no Prep units for a program entered into
the data system.

o If you are part of a community task force that is working on a community based or
environmental activity, that time may be counted as direct units. Keep documentation of
other community members who were involved, i.e. meeting minutes.

. Prevention staff that attends prevention trainings or workshops may count that time
towards their direct units. Provider must keep records of trainings attended.
o Time spent on your agency’s Performance Improvement process may also be counted

towards your direct units if, you document the amount of time you spent and identify what
data was reviewed, who reviewed data and what was the outcome of the process.

EVALUATION AND PERFORMANCE IMPROVEMENT

RCA requires that all prevention services incorporate some method of evaluation. Contracted
Providers must include all process evaluation data as outlined in Michigan Licensing rules. In
addition, Providers need to incorporate the following processes:

. Completion of Consumer Satisfaction Surveys.

. Completion of Short-term Outcome Evaluation identifying knowledge, attitude and
behavior changes. For all programming outside of information dissemination, Providers
must be able to demonstrate how they know the program was effective. (What were the
goals of the program and were those goals obtained.)

. Development of a Performance Improvement plan, which incorporates evaluation
outcomes, utilizing data to make program changes and identify how services impacted
program goals and objectives.

. Providers need to be aware of and attempt whenever possible to collect data elements
identified in the National Outcome Measures.

PROVIDER MEETINGS

In an effort to be cost efficient, RCA will make every attempt to communicate important
information and technical assistance through individual meetings, e-mail, telephone and fax. In
addition, RCA will provide information through our web site. RCA plans to hold Prevention
Provider meetings on topics related to CMCA (Communities Mobilizing For Changes Against
Alcohol) and/or SPF/SIG (Strategic Prevention Framework/State Incentive Grant) non a quarterly
basis. It is recommended that Provider prevention staff make every effort to attend these
meetings. RCA will notify Providers at least thirty (30) days in advance of specific dates for any
prevention trainings.
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10.5

10.6

10.7

REPORTING

All contracted Providers need to submit the following prevention reports to the RCA Prevention
Coordinator in a timely fashion.

Monthly Units Report — Reports should be entered into the statewide prevention data
system by the tenth day of the month following activities Providers are required to have
computer technology that includes Microsoft Excel software and internet access.

Monthly FSR — Due the 10" day of the month. Note: Your FSR billings will not be
reimbursed until your prevention activities are entered into the state system.
Semi-annually, provider should submit brief description of hours spent on performance
improvement, trainings and community-based or environmental activities not identified in
the statewide data system (see section 10.2) - Due April 15, 2009 and October 15, 2009.
Amended budget report — Due by April 1, 2009. Please utilize FSR.

Prevention out-comes report. Due by December 15, 2009.

Note: Additional reporting for DYTUR agencies can be found under 10.9.2 of the
Provider Contract.

Substance Use Disorder Prevention Data Set (SUDPDS)

o Providers are required to collect and report the state-required prevention data
elements throughout the prevention provider network through participation in the
SUDPDS

o Providers must assure that all records submitted to the state system are
consistent with the SUDPDS Reference Manual (See Contract Attachment S)

o It is the responsibility of Providers to ensure that the services reported to the
system accurately reflect staff services provision and participant information for
all fund sources

o It is the responsibility of the Providers to monitor provider completeness,
timeliness and accuracy of provider data maintained in the system.

CHARGING FOR SERVICES

If a Provider charges a fee for any prevention activity funded in part or entirety by RCA, Provider
must adhere to the following guidelines:

Provider must have a policy in place that is specific to charging for prevention services.
Policy must identify how Provider will assure that services are not denied based on ability
to pay. A copy of this policy is to be submitted to RCA prior to the beginning of the
contract period, and updated yearly.

Any prevention services that require payment must have a brochure or flyer that clearly
states that scholarships are available. Provider must present these brochures or flyers
when advertising or promoting the activity.

Provider must identify fees collected for prevention services as program income on their
monthly FSRs.

RECIPIENT RIGHTS

All Providers receiving RCA prevention funding must have a Recipient Rights Policy in place.
Providers need to ensure that all prevention staff are trained on Recipient Rights, and
demonstrate at annual site visit. Provider must include notice of rights in any announcement,
brochure or other written materials that describe services.
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10.8

10.9

COORDINATION OF SERVICES

All Providers must be able to identify, at their annual site visit, how they coordinate services with
other community agencies and coalitions. Coordination of Services should at a minimum include:

DHS

Safe and Drug Free Schools

Law Enforcement

School Resource Officers (where applicable)
Teen Health Centers (where applicable)
Community Coalitions

Whenever possible, Providers are encouraged to enter into referral agreements with community
agencies. RCA will provide technical assistance for this as requested.

DESIGNATED YOUTH TOBACCO USE REPRESENTATIVE (DYTUR)
RESPONSIBILITIES

Providers, who are funded by RCA to provide DYTUR services, are expected to adhere to the
following guidelines:

Provide both supply and demand side activities to reduce youth tobacco use, with focus
primarily on the supply side.

Work collaboratively with local law enforcement on compliance checks whenever
possible.

Be actively involved in local tobacco coalitions or other Substance Use Disorder
coalitions if no tobacco coalition is in place.

Following MDCH protocol conduct yearly formal SYNAR compliance checks.

Conduct vendor educations. A minimum of twenty-five percent (25%) of area vendors
must receive vendor education;

All DYTURs must conduct additional non-SYNAR checks throughout the year. A
minimum of twenty-five percent (25%) of vendors must have completed non-SYNAR
checks. The checks may be either law enforcement or civilian consummated checks.
These checks can take place anytime throughout the year, EXCEPT during the month of
formal SYNAR. RCA requires that any new business in the area and any vendor that
failed formal SYNAR receive non-SYNAR compliance checks. DYTURSs are required to
submit monthly Non-SYNAR Check reports to RCA. All Providers are required to notify
the local prosecutor’s office and law enforcement prior to completing non-Synar checks.
If law enforcement checks are utilized to fulfill this requirement, than DYTUR’s must
collect from law enforcement the following information — 1) where checks were completed
and 2) the outcome of those checks. If law enforcement is completing the checks —
DYTUR'’s should encourage law enforcement to send the report of failed checks to the
Michigan Liquor Control Commission. RCA will provide forms for this if requested.
Provide education to local law enforcement and chamber of commerce’s regarding the
SYNAR amendment.

If your community has an Office of Drug Control Policy funded School Resource Officer,
Provider will initiate coordination for assistance with SYNAR related enforcement
activities.

Providers receiving DYTUR funding should focus their efforts on activities that discourage
the use of tobacco products by youth.

Provider must NOT utilize RCA prevention funding for any smoking cessation activities.
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o Yearly, all DYTURs will be responsible for correcting vendor list. This process must
include a phone call or personal visit to verify information on the vendor list. DYTURSs are
also responsible for adding new area businesses to their vendor list.

10.9.1 DYTUR Meetings

Providers receiving funding for DYTUR services will attend all State level meetings
pertaining to the youth tobacco act. RCA will also attempt to facilitate quarterly regional
meetings for DYTUR’s that can be utilized to share activities and strategies. RCA will
notify Providers at least 30 days prior to scheduled meetings.

10.9.2 DYTUR Reporting

Providers receiving funding for DYTUR activities will submit the following reports in a
timely fashion to RCA Prevention Coordinator.

. Youth Access to Tobacco Activity Report — due April 15, 2009 and October 15,
2009. Format provided.
o Non-SYNAR Monthly reports should be sent by the 15th of each month. If no

non-Synar checks have been completed in that month, Providers must send an
email to the RCA Prevention Coordinator informing her that no checks were

completed.

. Formal SYNAR Compliance Check forms — Due the fifth (5“‘) business day of
month following SYNAR compliance check period.

. Corrected Vendor List — Due February 28, 2009. Please note, that ALL vendors

on the list must be verified either by a phone call or personal visit. Verification
must include; Vendor name, address (including county) and phone number.
DYTUR staff must also add any new vendors they have knowledge about in their
counties.

10.10 Strategic Prevention Framework State Incentive Grant

10.10.1 Background
The SPF SIG is an infrastructure grant program the State has received from the
Substance Abuse and Mental Health Services Administration/Center for Substance
Abuse Prevention (SAMHSA/CSAP). The grant is designed to help communities utilize
data in designing prevention programs based on consequences and to evaluate the
effectiveness of those programs. In 2004 CSAP awarded the Michigan Office of Drug
Control Policy (ODCP) a 5-year incentive grant to achieve the following three goals:

Build prevention capacity and infrastructure at the State and community levels
Prevent the onset and reduce the progression of substance abuse, including
childhood and underage drinking

A Reduce substance abuse-related problems in communities

> >

The SPF/SIG employs the following 5-step process:

Step 1: Assessment: Determine assets and needs

Step 2: Capacity: Improve abilities to deliver substance abuse services

Step 3: Planning: Develop strategies to facilitate communication and service

coordination

Step 4: Implementation: Put strategies into action

Step 5: Evaluation: Document the process and outcomes of grant and program
implementation
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At the CA level an individual county Community Groups, a regional Community
Epidemiological Workgroup (CEW) and other auxiliary workgroups will be created as
warranted. The CAs will be the administrative liaison between the State and the

Community Groups, CEW and all workgroups.

At the present time Community groups have been established in Arenac County (Arenac
County Alcohol Effects Containment Task Force [AACT]) and in Montcalm County
(Montcalm Coalition to Prevent Underage Drinking [MCPUD]). New coalitions are under
development in Shiawassee (temporarily named the Shiawassee Prevention Coalition)
and in Bay County (sub-group under the guidance of the Bay County Prevention Network

[BCPN]). Capacity building efforts are occurring Huron and Tuscola counties as well.

10.10.2 RCA Prevention Providers:

All prevention organizations are expected to actively participate or provide input in local
Community groups in their respective counties. Prevention Providers receiving SPF/SIG

funding will also be asked to participate in regional CEW meetings as scheduled.

10.10.3 SPF/SIG funded RCA Prevention Providers:

RCA prevention agencies that are receiving SPF/SIG funds will also be expected to
actively participate in local community groups along with the regional CEW meetings. In
addition agencies receiving SPF/SIG funds will be required to:

° Complete monthly Financial Status Reports.

. Enter direct SPF/SIG activities into the Substance Use Disorder Prevention Data
System.

. Assist RCA Prevention Specialist with evaluation data gathering and be
responsible to complete the required evaluation reports.

. Funded agencies are responsible to make sure that the SPF/SIG process in their
county is community driven and culturally competent.

[ Work with community partners on development of a sustainability plan for their
community’s goals.

[ Responsible for making sure all community meetings and expenses are properly
documented.

10.10.3.1 SPF/SIG funded Prevention Provider Reporting

. Monthly Financial Status Report: Due 10" business day of the month.

[ Substance Abuse Disorder Prevention Data System entry of direct SPF/SIG
prevention activities: Due 10" business day of the month following activity.

. Implementation Status Reports:
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o For activities between 10/01/08 — 03/31/09 — Due to RCA Prevention
Specialist by 4/10/2009.
o For activities between 04/01/2009 — 9/30/09 — Due 10/10/2009

. Cross Site Evaluation Report (Parts 1 and 2)
o For activities between 07/01/2008 — 12/31/2008 — Due to RCA
Prevention Specialist by 1/15/2009.
o For Activities between 01/01/2009 — 6/30/2009 — Due by 7/15/2009
o NOTE: Report for activities completed between 09/01/2009 — 12/31/2009
will be due 1/15/2010.

11.0 ATTACHMENTS

Attachment A — Waiting List Form and Instructions

Attachment B — Fees and Collections (Co-pay) Form and Instructions
Attachment C — Sentinel Event Form (Specific Event) and Instructions
Attachment D — Sentinel Event Report Form (Semi-Annual) Form and
Instructions

Attachment E — Temporary Privileging Form

Attachment F — SPF/SIG Implementation Status Report
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Riverhaven Coordinating Agency ATTACHMENT A

Capacity Management Waiting List Form

PROGRAM: LICENSE #:

For the period of I/ through / /

Waiting List Definition: Any person who has requested service and cannot begin treatment or receive
assessment within 14 days due to the lack of capacity at the program.

Total number of clients on the Waiting List:
SARF

Outpatient

Of the clients listed above, number of priority clients on waiting list (must fill ini even if 0)

List all priority clients on the Waitibhg Li st
used must not violate client confidentiality.)

Priority codesl =  Pregnant injection drug users
= Pregnant substance abusers
= Injecting drug usdrs{ory of IDU within the last 30 days
=  parents at risk of losing children due &mselaiuse

Waiting List ID# Date of Contact Priority Code Interim Services Provided

Due date: Data for this report is to be collected at the end of each month and is due to RCA on the firs
Monday following the reporting month unless the firist Moolitdgy, in which case it would be due on

the first Tuesday. Pleas®é all submissions to Darren McAllistexadister@babhaardax to

(989) 491348.

Signature of staff person submittimg fo Date
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ATTACHMENT A Cont.

Riverhaven Coordinating Agency (RCA)
Capacity Management Waiting List Report Schedule and Instructions

The monthly Capacity Management Waiting List Information Report is theeftsR@énday

following the reporting month unless the first Monday is a holiday, in which case it would be due on the
Tuesday. The report should include data for the entire month being reported. For example, the report
the first Monday in &uaber would include data for Octoatdber 31.

Reports are to benailed to Darren McAllistgmagllister@babha.olfgyou are unable 4oal the

report, please fax to the RCA fax numbe® 723984

The following are the report due dates for Capacity Management Waiting List Information.

Reporting Period

October-B1
November-30
December-3l
January-B1
February-28
March B1
April 130
May 131
June 130

Juy 131
August-B1l
September30

*Exception due to holiday

Note: Please keep the original signed report on file

Report Due Date

First Monday in November
First Monday in December
FirstMonday in January
First Monday in February
First Monday in March
First Monday in April

First Monday in May

First Monday in June

First Monday in July

First Monday in August
First Tuesday in September*
First Monday in October
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Name of Organization

Fiscal Year

Time Period

Individual Therapy (HO004)

Individual Therapy (90804)

Group Therapy (HO005)

Case Management (HO006)

Long Term Residential (H0019)

Short Term Residential (HO018)

Sub Acute Detox(H0010/H0012)

Other (Please Describe)

Submitted by & Date:

ATTACHMENT B

RIVERHA/EN COORDINATING AGENCY
Fees & Collections Report

to

Total Total Total Total
Amount Amount Amount Amount
Collected - Collected - Collected - Collected -

1st Quarter 2nd Quarter  3rd Quarter  4th Quarter

Total
Amount
Collected -
Year-to-
Date
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ATTACHMENT B CONT

RIVERHAVEN COORDINATING AGENCY
Fees & Collections Report
INSTRUCTIONS

Cell B4 - Enter the name of your organ ization

Cell B6 - Enter the fiscal year

Cell B8 - Enter the Beginning Month
Cell E8 - Enter the Ending Month

Cell B12,C12,D12,E12- Enter the dollar amount collected for HO004 - Individual Therapy

Cell B14,C14,D14,E14- Enter the dollar amount collected for 90806 - 1/2 Session - Individual Therapy
Cell B16,C16,D16,E16- Enter the dollar amount collected for HO005 - Group
Therapy

Cell B18,C18,D18,E18- Enter the dollar amount collec ted for HO006 - Case Management

Cell B20,C20,E20,E20- Enter the dollar amount collected for HO019 - Long Term Residential

Cell B22,C22,E22,E22- Enter the dollar amount collected for H0O018 - ShortTerm Residential

Cell B24,C24,E24,E24- Enter the dollar amount collected for HO010/h0012 - Sub Acute Detox

Cell B26,C26,D26,E26- Enter the dollar amount collected for other services not listed. Please Specify the service
same for other quarters

Cell B27,C27,D27,E27- formula - Verify Total

If your organization collected zero copays & fees, you are still required to submit indicating zero collected.

Cell B29 - Enter Name, Date & Phone Number of report
preparer

Column F will provid e a running year-to-date total for my reporting to the State. Please do not adjustment
formulas.
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ATTACHMENT C
RIVERHAVEN COORDINATING AGENCY (RCA)

SENTINEL EVENT FORM (Specific Event)

Instructions: If a Sentinel Event occurs, provider must complete this form and submit to RCA as
soon as possible. RCA will follow-up with provider as necessary.

Provider:

Recipient ID#:

Date and Time of Event:

Type of Event (Circle one):
Recipient Death
Accident requiring urgent care/admission to hospital
Physical illness requiring admission to hospital
Recipient arrest/conviction
Serious challenging behavior
Medication error

Witnesses to Event:

Plan of Action/Intervention Steps Taken:

Staff Person Responsible for Plan:

Signature: Date:

FOR RCA USE ONLY

Status of Plan:

Received by: Date:
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Sentinel Events Data Report

ATTACHMENT D

Residential Services (Semi-Annual)

Provider:
Time Period: Due Date:
Riverhaven Coordinating Agency —
1. 2. 3.
Category # of Sentinel # of Events for
Events in the Which There Was
Period Intervention
1. | Death of Recipient
2. | Accidents requiring emergency room visits
and/or admissions to hospitals
3. | Physical illness requiring admissions to
hospitals
4. | Arrest or conviction of recipients
5. | Serious challenging behaviors
6. | Medication errors
Definitions:

1. Sentinel Event is an unexpected occurrence involving death or serious physical or
psychological injury, or the risk thereof. Serious injury specifically includes loss of limb or
function. The phrase, >or the risk thereof@ includes any process variation for which
recurrence would carry a significant change of a serious adverse outcome. (JCAHO 1998)

Serious challenging behaviors include property damage, attempts at self-inflicted harm or
harm to others, or unauthorized leaves of absence that increase the risk of serious physical

Medication errors mean a) wrong medication; b) wrong dosage; ¢) double dosage; or d)
missed dosage. It does not include instances in which consumers have refused medication.

2.

or psychological harm to the consumer.
3.
Notes:

1. Reporting is required for: 1) persons living in 24-hour specialized residential substance

abuse treatment settings.
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ATTACHMENT D Cont.

2 .Accidents treated at medi-centers and urgent care clinics/centers should be included in the
accident reporting along with those treated in emergency rooms. In many communities
in the state where hospitals do not exist, medi-centers and urgent care clinics/centers

are used in place of emergency rooms.

3. Planned surgeries, whether outpatient or inpatient, are not considered unexpected
occurrences and therefore are not included in the reporting of illnesses requiring admissions

to hospitals.

4. Report arrests and convictions as separate incidents.
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ATTACHMENT E
RCA PROVIDER TEMPORARY PRIVILEGING FORM

Instructions: The form below must be completed and submitted to RCA along with a

completed development plan for staff who are not certified or have not registered a development plan with
MCBAP as of October 1, 2008. This form must be signed by the requesting staff person and program
director. Privileging requests should be mailed to the RCA Director. RCA will also accept the provider's

Home CA privileging form. If the Home CA does not require one, then RCA's must be submitted.

Date:
To:  Joseph P. Sedlock, RCA Director
From:
Re:  Request for Temporary Privileges

This memorandum is being written to formally apply for temporary privileges in order to provide
Substance Use Disorder services including (please check appropriate line below):

Treatment services (Screens, Assessments, Individual and Group Therapy)

Prevention services (excluding specifically focused types of services provided
consistently)

These services are to be provided to persons residing in Arenac, Bay, Huron, Montcalm,
Shiawassee and Tuscola counties. | understand that this request and a completed Development
Plan must be submitted to RCA if | intend to provide services prior to my Certification and/or
formal registration of my Development Plan with MCBAP and that my employer will notify
RCA upon my formal certification and/or formal registering of my plan with MCBAP.

(Signature of Staff Member) (Date of Submission to RCA)

(Signature of Program Director)
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ATTACHMENT F

SPF/SIG IMPLEMENTATION STATUS REPORT
Instructions

This Implementation Status Report (ISR) is a semi-annual report of community-level SPF/SIG
accomplishments achieved during each six month period. Over the life of the grant there will be
a total of six (6) community-level reports. The ISR is divided into the following sections:

Sections A-D ask for updated information about grant management, organizational structure,
Community Epidemiological Workgroup (CEW) and Community Strategic Prevention Planning
Collaborative (CSPPC) accomplishments.

Section Easks about your progress in achieving systems change at the community or regional
level of prevention services related to each component of the Strategic Prevention Framework
(SPF) and asks you to report on your progress

Section Fasks about allocation of resources to Childhood and Underage Drinking (CUAD).

Section Gasks about procedures to ensure cultural competence as you implement the SPF/SIG
steps.

COMMON QUESTIONS

Q: Who should complete the report?

A: The Coalition Coordinator/assigned fiduciary staff should use this MS Word template to
complete the report and should attach it to an e-mail to:

Kari Gulvas
Riverhaven Coordinating Agency
kgulvas@babha.org
Q: Who can answer questions about specific report items?
A: A copy of the report and any questions should be directed to Kari Gulvas at
989-497-1384 or kgulvas@babha.org.
Q: What if | have not started an activity mentioned in the report?
A: Note in your answer that the question is not applicable to this phase of your grant.
Q: What if a question is not applicable to our coalition?
A: Skip it.
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SECTION A:

Check Appropriate Box to choose reporting period

Reporting Reporting Period Dates Due Date
Period
] October 1, 2008 i March 31, 2009 April 1, 2009
] April 1, 20091 September 30, 2009 October 1, 2009
] October 1, 2009 - March 31, 2010 April 1, 2010
] April 1, 2010 - September 30, 2010 October 1, 2010
SECTION B: Staffing Information
1. Please list below or attach a current list of SPF/SIG staff. (Agency & contractual)

2.

Was there a loss of
any key staff since
last reporting
period?

If Yes, please include their name
and title below.

If yes, what are your plans for filling the
position(s)?

Yes[ ] Nol[]

During your site visit you will be asked for documentation of job descriptions.
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SECTION D:

1

SPF/SIG CEW, CSPPC(s) and other Workgrops

Were there any NEWLY
appointed members of the
Community
Epidemiological
Workgroup (CEW),
Community Strategic
Prevention Planning
Collaborative (CSPPC)

If yes, please categorically (by
workgroup) include their name and
title below.

Name of Organization they
represent.

Yes [ ] No []

2.

Were there any members
of the Community
Epidemiological
Workgroup (CEW),
Community Strategic
Prevention Planning
Collaborative (CSPPC)
who left during this
reporting period?

If yes, categorically (by workgroup)
please include their name and title
below.

Name of Organization they
represent.

Yes [ ] No []

3. How many times has your CSPPC met this quarter?
Please Check one: One [ ] Two [ ] Three [ ] Four or more times [ ]

4. Pl ease

di scuss t

he

CSPPCoOs

activi

ti

es
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5. Please attach current lists of CSPPC members. [If there has been no change since the
previous report period you may simply note

During your site visit you may be asked to randomly explain how various members
enhance yourCEW, CSPPC and/or other workgroups. You will also be asked about
committee needs and/or membership gaps.

6 . Pl ease use the categories |isted be
please describe the type of committee your community has formed.

Were there any NEW If yes, what are they called? What is the function of each
workgroups or NEW committee?
committees formed
during this reporting
period?

Yes [ ] No [] - -

7.

Were there any members | If yes, categorically (by workgroup) | Name of Organization they
of auxiliary SPF/SIG please include their name and title represent.

workgroups who left below.
during this reporting
period?

Yes [ ] No [ ] _ -
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Examples of types of committees:

Legislative Affairs
Funding

Evaluation

Partner Communities
Youth Involvement
Public Relations
Data Collection
Training

Prevention Strategies
Other

8. Indicate how many times has your CSPPC and other workgroups met during this
reporting period?

Please Check one:
CSPPC: One [ ] Two [ ] Three [ ] Four or more times [_]

Other:
One [ ] Two [ ] Three [ ] Four or more times [_]

One [ ] Two [ ] Three [ ] Four or more times [_]
One [ ] Two [ ] Three [ ] Four or more times [_]
One [ ] Two [ ] Three [ ] Four or more times [_]

One [ ] Two [ ] Three [ ] Four or more times [_]

[You may add additional attachments if necessary]

During your site visit you will be asked to provide a copy of the minutes and attendance
records for each meeting held during this reporting period.

SECTION E: Progress Implementing the Strategic Prevention Framework (SPF)
PROGRESS IN MEETING SPF/SIG BENCHMARKS
1. Does your Community have a project evaluation plan in place? Yes[ | No [ I;

If yes, has the Community established baseline outcome measures? Yes [ | No [ ];
If yes, have sub-recipient communities established baseline outcome measures? Yes [_] No
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For each component (step) of the Strategic Prevention Framework (SPF), please report or as
applicable UPDATE your accomplishmentsand any obstaclesencountered duringthis reporting
period If not applicable to the report period type N/A(do not leave blank).

SPF Step 1Profile population needs, resources, and readiness to address needs and gaps.

1. Please list the accomplishmentsyou achieved during this reporting period related to
Step 1:
2. Please list the obstaclesyou encountered during this reporting period related to step 1.

As applicable, consider the following

Functioning of the Community Epidemiological Workgroup (CEW)
Assessment of the magnitude of substance abuse and related mental health disorders in the Community or

targeted population.

Assessment of risk and protective factors associated with substance abuse and related mental health disorders in
the state

Assessment of community assets and resources

Identification of gaps in services and capacity

Assessment of readiness to act

Identification of priorities based on the epidemiological analyses, including the identification of target
communities to implement the Strategic Prevention Framework

Specification of baseline data against which progress and outcomes of the Strategic Prevention Framework can
be measured

If the state was already engaged in needs assessment efforts prior to award, use of the CEW to enhance and
supplement the current process and its findings

Monitoring of communities to ensure they accurately assess their substance abuse-related problems using
epidemiological data provided by the Community, as well as other local data

Ensuring that communities also assess their assets and resources, gaps in services, and capacity and readiness to
act.

During your site visit documentation of reports and activities will be requested.

SPF Step 2Mobilize and/or build capacity to address needs.

1. Please list the community-levelaccomplishmentsyou achieved during this reporting period
related to step 2.

2. Please list the community-level obstaclesyou encountered during this reporting period
related to step 2.

As applicable, consider the following

Engagement of stakeholders within the target communities that are selected for implementation activities
Convening leaders and stakeholders

Building coalitions

Training community stakeholders, coalitions, and service providers

Organizing agency networks

Leveraging resources

Engaging stakeholders to help sustain the activities.
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During your site visit you will be asked for Memorandum of Understanding and other proofs of
partnerships.

SPF Step 3Develop a comprehensive strategic plan.

1. Please list the accomplishmentsyou achieved during this reporting period related to step 3.

2. Please list the obstaclesyou encountered during this reporting period related to step 3.
(If you have made efforts to revisit, adjust, revise or refine your strategic plan, please indicate
this in your response.)

As applicable, consider the following
e Use of data from the State and Community needs assessment in the development of the SPF/SIG plan

e Il dentification of the priorities that will be targe

e Articulation of a vision for prevention activities to address critical needs

e Description of necessary infrastructure development and/or evidence-based policies, programs and
practices (or a process for selection) to be implemented within the broader service system with
timelines for implementation

e Identification/coordination/allocation of resources and sources of funding for the plan

e |dentification of appropriate funding mechanism(s) to allocate resources to targeted communities

¢ |dentification of any training required

e Establishment of key policies and relationships among stakeholders

¢ Involvement of public and private service systems in creating a seamless continuum of planning and
services

¢ Inclusion of plans for sustaining the infrastructure and services that are implemented

¢ |dentification of key milestones and outcomes against which to gauge performance, thereby allowing
for system improvement and accountability of all parties involved

¢ Inclusion of plans for making adjustments based on on-going needs assessment activities

SPF Step4: Implement evidencebased prevention programs, policies, and practices.
APPLICABLE AFTER ODCP APPROVES THE SPF/SIG PLAN

1. Please list the accomplishmentsyou achieved during this reporting period related to step 4.

2. Please list the obstaclesyou encountered during this reporting period related to step 4.
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As appropriate, consider the following

Selection of evidence based

- Policies

- Programs

- Practices

Evidence that selected programs are proven to be effective in research settings and communities
(e.g., NREP programs)

Adaptations are:

- Culturally competent

- Preserve core program elements.

Monitoring the development and implementation of community-level strategic plans.

SPF Step 5:Monitor, evaluate, sustain, and improve or replace policies/programs/practices that

fail.
1. Please list the accomplishmentsyou achieved during this reporting period related to step 5.
2. Please list the obstacles you encountered during this reporting period related to step 5

As applicable, consider the following

Monitor and evaluate all SPF/SIG activities

The development and implementation of community-level evaluation and performance
Assess program effectiveness

Ensure service delivery quality

Identify successes

Encourage needed improvement

Promote sustainability of effective policies, programs and practices.

Please report your progress on collecting and reporting National Outcome Measures (NOMs).

As a reminder, the NOMs requirements for Cohorts | and Il are listed below:

The NOMs protocol for Cohort | and 11 is as follows:
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State Level NOMs: Demographics, Cost, and Evidence Based Practices provided by the State. All other NOMs will
be generated from the National Survey on Drug Use and Health (NSDUH) or archival data collected unless the State
requests and receives approval for using data from an alternative source.

Community Level NOMs: These will be collected from the sub-recipient community organizations (via the
state/funded community) that are funded under the SPF/SIG state project. Sites will collect relevant community
NOMSs measures as selected by the community and approved by the State and will map data from these community
measures to the NOMS prevention domains and report them to ODCP.

Program Level NOMs: NOT REQUIRED FOR THESE COHORTS

SECTION F: Childhood and Underage Drinking

Please report all Childhood and Underage Drinking (CUAD) related activities and accomplishments
that were undertaken or completed in this reporting period:

CUAD Activities inthis reporting period Noted results of CUAD activities

Please respond to the following questions about the SPF/SIGdanon-SPF/SIG resources your
community is dedicating to underage drinking:

1. Is underage drinking a Community-level SPF/SIG priority?
[ ] Yes [ INo
2. Are SPF/SIG non-monetary resources dedicated to underage drinking?

[SPF/SIG noamonetary resources include-kind support, such as training and technical assistance,
information dissemination, program materials, staff allocation, and implementation assistance to support
interventions aimed at reducing underatrenking. Can also include inteagency collaboration (e.qg.,

with Enforcing Underage Drinking Laws (EUDL) project staff), but excludegysaiitee awards.]

[ ] Yes [ ]No
3. Are non-SPF/SIG Community-level non-monetary resources being utilized to address underage
drinking?
[ ] Yes [ ]No
4, Are SPF/SIG grant funds being utilized to address underage drinking?
[ ] Yes [ ]No
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5. Are non-SPF/SIG Community-level grant funds being utilized to address underage
drinking?

[ ]Yes [ ]No

6. Please estimate the proportion of your SPF/SIG grant funds (and provide estimated dollar
amounts to date for this grant year) being utilized to address underage drinking.

% $

Example:the epidemiology profile fd8tate X clearly indicates that alcoh@lated injury deaths as a
result of DWI crashes are the highest priority consequence.

Section G: Cultural Competence

1. How did you ensure cultural competence-related activities were infused into your activities in
this reporting period? Please give examples of community-level activities.

If applicable, consider the following:

Meetings

Document development, including policy statements
Information dissemination

Training

Technical assistance

Data collection
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