Adverse Benefit Determination (ABD)
An adverse benefit determination refers to when your Medicaid managed care
organization (“MCO” also called “plan”) does one of the following:
●
●

●
●
●

denies, reduces, suspends, terminates or delays a previously authorized
service;
denies or limits authorization of a requested service determination (e.g. 2
hours of speech therapy/week for 6 months were prescribed and plan
approved 1 hour/week for one month);
fails to provide service in a timely manner;
fails to act within required timeframes for resolution of grievance or appeal;
and
denies in whole or in part the payment for a service.

In addition, ABDs include the denial of an enrollee’s request for an out-of-network service
if the enrollee lives in a rural area and there is only one MCO.

What notice requirements apply when an Adverse Benefit Determination
(ADB) is made?
The ABD notice must be in writing and must include the following information:
●
●
●

●
●
●

the ABD that has been made;
reason(s) for the ABD (including the right to copies of all documents
relevant to the decision free of charge);
right to request an appeal, including:
○ information on exhausting one level of appeal
○ right to request a state fair hearing;
process for appeal;
circumstances for an expedited appeal and how to request;
right to have benefits continue pending resolution of the appeal, including:
○ how to request continued benefits
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○

circumstances under which enrollee may be required to repay the
costs of those services.

Additionally, the notice must be accessible to individuals with disabilities or limited
English proficiency. A sample ABD notice is attached.
What time standards apply to various ABD notices and decisions?
If the action concerns a termination, suspension, or reduction of a benefit
written, notice must be sent 10 days before the date of action.
● If the action concerns a denial of payment, notice must be sent at time of the
action-affecting claim.
● If the action concerns a standard service authorization decision that denies
or limits services, notice must be sent within 14 days.
● If an expedited service authorization has been requested, a decision must be
made and notice must be sent within 72 hours.
●

What happens if you disagree with the ABD notice?
First you must file an appeal with your MCO. This is called “exhaustion.” Exhaustion
requires that enrollees must first go through the MCO’s appeal process before she/ he can
request a fair hearing from the state Medicaid Agency (AHCA). In other words, a fair
hearing can only be requested after the MCO decides not to change their adverse benefit
determination.
Are there any exceptions to the exhaustion requirement?
Yes. If the MCO does not follow the notice and timing requirements in federal Medicaid
regulations (examples are below), the enrollee is “deemed to have exhausted” the MCO
appeal process and can request a state fair hearing.
The following are examples of when exhaustion should be “deemed” to have occurred and
the enrollee can request a fair hearing from AHCA:
Enrollee speaks Spanish and notice was only in English;
● Notice did not clearly explain the right to continued benefits;
● Notice was not sent within 10 days of a termination, suspension or
reduction of previously authorized benefits.
●
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