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Page Policy Number Policy/Procedure Name What Was Added / Updated Date Revised / /2 Column3Column4Column5 Column7/3 Column1

11 Tab 1      Introdution to SCCMHA

12 N/A Network Services Organizational Chart New Provider Network Auditing Supervisor, Provider 

Network Auditors, and Auditing Typist Clerk.

1/11/2022

X X X X X X X X

N/A Tab 2      Eligibility & Care Management - No Updates

N/A Tab 3      Services & Protocols - No Updates

13 Tab 4      Service Delivery

14 02.03.03 Person Centered Planning Added Language:  

Consumers should be offered the ability to create a 

Crisis Plan, Psychiatric Advanced Directive or a Wellness 

Recovery Action Plan.  The goal of a crisis plan, 

psychiatric advanced directive or a wellness recovery 

action plan it to help the consumer and their allies 

identify signs when the consumer is heading for a 

relapse or needs additional supports.  This type of 

planning is to divert crisis intervention or 

hospitalization or residential treatment and to prevent 

relapse.  Discussion with the consumer about this type 

of planning should occur:

1) After a hospitalization when the consumer is healthy 

enough to discuss or discuss with the consumer 

guardian, caregivers etc.  

2) After a series of crisis intervention contacts.  A series 

here is defined as three or more.  

3) After treatment for SUD in a residential treatment 

facility. 

4) As the consumer is discussing a lesser restrictive 

treatment setting such as step down from an 

Alternative Treatment Order, or a Court Order.  

10/25/2021

X X X X X X X X

Provider Manual Update- January 2022 

Included are the updated policies and procedures since the FY2022 Provider Manual

Page 1 of 9



Page Policy Number Policy/Procedure Name What Was Added / Updated Date Revised / /2 Column3Column4Column5 Column7/3 Column1

38 02.03.03B Family Centered Practice Added following language:  

The IPOS should be developed with the family in mind 

and should be understandable by the family with 

minimal jargon or language.  The IPOS should have 

person first language.  

All persons eligible for services through SCCMHA and 

SCCMHA contracted network will have a IPOS 

developed.  A family receiving services through the 

SCCMHA intake process will have a preliminary plan 

that addresses any crisis needs as well as any needs as 

the family meets with their assigned case holder and 

other team members to develop a comprehensive 

IPOS.  

The plan should be developed within 45 days of the 

assignment to a case holder.  When a person is in a 

crisis situation, that situation should be stabilized 

before the PCP process is used to plan the life the 

family desires to have.   

Consumers should be offered the ability to create a 

Crisis Plan, Psychiatric Advanced Directive, or a 

Wellness Recovery Action Plan.   

The goal of a crisis plan, psychiatric advanced directive 

10/25/2021

X X X X X X X

or a wellness recovery action plan it to help the 

consumer and their allies identify signs when the 

consumer is heading for a relapse or needs additional 

supports.  This type of planning is to divert crisis 

intervention or hospitalization or residential treatment 

and to prevent relapse.   

Discussion with the consumer about this type of 

planning should occur: 

1. After a hospitalization when the consumer is healthy 

enough to discuss or discuss with the consumer 

guardian, caregivers etc.   

2. After a series of crisis intervention contacts.  A series 

here is defined as three or more.   

3. After treatment for SUD in a residential treatment 

facility.  

4. As the consumer is discussing a lesser restrictive 

treatment setting such as step down from an 

Alternative Treatment Order, or a Court Order.   

In order to assure an understanding of not only the 

technical process but also the ‘spirit’ and intent of 

Person-Centered Planning, annually, the Clinical 

Supervisor will shadow each assigned Case Holder 
Page 2 of 9



Page Policy Number Policy/Procedure Name What Was Added / Updated Date Revised / /2 Column3Column4Column5 Column7/3 Column1

through at least one consumer’s PCP Process using the 

PCP Fidelity Checklist (Exhibit C) to train and assess that 

Case Holder’s understanding of the PCP Process.  The 

results of this tool will be used as part of the annual 

evaluation and to train areas for skill improvement.  

Additional shadowing may occur as deemed needed 

based on the results of the Fidelity Checklist.  PCP 

Fidelity Checklists will be available for review by the 

SCCMHA Auditing team at the time of annual site 

reviews.  

Changed the definition of case holder to be consistent 

with the Person Centered Planning policy.  

Added 3 Exhibits:  Exhibit A - Chart of 

Elements/strategies, Exhibit B - Person Centered 

Planning Process-Fidelity Checklist, Exhibit C - IPOS 

Workflow and Activities

52 02.03.09 Evidence-Based Practices (EBPs) Added additional language to align with CCBHC. Added 

CCBHC reference. 

9/1/2021
X X X X X X X

72 02.03.09.10 Substance Use Disorder Services This policy now includes CCBHC.

“Developmentally appropriate” added to policy 

language.

Recovery Oriented System of Care (ROSC) added to 

definitions.

MDHHS CCBHC Handbook and SAMHSA CCBHC Criteria 

added to the Reference section.

10/6/2021

X X X X X X X

81 02.03.09.41 Eye Movement Desensitization and 

Reprocessing (EMDR)  

New Policy 9/8/2021
X

86 02.03.09.42 Mindfulness New Policy 12/9/2021 X

N/A 03.02.01 Health Care Integration Discontinued

89 03.02.17 Medication Management in Licensed 

Residential Settings

Added Physician assistants to the list of prescribers 

(only had physicians and nurse practitioners).   

Added language:  Over-the-counter medications that 

do not require a physician’s order (such as ibuprofen) 

must be identified on a non-emrgent medication form 

signed by a physician or PA and reviewed annually or 

whenever a prescribed medication is added to avoid 

any contraindication. 

1/10/2022

X X X X X X

Page 3 of 9



Page Policy Number Policy/Procedure Name What Was Added / Updated Date Revised / /2 Column3Column4Column5 Column7/3 Column1

122 03.02.20 Medication Review The title should be Medication Review (singular) rather 

than reviews (plural). 

Added Reviewer: Genoa Healthcare Pharmacist

Changed regime to regimen in the policy section.

Standard C: Added “ network” providers. Added 1. Case 

Holders shall inquire about medication changes at 

every contact with the consumer (e.g., “Have there 

been any changes to your medications since we last 

met?” “Are you taking any new medications [over-the-

counter or prescribed] or dietary supplements?”).

Amended Standard E.1.: SCCMHA Network 

psychiatrists/prescribers shall review all medications 

prescribed by other physicians/prescribers as well as 

over-the-counter medications and any dietary 

supplements the consumer is taking.

Added Definitions: Licensed Pharmacist: An individual 

licensed under the Michigan Public Health Code to 

engage in the practice of pharmacy, which includes the 

encouragement of safety and efficacy in the 

prescribing,  dispensing, administering, and use of 

drugs  and related articles for the prevention of illness, 

and the maintenance and management of health. 

7/24/2021

X X X X X X X

Practice of pharmacy includes the direct or indirect 

provision of professional functions and services 

associated with the practice of pharmacy. Professional 

functions associated with the practice of pharmacy 

include the following: (a) The interpretation and 

evaluation of the prescription. (b) Drug product 

selection. (c) The compounding, dispensing, safe 

storage, and distribution of drugs and devices. (d) The 

maintenance of legally required records. (e) Advising 

the prescriber and the patient as required as to 

contents, therapeutic action, utilization, and possible 

adverse reactions or interactions of drugs. Medication 

Check: For purposes of this policy, a Medication Check 

is conducted during each consumer contact by a Case 

Holder and consists of asking the consumer whether 

they have had a changes to their medication regimen 

since their last contact with the Case Holder. This 

includes over-the-counter medications and dietary 

supplements.

Medication Reconciliation: The process of identifying 

the most accurate list of all medications that the 

patient is taking, including name, dosage, frequency, 
Page 4 of 9
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and route, by comparing the medical record to an 

external list of medications obtained from a patient, 

hospital, or other provider.

Amended Definition: Medication Review: According to 

the Michigan Medicaid Provider Manual, a medication 

review consists of evaluating and monitoring 

medications, their effects, and the need for continuing 

or changing the medication regimen. A physician, 

physician assistant, nurse practitioner, clinical nurse 

specialist, registered nurse, licensed pharmacist, or a 

licensed practical nurse assisting the physician may 

perform medication reviews. Medication review 

includes the administration of screening tools for the 

presence of extra pyramidal symptoms and tardive 

dyskinesia secondary to untoward effects of 

neuroactive medications.

Added Reference G: SCCMHA Policy 10.01.01.01 – Care 

Transitions.

Updated the Procedure to include all responsible 

parties for each step.

Amended Exhibit A, Laboratory Testing Protocol, to 

clarify it refers to psychotropic meds.

Amended Exhibit D, Guide to E/M Codes for Billing 

footnote: An AIMS should be done on any person who, 

while on psychiatric medications of any type, develops 

abnormal and/or involuntary movements. A referral to 

the primary care physician/provider should be made to, 

at a minimum, further evaluate and consult with the 

treating psychiatrist regarding any further 

recommendations.

Amended Exhibit F, Protocol for Laboratory Orders.

150 03.02.29 Closure/Discharge Criteria This policy has been edited extensively and 

reformatted. The Policy section now has a policy 

statement. Standards related to CCBHC have been 

added. Additional references have been included.

Outdated Exhibit was replaced with 2 up-to-date forms.

9/23/2021

X X

Page 5 of 9
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163 03.02.30 Use of PRN Psychotropic Medications in 

Mental Health Settings

The entire policy has been reformatted and rewritten.

New standards added: A. PRN medications shall be 

used as a last resort to manage deleterious behaviors.

1.Behavior treatment plans shall be considered first-

line interventions for harmful behaviors.

B.1. Case Holders shall be required to enumerate 

failures to respond to behavioral treatment(s) prior to 

initiating a request for consideration of PRN 

medications for behavior management.

Exhibit C added: BTC Medication and Off-Label Use 

chart

9/3/2021

X X

192 03.02.37 Prescribing Controlled Substances Using Teach-Back was added to Standard A and the 

SCCMHA Teach-Back Policy added as a reference along 

with the policy number of the PMP compliance. Policy.

10/18/2021

X X X

198 03.02.46 Whole-Person Care New policy that replaces 10.01.02 - Health Home 

Services.

11/2/2021
X X

260 05.01.04 Psychiatric Supervision & SCCMHA Medical 

Director Role

SUD added to the Policy statement section. Application 

section now refers to the entire SCCMHA network. 

Reworded Standards C, H, R, S. Standard O.1. additional 

training topics (diagnosis and assessment of 

intellectual/developmental disabilities, substance use 

disorders, mental illness, and severe emotional 

disturbance). Added HIPAA compliant teleconference 

as an option to Standard Q.1. Added other prescribers 

to Standard U.

10/11/2021

X X X X X X

264 06.01.01 Health Literacy No significant changes made. The only changes are 

references to Exhibits A and B within the Standards.

10/12/2021

X X X X X X

277 09.04.02.11 Home Manager Vital Sign and Medication 

Competency Evaluation

Review only. 1/10/2022
X

290 09.06.00.12 Consumer Clinical Team Orientation Exhibits Updated. 11/8/2021 X

N/A 10.01.02 Health Home Services Discontinued

N/A Tab 5      Regulatory Management/HIPAA Compliance - No Updates

N/A Tab 6      Recipient Rights - Customer Service - Appeals & Grievance - No Updates

N/A Tab 7      Claims Processing - No Updates

295 Tab 8      Network Services

Page 6 of 9
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296 05.06.03 Competency Requirements for the SCCMHA 

Provider Network 

Updates based on MSHN audit CAP:

For consumers receiving services in bordering states, 

credentialing and recredentialing processes will ensure 

that network providers residing and providing services 

meet all applicable licensing and certification 

requirements within their state.  

3. Licensure checks will be completed every year (two 

years as part of the re-credentialing process and the 

non recredentialing year) to assure no sanctions have 

been noted by Licensing and Regulatory Affairs (LARA) 

and to assure the license is still active.  

Took out references to supports coordinators.  

Added time limits based on NCQA guidelines for 

Credentialing for document dates and proofs such as 

NPDB, verification of degrees, etc.    Under standards A 

8 added item e: 

Residential Providers who are required to complete 

fingerprinting as part of their licensing requirements do 

not need to complete background checks every two 

years as the fingerprinting has a “rapback” process that 

will notify providers of any concerns noted for 

employees working for them.  

10/25/2021

X X X X X X X X

Under standards A 15 added c: 

All providers receiving funding from SCCMHA, including 

residential, community living supports and respite, 

must minimally complete monthly sanction checks for 

List of Excluded Individuals and Entities (LEIE) Search 

the Exclusions Database | Office of Inspector General 

(hhs.gov), System Award Management (SAM) database 

SAM.gov and the State of Michigan Sanction list 

MDHHS - List of Sanctioned Providers (michigan.gov).  

Under standards B added item 11:  

Any staff that is not fully licensed or does not have the 

appropriate credentials to provide services in 

accordance with Michigan Medicaid Manual or other 

licensing body will be required as part of their 

credentialing process to document who will provide 

supervision of the staff person until full licensure or 

credentialing is obtained.  Until such credentials or full  

licensure is obtained an appropriately credentialed or 

licensed individual will oversee and co-sign documents. 

Page 7 of 9
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The above item change is in keeping with the standards 

for CCBHC. Added additional references.  

Added Credentialing documents as exhibits.

317 05.06.03.01 Credentialing and Recredentialing of 

SCCMHA Providers and Staff

New to the Provider Manual 10/25/2021
X X X X X X X X

335 05.06.06 SCCMHA Continuing Education Program Standard B updated to: SCCMHA minimum continuing 

education standards will be established with input from 

SCCMHA supervisors and management, and approved 

by the SCCMHA Management Team and Continuing 

Education Committee.  

Added to the list of alternatives virtual training.  

1/10/2022

X X X X X X X

341 05.06.06.01 Continuing Education Credits for Social 

Workers

Removed reference in G about self study.  SCCMHA is 

not approved for self study CE's.  

1/10/2022
X

350 05.06.06.04 Continuing Education Virtual Training Changed test run to Demonstration (demo) sessions are 

required for all staff completing a virtual training.          

•All participants are expected to treat virtual trainings 

as they would any in class training, to minimize 

distraction for other participants in the class.  This 

includes:  

•Dressing appropriately

•Using appropriate discussion methods, the trainers 

advise to use

•Keeping the video screen on during the entire class.  If 

disrupted more than 15 minutes you may not be 

allowed to receive credit for the training. 

•No sleeping

•No playing with children or pets

•No eating or drinking 

•Not driving or in a moving vehicle 

1/10/2022

X X X X X X X X

361 05.06.06.05 Reciprocity and Portability of Training for 

Staff

Added to item E the following language:  These tools 

are located on the SCCMHA G drive in the Network 

Services training folder.  These are updated as required 

and reviewed at least every two years for any updates 

and changes.  

Updates to references and updated links to some of the 

websites and documents.  

10/11/2021

X X X X X X X X

370 05.06.06.06 Continuing Education Appeal Process Updated ACE Handbook link.  1/10/2022 X X X X X X X

377 09.04.02.02 Distribution of Training Reports Review only. 1/10/2022 X X X X X X X
Page 8 of 9
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383 09.04.02.03 SCCMHA Contracted Provider Training 

Orientation

Minor changes throughout. 

Added Exhibit B2.  

1/10/2022
X X X X X X X

391 09.04.02.09 Fee-Based Continuing Education Trainings New to the Provider Manual. 1/10/2022
X X X

399 09.04.03.05 Distribution of Network Services 

Communications

Updated the frequency of Licensed Residential report 

distribution (monthly).

1/10/2022
X X X X X X X X

403 09.04.03.09 Tracking of Credentials for Staff Electronic 

Signatures

Updated language of DCO’s, including the privileging 

piece required by the network.  

Included Language about LARA checks annually by 

providers.

Included Language about recredentialing every two 

years.  

10/12/2021

X X X X X X X X

408 N/A SCCMHA Audit Checklist- Licensed 

Residential 

A few questions were combined and the references in 

the third column were updated throughout.

1/28/2022

X

N/A Booklets and Brochures - No Changes

Page 9 of 9
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Purpose:   

To establish person-centered planning practice guidelines as the values and principles 

underlying person-centered planning. 
 

Policy:   

As established in the Michigan Mental Health Code, all consumers receiving on-going 

services from Saginaw County Community Mental Health Authority have the right to 

utilize the Person-Centered Planning (PCP) in the development of the consumer’s 

Individual Plan of Service (IPOS). The use of this process will be based on the services 

provided without regard to the age, disability, race, color, religion, gender, sexual 

orientation, gender identity or expression, national origin, legal status, or residential 

setting.   

 

PCP is a way for people to plan their lives in their communities, set the goals that they want 

to achieve, and develop a plan for how to accomplish them. PCP is required by state law 

(the Michigan Mental Health Code (the Code)) and federal law (the Home and Community 

Based Services (HCBS) Final Rule and the Medicaid Managed Care Rules) as the way that 

people receiving services and supports from the community mental health system plan how 

those supports are going to enable them to achieve their life goals. The process is used to 

plan the life that the person aspires to have, considering various options—taking the 

individual’s goals, hopes, strengths, and preferences and weaving them into plans for the 

future. Through PCP, a person is engaged in decision-making, problem solving, monitoring 

progress, and making needed adjustments to goals and supports and services provided in a 

timely manner. PCP is a process that involves support and input from those people who 

care about the person doing the planning. The PCP process is used any time an individual’s 

goals, desires, circumstances, choices, or needs change.  While PCP is the required 

planning approach for mental health and I/DD services provided by the CMHSP system, 



02.03.03 - Person Centered Planning, Rev. 10-25-21, Page 2 of 24 

PCP can include planning for other public supports and privately-funded services chosen 

by the person. 

 

Application:   

All providers, board operated and contracted, of the Saginaw County Community Mental 

Health Authority network. 

 

Standards: 

 

PCP is an individualized process designed to respond to the unique needs and desires of 

each person.  Through the PCP process, a person and those he or she has selected to support 

him or her:   

1. Focus on the person’s life goals, interests, desires, choices, strengths and abilities 

as the foundation for the PCP process.   

 

2. Identify outcomes based on the person’s life goals, interests, strengths, abilities, 

desires and choices.   

 

3. Make plans for the person to achieve identified outcomes.   

 

4. Determine the services and supports the person needs to work toward or achieve 

outcomes including, but not limited to, services and supports available through the 

community mental health system.   

 

5. After the PCP process, develop an Individual Plan of Services (IPOS) that directs 

the provision of supports and services to be provided through the community 

mental health services program (CMHSP). 

 

PCP focuses on the person’s goals, while still meeting the person’s basic needs [the need 

for food, shelter, clothing, health care, employment opportunities, educational 

opportunities, legal services, transportation, and recreation as identified in the Code]. As 

appropriate for the person, the PCP process may address Recovery, Self-Determination, 

Positive Behavior Supports, Treatment of Substance Abuse or other Co-Occurring 

Disorders, and Transition Planning as described in the relevant MDHHS policies and 

initiatives.   

 

PCP focuses on services and supports needed (including medically necessary services and 

supports funded by the CMHSP) for the person to work toward and achieve their personal 

goals.   

 

For minor children, the concept of PCP is incorporated into a family-driven, youth-guided 

approach (see the MDHHS Family-Driven and Youth-Guided Policy and Practice 

Guideline). The needs of the child are interwoven with the needs of the family, and 

therefore supports and services impact the entire family. As the child ages, services and 

supports should become more youth-guided especially during transition into adulthood. 

When the person reaches adulthood, his or her needs and goals become primary. 
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There are a few circumstances where the involvement of a minor’s family may be not 

appropriate:   

1. The minor is 14 years of age or older and has requested services without the 

knowledge or consent of parents, guardian or person in loco parentis within the 

restrictions stated in the Code.   

2. The minor is emancipated.   

3. The inclusion of the parent(s) or significant family members would constitute a 

substantial risk of physical or emotional harm to the minor or substantial disruption 

of the planning process. Justification of the exclusion of parents shall be 

documented in the clinical record. 

 

Every person is presumed competent to direct the planning process, achieve his or her goals 

and outcomes, and build a meaningful life in the community.  

 

Every person has strengths, can express preferences, and can make choices  

 

The person’s choices and preferences are honored. Choices may include: the family and 

friends involved in his or her life and PCP process, housing, employment, culture, social 

activities, recreation, vocational training, relationships and friendships, and transportation. 

Individual choice must be used to develop goals and to meet the person’s needs and 

preferences for supports and services and how they are provided.  

 

The person’s choices are implemented unless there is a documented health and safety 

reason that they cannot be implemented. In that situation, the PCP process should include 

strategies to support the person to implement their choices or preferences over time.  

 

Every person contributes to his or her community, and has the right to choose how supports 

and services enable  

 

Through the PCP process, a person maximizes independence, creates connections, and 

works towards achieving his or her chosen outcomes.  

 

A person’s cultural background is recognized and valued in the PCP process. Cultural 

background may include language, religion, values, beliefs, customs, dietary choices and 

other things chosen by the person. Linguistic needs, including ASL interpretation, are also 

recognized, valued and accommodated. 

 

The following elements are essential to the successful use of the PCP process with a person 

and the people invited by the person to participate.  

 

1. Person-Directed. The person directs the planning process (with necessary 

supports and accommodations) and decides when and where planning meetings are 

held, what is discussed, and who is invited.  
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2. Person-Centered. The planning process focuses on the person, not the system 

or the person’s family, guardian, or friends. The person’s goals, interests, desires, 

and choices are identified with a positive view of the future and plans for a 

meaningful life in the community. The planning process is used whenever there are 

changes to the person’s needs or choices, rather than viewed as an annual event.  

 

3. Outcome-Based. The person identifies outcomes to achieve in pursuing his or 

her goals. The way that progress is measured toward achievement of outcomes is 

identified.  

 

4. Information, Support and Accommodations. As needed, the person receives 

complete and unbiased information on services and supports available, community 

resources, and options for providers, which are documented in the IPOS. Support 

and accommodations to assist the person to participate in the process are provided. 

The person is offered information on the full range of services avail-able in an easy-

to-understand format.  

 

5. Independent Facilitation. Individuals have the information and support to 

choose an independent facilitator to assist them in the planning process. See Section 

II below. 

 

6. Pre-Planning. The purpose of pre-planning is for the person to gather the 

information and resources necessary for effective PCP and set the agenda for the 

PCP process. Each person must use pre-planning to ensure successful PCP. Pre-

planning, as individualized for the person’s needs, is used anytime the PCP process 

is used. 

 

The following items are addressed through pre-planning with sufficient 

time to take all needed actions (e.g. invite desired participants):  

 

a. When and where the meeting will be held.  

 

b. Who will be invited (including whether the person has allies who can 

provide desired meaningful support or if actions need to be taken to 

cultivate such support). 

 

c. Identify any potential conflicts of interest or potential disagreements that 

may arise during the PCP for participants in the planning process and 

making a plan for how to deal with them. (What will be discussed and not 

discussed.  

 

d. The specific PCP format or tool chosen by the person to be used for PCP.  

 

e. What accommodations the person may need to meaningfully participate 

in the meeting (including assistance for individuals who use behavior as 

communication).  
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f. Who will facilitate the meeting.  

 

g. Who will take notes about what is discussed at the meeting.  

 

7. Wellness and Well-Being. Issues of wellness, well-being, physical health and 

primary care coordination support needed for the person to live the way he or she 

want to live are discussed and plans to address them are developed. People are 

allowed the dignity of risk to make health choices just like anyone else in the 

community (such as, but not limited to, smoking, drinking soda pop, eating candy 

or other sweets). If the person chooses, issues of wellness and well-being can be 

addressed outside of the PCP meeting.  

PCP highlights personal responsibility including taking appropriate risks. The plan 

must identify risks and risk factors and measures in place to minimize them, while 

considering the person’s right to assume some degree of personal risk. The plan 

must assure the health and safety of the person. When necessary, an emergency 

and/or back-up plan must be documented and encompass a range of circumstances 

(e.g. weather, housing, support staff). 

 

8. Participation of Allies. Through the pre-planning process, the person selects 

allies (friends, family members and others) to support him or her through the PCP 

process. Pre-planning and planning help the person explore who is currently in his 

or her life and what needs to be done to cultivate and strengthen desired 

relationships.  

 

To assure consumer involvement in the process, consumers will be asked by their assigned 

Case Holder to complete the Choice Document (see exhibit below) during the pre-planning 

aspect of the Individual Plan of Service. 

 

Consumers should be offered the ability to create a Crisis Plan, Psychiatric Advanced 

Directive, or a Wellness Recovery Action Plan.   

  

The goal of a crisis plan, psychiatric advanced directive or a wellness recovery action plan 

it to help the consumer and their allies identify signs when the consumer is heading for a 

relapse or needs additional supports.  This type of planning is to divert crisis intervention 

or hospitalization or residential treatment and to prevent relapse.   

 Discussion with the consumer about this type of planning should occur: 
1)  After a hospitalization when the consumer is healthy enough to discuss or discuss with 

the consumer guardian, caregivers etc.   

2) After a series of crisis intervention contacts.  A series here is defined as three or more.   

3) After treatment for SUD in a residential treatment facility.  

4) As the consumer is discussing a lesser restrictive treatment setting such as step down 

from an Alternative Treatment Order, or a Court Order.   
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All agency and network staff, at all levels of the organizations (including secretaries, 

administrators, psychiatrists, janitors, etc.), shall have training in person-centered planning 

concepts and philosophy within 30 days of hire and annually thereafter.  

 

Additionally, Case Holders will be evaluated at least annually on their knowledge and 

utilization of the process for their caseloads.  This will be part of the annual performance 

evaluation. 

 

The SCCMHA Customer Service Staff will complete a survey of a sampling of consumers 

who have recently had their Person-Centered Planning Pre-Planning Meeting.  The 

sampling will include at least 50 consumers per month and will include every member of 

the SCCMHA Provider Network. 

➢ The results of the surveys will be collected and shared with the Quality Governance 

Committee on a quarterly basis. 

 

Whenever feasible, consumers should be involved in providing person-centered planning 

training as co-presenters. 

 

Person-Centered/family planning training should be available and open to consumers, 

family members and the general public. 

 

To assure an understanding of not only the technical process but also the ‘spirit’ and intent 

of Person-Centered Planning, annually, the Clinical Supervisor will shadow each assigned 

Case Holder through at least one consumer’s PCP Process using the PCP Fidelity Checklist 

to train and assess that Case Holder’s understanding of the PCP Process.  The results of 

this tool will be used as part of the annual evaluation and to train areas for skill 

improvement.  Additional shadowing may occur as deemed needed based on the results of 

the Fidelity Checklist. 

 

Definitions: 

Person-Centered Planning: means a process for planning and sup-porting the individual 

receiving services that build upon the individual's capacity to engage in activities that 

promote community life and that honor the individual's preferences, choices, and abilities. 

[MCL 330.1700(g)] 

 

Case Holder:  Case Managers, Supports Coordinators, Therapists, Wrap Coordinators and 

other staff who provide case management or coordination of care for a consumer  

 
References:  

The Michigan Mental Health Code 

MDHHS Person-Centered Planning Policy (June 5, 2017) 

MDHHS Person‐Centered Planning Policy and Practice Guideline (3/15/2011) 

 

Exhibits: 

Exhibit A - Chart of Elements/strategies  

Exhibit B – Choice Document 
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Exhibit C – Person Centered Planning Process-Fidelity Checklist  

Exhibit D –IPOS Workflow and Activities  

 

Procedure: 

ACTION RESPONSIBILITY 

Provides leadership through policy that 

requires staff training on Person/family 

Centered Planning at all levels of the 

organization and network. 

 

CEO 

Executive Director of Clinical Services 

Director of Network Services, Public 

Policy & Continuing Education  

Provides leadership through policy that 

requires staff and network adherence to 

Person/family Centered Planning policy 

and practices. 

 

CEO 

Executive Director of Clinical Services 

Director of Network Services, Public 

Policy & Continuing Education  

Assures that training is made available on a 

regular basis to new staff and contractors 

as well as consumers and family members 

and that, when possible, consumers are 

involved in providing the training, co-

presenters. 

 

Case Holder evaluation of utilization of 

Person-Centered Plan is conducted at least 

annually as part of staff performance 

evaluation 

 

CEO  

Executive Director of Clinical Services 

Director of Network Services, Public 

Policy & Continuing Education 

SCCMHA Training Unit  

Supervisor of Customer Services 

 

Clinical Supervisor 

 

Assures that all decisions involving a 

consumer are made utilizing the concepts 

of person/family centered planning. 

 

SCCMHA Network 

Person/family centered planning processes 

begin when the individual makes a request 

to the agency.  The first step is to find out 

from the individual the reason for his/her 

request for assistance.  During this process 

the individual needs and valued outcomes 

are identified rather than requests for a 

specific type of service.  The attached 

Chart of Elements/Strategies can be used 

by staff to determine how to proceed based 

upon the person’s/family’s wants and 

needs. 

 

SCCMHA Centralized Access and Intake 

Staff/Family Guide 

   

Before a person/family centered planning 

meeting is initiated, a pre-planning 

Case Holder/Parent/guardian when 

applicable 
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meeting occurs and all decisions are 

documented.  In the pre-planning the 

individual chooses: 

Dreams, goals, desires and any topics 

which he/she would like to talk about 

at the meeting. 

Topics he/she does not want discussed 

at the meeting. 

Who to invite and who will be 

responsible for inviting those 

individuals. 

Where and when the meeting will be 

held. 

Who will facilitate the meeting?  The 

consumer must be given choices 

including the option for independent 

facilitation. 

Who will be responsible for recording 

the meeting? 

Whether the adult consumer is 

interested in participating in self-

determination 

 

The person/family centered planning 

meeting is held and directed according to 

the choices made by the individual/family 

during the pre-planning meeting. 

 

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

 

Each consumer shall be given 

opportunities to express his/her needs and 

desired outcomes.  Accommodations will 

be made as necessary to maximize the 

individual’s ability for self-expression.  

Sensitivity to cultural and linguistic (styles 

of communication) responsiveness will be 

practiced.  

 

Each consumer is given the opportunity to 

develop a crisis plan to assist the individual 

in and those around the person recognize 

when the consumer is regressing in their 

recovery and assist the person while they 

are healthy to make decisions about their 

care when they are feeling unwell or 

unable to make decisions about their care.   

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

 

 

 

 

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

Customer services  
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During the meeting, the consumer is the 

focal point of conversation.  The consumer 

will be addressed directly in the style of 

communication that they prefer and is 

understandable by all participants.  Simple 

and clear language will be used to assure 

understanding of all participants.  The 

consumer will be empowered to make 

decisions regarding his/her care.  The 

professionals involved will act as 

consultants to the consumer rather than 

primary decisions makers. 

 

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

Customer services 

Potential support and/or treatment options 

identified by the consultants/staff to meet 

the expressed needs/desires of the 

individual/family will be presented to, 

discussed with and approved by the 

individual/family.  All participants should 

maintain a positive focus on the 

consumer’s abilities.  The consumer’s 

choices and preferences about his/her 

supports and services should always be 

given primary consideration in planning.  

Issues and concerns that the individual or 

others have about the consumer’s health, 

welfare and safety should be shared with 

the consumer/family as he/she makes 

choices.  Care will be taken to include 

access to high quality physical health 

needs as well as behavioral health.  In 

addition, social services, housing, 

educational systems, and employment 

opportunities to facilitate wellness and 

recovery of the whole person. 

 

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

Customer services 

Throughout the planning process, the 

resources and supports that are already 

available to the consumer including 

natural/community supports will be 

identified.  The planning team should 

consider how these natural supports could 

be utilized to help the consumer/family 

reach his/her dreams and desires.  If the 

consumer has no natural supports, the team 

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

Customer services 
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will discuss how such supports will be 

developed. 

 

Consumers are encouraged and supported 

to reach their highest potential.  To the 

extent possible, the individual shall be 

given the opportunity for experiencing the 

options available prior to making a 

choice/decision.  This is particularly true 

for individuals who have limited life 

experiences in the community with respect 

to housing, work and other domains. 

 

Consumer 

Facilitator 

Case Holder 

Parent/guardian when applicable 

Family members and other invited guests 

Customer services 

Person/family centered planning is a 

dynamic process.  Consumers have the 

opportunity to reconvene any or all of the 

planning processes whenever he/she wants 

or needs. Consumers with dual diagnosis 

of MI/SUD will have periodic reviews of 

their PCP completed every 120 days. 

 

Consumer 

Case Holder 

Consumers/families are provided with 

ongoing opportunities to provide feedback 

on how he/she feels about the service, 

support and/or treatment he/she receives 

and his/her progress toward attaining 

varied outcomes.  Information is collected 

and changes are made in response to the 

consumer’s/family’s feedback. 

 

Once all parties have agreed to all elements 

of the Person-Centered Plan, the plan will 

be submitted to the departmental 

supervisor for approval, as well as Care 

Management for approval of authorization 

of requested services. The Person-Centered 

Plan is effective on the date which the 

required supervisor signs the plan.   

 

Consumer 

Case Holder 

 

 

 

 

 

 

 

Case Holder 

Clinical Supervisor 

Care Management  
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Each consumer is provided with a copy of 

his/her person/family centered plan within 

15 business days after the meeting. 

 

The SCCMHA Customer Service Staff will 

complete a survey of a sampling of 

consumers who have recently had their 

Person Centered Planning Pre-Planning 

Meeting.  The sampling will include at least 

50 consumers per month and will include 

every member of the SCCMHA Provider 

Network. 

➢ The results of the surveys will be 

collected and shared with the 

Quality Governance Committee on 

a quarterly basis. 

 

Annually, the Clinical Supervisor will 

shadow each assigned Case Holder through 

at least one consumer’s PCP Process using 

the PCP Fidelity Checklist to train and 

assess that Case Holder’s understanding of 

the PCP Process.  The results of this 

checklist will be used as part of the annual 

evaluation and to train areas for skill 

improvement.  Additional shadowing may 

occur as deemed needed based on the 

results of the Fidelity Checklist. 

Case Holder 

 

 

 

SCCMHA Customer Service Staff 

 

 

 

 

 

 

 

 

 

 

 

 

Clinical Supervisor 

Case Holder 
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The following chart of elements/strategies can be used by the person representing 

the CMHSP, depending upon what the individual wants and needs.  

 

 Three possible situations are: 

 

1. The individual expresses a need that would be considered urgent or 

emergent. 

 

When an individual is in an urgent/emergent situation, the goal is to get the 

individual’s crisis situation stabilized.  Following stabilization, the individual and 

CMHSP will explore further needs for assistance and if required, proceed to a more 

in-depth planning process as outline below.  It is this type of situation where and 

individual’s opportunity to make choices may be limited. 

 

 

2. The individual expresses a need or makes a request for support, services  

and/or treatment in a single life domain and/or of a short duration.   

 

A life domain could be any of the following: 

 Daily activities 

 Social relationships 

 Finances 

 Work 

 School 

 Legal and Safety 

 Health 

 Family and relationships 

 

 

3. The individual expresses multiple needs that involve multiple life domains   

for support(s),  service(s) or treatment of an extended duration. 

 

 

The following chart represents the elements/strategies that can be used depending 

on the kinds of needs expressed by the individual. 

 

 

 

 

 

 

 

 

 

EXHIBIT A 
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Name:      _________________________    Date:     _________________  

     

 Birth Date:      ________ Case:      _________ Name of home:      ___________ 

You have the right to choose the home you live in from various options.  
Given the choices available to you at this time, is your current home 
where you choose to live?  

Yes
  

No
  

You also have the right to choose your roommate from available options.   
Given the choices available to you at this time, are you happy with your 
current roommate?  

Yes
  

No
  

If at any time you are not happy with the home you live in or your 

roommate, you can notify your worker:      ______________________ , 

phone:      ____________  to  help you to find out about the choices 

available.    

If you live in a place that you do not own or rent, and have staff present, then please 
answer these questions: 

The Resident Care Agreement (BCAL-3266) that I (or my 
guardian) signed, also included a document known as 
“Summary of Resident Rights: Discharges and 
Complaints”.     

Yes
 

No
 

Don’t 
know  

My bedroom door is lockable from the inside.    
Yes

 
No

 
 

I am able to furnish and decorate my room the way that I 

want to.   
Yes

 
No

 
 

I set my own schedule (For example: I go to bed when I 
want to, bathe when I want to, etc.). 

Yes
 

No
 

 

I have access to food at any time. 
Yes

 
No

 
 

I can have visitors whenever I want to. 
Yes

 
No

 
 

I have a place to securely lock up my possessions.    
Yes

 
No

 
 

The Home and Community Final Rule (HCBS) of Medicaid tells SCCMHA to help you to 
live your life as you would like to live it.  This includes assisting you with your choices 
about where to live, work, and being part of our community.  We must treat you just 
like any person would be treated.  The HCBS Final Rule says that we do this through 
the Person-Centered Planning Process.  This form is to help us know about your 
choices.  

SCCMHA Funded Licensed Residential Setting 

EXHIBIT B 
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I receive privacy while doing or receiving personal care.    
Yes

 
No

 
 

*If you answered “no” to any of the above, these should be looked at 

through the PCP process until resolved. 
   

Signature of Person Receiving Services or Legal Representative         

Date  
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Name:      _____________________________________________    Date: 

     ________________      

 Birth Date:      ________ Case:      _________ Program:  

     ____________________________ 

 

The Home and Community Final Rule (HCBS) of Medicaid tells SCCMHA to help you to 
live your life as you would like to live it.  This includes assisting you with your choices 
about where to live, work, and being part of our community.  We must treat you just 
like any person would be treated.  The HCBS Final Rule says that we do this through 
the Person-Centered Planning Process.  This form is to help us know about your 
choices. 

Saginaw County Community Mental Health provides a full range of work 

and job options including supports to seek employment.   

If I want to become employed, I can contact my worker - 

     ______________________ Phone:     ____________ to help me 

find a program to help me find a job.  
 

I am aware about the options available to help me to 
become part of my community and to develop skills: 
Supported Employment; Community Ties; Guardian 
Angels; SVRC, Community Living Supports; Bay Side 
Lodge; Friends for Recovery; etc.), and chose to attend the 
program listed above. 

Yes
 

No
 

Don’t know 
 

I am aware that I can make changes at anytime by 
contacting the worker listed above. 

Yes
 

No
 

 

I am able to choose the hours and days that I attend.    
Yes

 
No

 
 

If I need help with personal care, I receive it in a private 
place.  

Yes
 

No
 

 

The amount of time I get to go out into the community 
while I attend this program meets my needs and choices. 

Yes
 

No
 

 

The amount of time I spend with people without 
disabilities while I attend this program meets my needs 
and choices. 

Yes
 

No
 

 

My lunch break is scheduled the same as other people 
working on my job.  

Yes
 

No
 

 

I am OK with the employee benefits I receive.   
Yes

 
No

 

N/A  
(I am not an 
employee)   

I am happy with the type of work I do for my employer. 
Yes

 
No

 
N/A  

Non-Residential Settings 
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(I am not an 
employee)   

*If you answered “no” to any of the above, these should be looked at 

through the PCP process until resolved. 
 

  

  

Signature of Person Receiving Services or Legal Representative         

Date 
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PERSON-CENTERED PLANNING PROCESS – Fidelity Checklist 

Staff Member:       Review Date:        ID:        Supervisor:      

  

The supervisor will shadow the staff through the PCP process by observation, which include attending meetings (with consumer permission), reviewing 

written documentation, and through interview or discussion with the consumer and natural supports.  The supervisor will then review these findings with 

the staff and include findings on the annual performance review. 

 

Indicator Adherence* Recommendations or Suggestions: 

1. The person and people important to him or her are included 

in lifestyle planning, and have the opportunity to express 

preferences, exercise control and make informed decisions. 

2 1  0       

2. The person’s routine and supports are based upon his or her 

interests, preferences, strengths, capacities and dreams. 

2 1  0       

3. Activities, supports, and services foster skills to achieve 

personal relationships, community inclusion, dignity and 

respect. 

2 1  0       

4. The person uses, when possible, natural and community 

supports. 

2 1  0       

5. The person has meaningful choices, with decisions based on 

his or her experiences. 

2 1  0       

6. Planning is collaborative, recurring, and involves an 

ongoing commitment to the person. 

2 1  0       

7. The person’s opportunities and experiences are maximized, 

and flexibility is enhanced within existing regulatory and 

funding constraints. 

2 1  0       

8. The person is satisfied with his or her activities, supports, 

and services. 

2 1  0       

9. Person is viewed as an unique and valued individual, not 

only as a client or a consumer of services. 

2 1  0       

10. Planning meetings are a celebration of the consumer 2 1  0       
11.  The Person-Centered Planning process and subsequent 

documentation belong to the person 

2 1  0       

12.   Strategies were included for solving disagreement within 

the process, including clear conflict of interest guidelines for 

all planning participants. 

2 1  0       

EXHIBIT C 
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Additional Comments or Notes: 

      

*2 – Displays fidelity to the factors of the indicator; 1 –  Displays partial fidelity but needs to improve on various factors, 0 – Did not meet fidelity and needs to improve 

on all factors 
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Fidelity Indicators and Factors 

 

Fidelity Indictors are the numbered states that reflect the values of the Person-Centered Planning 

Process. 

Fidelity Factors are the bulleted statements regarding some of the elements or factors that would 

be shown in the Indicator 

 

1. The person and people important to him or her are included in lifestyle planning, and 

have the opportunity to express preferences, exercise control and make informed 

decisions.  

• The person and advocates participated in planning and discussions where decisions 

are made. 

• A diverse group of people, invited by the person, assisted in planning and decision-

making. 

  

2. The person’s routine and supports are based upon his or her interests, preferences, 

strengths, capacities and dreams.  

• The person’s dreams, interests, preferences, strengths, and capacities are explicitly 

acknowledged and consequently their plan drives activities and supports. 

• Supports are individualized and do not rely solely on preexisting models. 

• Supports result in goals and outcomes that are meaningful to the person. 

• Goals are defined by the person with a focus on attaining the life they envision for 

themselves in the community 

  

3. Activities, supports, and services foster skills to achieve personal relationships, 

community inclusion, dignity and respect.  

• The person has friends, and increasing opportunities to form other natural 

community relationships. 

• The person has a presence in a variety of typical community places. Segregated 

services and locations are minimized. 

• The person has the opportunity to be a contributing member of the community. 

• The person can access community-based housing and work if desired. 

• The person is an engaged member within their community. 

  

4. The person uses, when possible, natural and community supports. 

• With the person’s consent, the support of family members, neighbors and co-

workers is encouraged. 

• The person makes use of typical community and generic resources whenever 

possible. 

  

5. The person has meaningful choices, with decisions based on his or her experiences.  

• The person has opportunities to experience alternatives before making choices. 

• The person makes life-defining choices related to home, work and relationships. 

• Opportunities for decision-making are part of the person’s everyday routine. 

  

6.  Planning is collaborative, recurring, and involves an ongoing commitment to the 

person. 

• Planning activities occur periodically and routinely. Lifestyle decisions are 

revisited. 
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• A group of people who know, value, and are committed to serving the person 

remain involved. 

  

7. The person’s opportunities and experiences are maximized, and flexibility is enhanced 

within existing regulatory and funding constraints.  

• Funding of supports and services is responsible to personal needs and desires, not 

the reverse. 

• When funding constraints require supports to be prioritized or limited, the person or 

advocates make the decisions. 

• The person has appropriate control over available economic resources. 

  

8. The person is satisfied with his or her activities, supports, and services. 

• The person expresses satisfaction with his or her relationships, home, and daily 

routines. 

• Areas of dissatisfaction result in tangible changes in the person’s life situation. 
 

9. Person is viewed as a unique and valued individual, not only as a client or a consumer of 

services. 

• Person-first language is used 
o Refrain from terms like: 

▪ Non-verbal 

▪ Low functioning 

▪ He’s a runner, scratcher 

▪ Non-compliant 

▪ The “collective we”: How are we doing today? 

• Preferred name and gender preferences used 
• Staff understands the background, history of the person 

• Staff are sincere and genuine in interactions with the person.  

• Interactions adhere to the person’s preferences and desires such as respecting someone’s 

belongings, personal space wheelchair, privacy, etc.. 

• The person’s contribution was valued as shown by listening without interrupting, and giving time 

to respond to a comment or a question. 

• Discussions and documentation are in plain language 

• Motivational Interviewing was used by the staff to obtain a deeper understanding and knowledge 

of the person and the person’s goals, desires, wishes, and dreams 

 

10. Planning meetings are a celebration of the consumer 

• Discussions were positive, future oriented 

• Consumer was encouraged to participate and control the process 

• Consideration was given for consumer’s culture, trauma history, desires, dreams, aspirations 

• Strengths are highlighted - the focus of meetings were on the consumer’s interests, and talents 

while also considering how to actively use these strengths  

• The focus of meetings were on the consumer’s interests, and talents while also considering how to 

actively use these strengths 

• The person was involved in making decisions regarding the meeting, including: 

o Who would attend or not attend 

o Location, date, time of meeting 

o Who would lead, facilitate and/or take notes  

o What was to be discussed and what was not to be discussed 

• Staff allowed consumer time to think and to respond 

• Multiple sources were used to obtain information to obtain a fuller picture of the consumer 
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• Choices were offered to the individual regarding the services and supports the individual receives 

and from whom. 

 

11. The Person-Centered Planning process and subsequent documentation belong to the 

person 

• Plans, schedules, and routines are flexible to the direction of the person 

• An environment of choice prevails throughout the process 

o Strength-focused 

o Maximum self-sufficiency and independence is promoted 

o Real opportunities are created 

o Respectfulness prevails 

• The approach used was supportive of the person rather than directed by the staff 

o Consumer was provided the necessary information and support to ensure the individual 

directs the process to the maximum extent possible 

 

12. Strategies were included for solving disagreement within the process, including clear 

conflict of interest guidelines for all planning participants. 
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IPOS Workflow and Activities 

Pre-planning (60 days prior to IPOS expiration) 
1. Case Holder (CH) reviews of information from previous year 

a. Chart Review: Periodic Reviews, Progress Notes, Medication Reviews, Incident 

Reports 

b. Personal notes or information not in chart 

2. CH and consumer and (others) complete tools to help develop consumer goals  

3. CH and consumer and (others): 

a. Complete the Choice Document with the consumer 

b. Determine need or want for Enhanced Health Services (EHS) 

i. Submit authorization for EHS 

c. Determine need or want for Community Living Supports  

4. CH meets with consumer to complete the Pre-Plan form 

5. Planning meeting set up (send invites, arrange location, etc.) is completed by parties 

designated in Pre-Plan 

6. CH completes Assessment in Sentri prior to Planning Meeting 

7. CH enters proposed IPOS goals in Sentri prior to Planning Meeting 

Planning Meeting 
8. At the Planning Meeting, the team 

a. Reviews the current strengths of the consumer from the various community and 

SCCMHA provide supports, services and/or programs 

b. Adds, Reviews and/or revises (if needed) the proposed goals 

c.  15 day copy “clock” starts from date of planning meeting 

Post Planning Meeting 
9. CH completes the Planning meeting fields in Sentri (may be done after the planning 

meeting based on notes) 

10. CH Simultaneously submits IPOS for  

a. Supervisor Review, revision (if required) and approval 

b. Submit Authorizations in Sentri, revision (if required) and approval 

11. CH signs IPOS after Supervisor and authorization approvals   

12. CH sends completed IPOS copy to guardian (if applicable) or consumer for signature  

a. CH documents date sent in Sentri on IPOS form  

b. CH documents consumer/guardian signature date on IPOS form 

c. CH assures that the signed Signature Page scanned  

13. CH Review IPOS with programs and services 

a. CH documents any in-service(s) on Sentri on PCP Header 

14. CH monitors plan 

a. Assures that programs and services are being provided per the IPOS 

EXHIBIT D 
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b. Monitors progress towards goal achievement as indicated in the IPOS 

c. Reviews goals per agreed time frames indicated on the IPOS 
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Purpose:  

The purpose of this policy is to define family centered practice and give direction as to how 

to achieve family centered practice. 

 

Policy: 

Saginaw County Community Mental Health Authority (SCCMHA) providers are required 

to utilize a family centered approach to service delivery and planning process for children 

and families regardless of age, disability, race, color, religion, gender, sexual orientation, 

gender identity or expression, national origin, or residential setting. 

 

Application:   

The entire SCCMHA network of providers. 

 

Standards: 

Family Centered practice is a planning and service delivery process that: 

• Recognizes that parents play a unique and essential role in the lives of their minor 

children and have the greatest influence on the child’s health, growth and 

development. 

• Recognizes that enhancing parenting competence and confidence is the best avenue 

to achieving better outcomes for children. 

• Is family specific, individualized by culture, strengths, concerns, and resources of 

each family. 

• Continues to build self-empowerment within parents, children and youth. 

• Promotes resiliency by developing interventions that increase abilities and skills in 

children, youth and families, while reducing risk factors and enhancing protective 

factors. 
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• Promotes a child/youth’s ability to assume more choice and leadership as he/she 

matures and develops in preparation for adulthood.   

 

Staff coordinating the planning process will adhere to the following principles when 

implementing family centered practice: 

• Partnerships are developed with parents, children, youth and other caregivers. 

• Mutual respect and honesty exist between all partners. 

• Planning and services are individualized, family driven and youth guided. 

• Family strengths and individual strengths are discovered, acknowledged and built 

upon. 

• Family culture and linguistics (styles of communication) are acknowledged and 

respected. 

• Parenting skill and confidence are strengthened.  

 

The emphasis of family centered practice is to shift over the child’s life from supporting 

parents to make decisions for and on behalf of the child to supporting youth to make his or 

her own decisions, in the context of their family’s values, culture and beliefs.   

 

Providers of services to children and families are required to develop a plan of service 

utilizing a family centered approach.  With families and children, the essential elements of 

person-centered planning has been slightly modified to take into consideration that one is 

working with a family.  These modified essential elements are: 

 

1. The child, youth and family have an opportunity to reconvene any or all of the 

planning process whenever he/she, they want or need. 

2. The child, youth and family determine who should be involved in the planning 

meeting. 

3. The family is provided with the option of choosing external independent facilitation 

of their meeting unless they are receiving short term outpatient therapy or a single 

service. 

4. The family will identify the goals, dreams, aspirations and desires for their child 

and for their family.  The child and youth will also have the opportunity to express 

goals, dreams, aspirations and desires which will be presented to, discussed with 

and approved by the individual/family. 

5. Before a family centered meeting is initiated, a pre-planning meeting with the 

family occurs.  In the pre-planning meeting the child, youth and family chooses: 

a. Strengths, dreams, goals, aspirations and desires and any topics they want 

to address or plan for at the meeting 

b. Topics they do not want discussed at the meeting 

c. Who to invite 

d. Where and when the meeting will be held 

e. Who will facilitate 

f. Who will record the meeting 

6. All potential support and/or treatment options are identified and discussed with the 

child and family. 
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7. Health and safety needs are identified in partnership with the child and family.  

Services are coordinated with primary health care providers and other allied health 

professionals or systems working with the child. 

8. The child, youth and family are provided an opportunity to develop crisis and safety 

plans which describes what each family member should do during a crisis. 

9. The child, youth and family are given ongoing opportunity to express needs, desires 

and preferences and to make choices.   

10. The child, youth and family are provided opportunities to give feedback on the 

impact of their services, the progress they are making toward outcomes and the plan 

is modified based on this feedback.  Once all parties have agreed to all elements of 

the Individual Plan of Service, the plan will be submitted to the departmental 

supervisor for approval. The Individual Plan of Service (IPOS) is effective on the 

date which the required supervisor signs the plan.   

11. The child, youth and family are provided a copy of their Individual Plan of Service 

within 15 business days of their meeting. 

 

The IPOS should be developed with the family in mind and should be understandable by 

the family with minimal jargon or language.  The IPOS should have person first language.   

 

All persons eligible for services through SCCMHA and SCCMHA contracted network will 

have a IPOS developed.  A family receiving services through the SCCMHA intake process 

will have a preliminary plan that addresses any crisis needs as well as any needs as the 

family meets with their assigned case holder and other team members to develop a 

comprehensive IPOS.   

 

The plan should be developed within 45 days of the assignment to a case holder.  When a 

person is in a crisis situation, that situation should be stabilized before the PCP process is 

used to plan the life the family desires to have.    

  

The goal of a crisis plan, is to help the consumer/ family and their allies identify signs when 

the consumer is heading for a relapse or needs additional supports.  This type of planning 

is to divert crisis intervention or hospitalization or residential treatment and to prevent 

relapse.    

Discussion with the consumer/family about this type of planning should occur:  
1.  After a hospitalization when the consumer is healthy enough to discuss or 

discuss with the consumer guardian, caregivers etc.    

2. After a series of crisis intervention contacts.  A series here is defined as 

three or more.    

3. After treatment for SUD in a residential treatment facility.   

4. As the consumer is discussing a lesser restrictive treatment setting such as 

step down from an Alternative Treatment Order, or a Court Order.    

 

All agency and network staff, at all levels of the organizations (including secretaries, 

administrators, psychiatrists, janitors, etc.), shall have family-centered practice training 

within 30 days of hire.  
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Whenever feasible, consumers should be involved in providing family-centered planning 

training as co-trainers.  

 

Person-Centered/family planning training should be available and open to consumers, 

family members and the general public. 

 

In order to assure an understanding of not only the technical process but also the ‘spirit’ 

and intent of Person-Centered Planning, annually, the Clinical Supervisor will shadow each 

assigned Case Holder through at least one consumer’s PCP Process using the PCP Fidelity 

Checklist (Exhibit C) to train and assess that Case Holder’s understanding of the PCP 

Process.  The results of this tool will be used as part of the annual evaluation and to train 

areas for skill improvement.  Additional shadowing may occur as deemed needed based on 

the results of the Fidelity Checklist.  PCP Fidelity Checklists will be available for review 

by the SCCMHA Auditing team at the time of annual site reviews.   

 

 

Definitions: 

Child: For purposes of this policy, a child is defined as a minor age birth to 12.   

 

Youth: For purposes of this policy a youth is defined as a minor age 13 to 18. 

 

Family: For purposes of this policy, family is whoever the family defines to be their family.   

 

Case Holder:  Case Managers, Supports Coordinators, Therapists, Wrap Coordinators and 

other staff who provide case management or coordination of care for a consumer   

 

References:  

MDHHS Family- Driven and Youth-Guided Policy and Practice Guideline (July 29, 2020). 

SCCMHA Policy 02.03.03- Person-Centered Planning 

Certified Community Behavioral Health Clinics (CCBHC) Criteria  
 

Exhibits: 

Exhibit A - Chart of Elements/strategies    

Exhibit B - Person Centered Planning Process-Fidelity Checklist 

Exhibit C - IPOS Workflow and Activities 

 

 

ACTION RESPONSIBILITY 

Procedure: 

Provides leadership through policy that 

requires staff training on Person/family 

Centered Planning at all levels of the 

organization and network. 

 

CEO 

Executive Director of Clinical Services 

Director of Network Services, Public 

Policy & Continuing Education  

Provides leadership through policy that 

requires staff and network adherence to 

CEO 

Executive Director of Clinical Services 
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Person/family Centered Planning policy 

and practices. 

 

Director of Network Services, Public 

Policy & Continuing Education 

 

Assures that training is made available on 

a regular basis to new staff and 

contractors as well as consumers and 

family members and that, when possible, 

consumers are involved in providing the 

training. 

 

CEO  

Executive Director of Clinical Services 

Director of Network Services, Public 

Policy & Continuing Education 

SCCMHA Training Unit  

Supervisor of Customer Services 

Assures that all decisions involving a 

child, youth and family are made utilizing 

family centered practices. 

 

Schedules a pre-planning meeting in 

preparation for the family centered 

planning meeting and assures that the 

essential elements of a pre-planning 

meeting are met. 

 

Schedules and coordinates the family 

centered planning meeting according to 

the choices made by the family during the 

pre-planning meeting. 

 

Develops the family’s plan of service and 

all of the family outcomes under the name 

of the identified child.  This is with the 

exception of situations where services to 

other family members will be provided 

without the identified child present 

(medication reviews, respite therapy).  In 

those situations, a single service plan must 

also be entered for that person.  If another 

family member is going to receive a 

variety of services and it is expected to be 

long term a full plan should be developed 

for them with the outcomes matching 

those of the first   child as it is the family’s 

plan.   

 

Once all parties have agreed to all 

elements of the Individual Plan of Service, 

authorizations will be submitted to Care 

Management for approval.   

 

SCCMHA Network of providers 

 

 

 

Case Holder 

Consumer/Youth/Families 

 

 

 

 

Case Holder 

Consumer/Youth/Families 

 

 

 

Case Holder 

Consumer/Youth/Families 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case Holder 

Clinical Supervisor 
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Provides the family with a copy of their 

plan of service within 15 business days of 

the meeting. 

 

Completes quarterly periodic reviews 

along with updating of 

CAFAS/PECFAS/DECA assessments.   

 

Consumer/youth/family or staff can 

request to reconvene any or all of the 

planning processes whenever desired, 

wanted or needed.  

 

Provides the family, youth and/or child 

opportunity to provide feedback regarding 

how they feel about services and modifies 

the plan of service based on that feedback. 

 

Provides regular feedback regarding 

progress toward outcomes. 

Case Holder 

 

 

 

Case Holder 

 

 

 

Case Holder 

Consumer/youth/family 

 

 

 

Case Holder 

 

 

 

 

Case Holder 

Consumer/youth/family 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



02.03.03B - Family Centered Practice, Rev. 10-25-21, Page 7 of 14 

EXHIBIT A 

 

The following chart of elements/strategies can be used by the person representing 

the CMHSP, depending upon what the individual wants and needs.  

 

 Three possible situations are: 

 

1. The individual expresses a need that would be considered urgent or 

emergent. 

 

When an individual is in an urgent/emergent situation, the goal is to get the 

individual’s crisis situation stabilized.  Following stabilization, the individual and 

CMHSP will explore further needs for assistance and if required, proceed to a more 

in-depth planning process as outline below.  It is this type of situation where and 

individual’s opportunity to make choices may be limited. 

 

 

2. The individual expresses a need or makes a request for support, services  

and/or treatment in a single life domain and/or of a short duration.   

 

A life domain could be any of the following: 

 Daily activities 

 Social relationships 

 Finances 

 Work 

 School 

 Legal and Safety 

 Health 

 Family and relationships 

 

 

3. The individual expresses multiple needs that involve multiple life domains   

for support(s),  service(s) or treatment of an extended duration. 

 

 

The following chart represents the elements/strategies that can be used depending 

on the kinds of needs expressed by the individual. 
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PERSON-CENTERED PLANNING PROCESS – Fidelity 

Checklist 

Staff Member:       Review Date:       

 ID:       

 Supervisor:        

The supervisor will shadow the staff through the PCP process by observation, which include attending 

meetings (with consumer permission), reviewing written documentation, and through interview or 

discussion with the consumer and natural supports.  The supervisor will then review these findings with the 

staff and include findings on the annual performance review. 

 

Indicator Adherence* Recommendations or Suggestions: 

1. The person and people important to 

him or her are included in lifestyle 

planning, and have the opportunity to 

express preferences, exercise control 

and make informed decisions. 

2 1  

0 
      

2. The person’s routine and supports are 

based upon his or her interests, 

preferences, strengths, capacities and 

dreams. 

2 1  

0 
      

3. Activities, supports, and services 

foster skills to achieve personal 

relationships, community inclusion, 

dignity and respect. 

2 1  

0 
      

4. The person uses, when possible, 

natural and community supports. 

2 1  

0 
      

5. The person has meaningful choices, 

with decisions based on his or her 

experiences. 

2 1  

0 
      

6. Planning is collaborative, recurring, 

and involves an ongoing commitment 

to the person. 

2 1  

0 
      

7. The person’s opportunities and 

experiences are maximized, and 

flexibility is enhanced within existing 

regulatory and funding constraints. 

2 1  

0 
      

8. The person is satisfied with his or her 

activities, supports, and services. 

2 1  

0 
      

9. Person is viewed as an unique and 

valued individual, not only as a client 

or a consumer of services. 

2 1  

0 
      

10. Planning meetings are a celebration 

of the consumer 

2 1  

0 
      

11.  The Person-Centered Planning 

process and subsequent documentation 

belong to the person 

2 1  

0 
      

12.   Strategies were included for 

solving disagreement within the process, 

including clear conflict of interest 

guidelines for all planning participants. 

2 1  

0 
      

EXHIBIT B 

BBC 
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Additional Comments or Notes: 

      

*2 – Displays fidelity to the factors of the indicator; 1 –  Displays partial fidelity but needs to improve on various 

factors, 0 – Did not meet fidelity and needs to improve on all factors 

 

 

Fidelity Indicators and Factors 

 

Fidelity Indictors are the numbered states that reflect the values of the Person-Centered Planning 

Process. 

Fidelity Factors are the bulleted statements regarding some of the elements or factors that would 

be shown in the Indicator 

 

1. The person and people important to him or her are included in lifestyle planning, and 

have the opportunity to express preferences, exercise control and make informed 

decisions.  

• The person and advocates participated in planning and discussions where decisions 

are made. 

• A diverse group of people, invited by the person, assisted in planning and decision-

making. 

  

2. The person’s routine and supports are based upon his or her interests, preferences, 

strengths, capacities and dreams.  

• The person’s dreams, interests, preferences, strengths, and capacities are explicitly 

acknowledged and consequently their plan drives activities and supports. 

• Supports are individualized and do not rely solely on preexisting models. 

• Supports result in goals and outcomes that are meaningful to the person. 

• Goals are defined by the person with a focus on attaining the life they envision for 

themselves in the community 

  

3. Activities, supports, and services foster skills to achieve personal relationships, 

community inclusion, dignity and respect.  

• The person has friends, and increasing opportunities to form other natural 

community relationships. 

• The person has a presence in a variety of typical community places. Segregated 

services and locations are minimized. 

• The person has the opportunity to be a contributing member of the community. 

• The person can access community-based housing and work if desired. 

• The person is an engaged member within their community. 

  

4. The person uses, when possible, natural and community supports. 

• With the person’s consent, the support of family members, neighbors and co-

workers is encouraged. 

• The person makes use of typical community and generic resources whenever 

possible. 

  

5. The person has meaningful choices, with decisions based on his or her experiences.  

• The person has opportunities to experience alternatives before making choices. 

• The person makes life-defining choices related to home, work and relationships. 
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• Opportunities for decision-making are part of the person’s everyday routine. 

  

6.  Planning is collaborative, recurring, and involves an ongoing commitment to the 

person. 

• Planning activities occur periodically and routinely. Lifestyle decisions are 

revisited. 

• A group of people who know, value, and are committed to serving the person 

remain involved. 

  

7. The person’s opportunities and experiences are maximized, and flexibility is enhanced 

within existing regulatory and funding constraints.  

• Funding of supports and services is responsible to personal needs and desires, not 

the reverse. 

• When funding constraints require supports to be prioritized or limited, the person or 

advocates make the decisions. 

• The person has appropriate control over available economic resources. 

  

8. The person is satisfied with his or her activities, supports, and services. 

• The person expresses satisfaction with his or her relationships, home, and daily 

routines. 

• Areas of dissatisfaction result in tangible changes in the person’s life situation. 
 

9. Person is viewed as a unique and valued individual, not only as a client or a 

consumer of services. 

• Person-first language is used 
o Refrain from terms like: 

▪ Non-verbal 

▪ Low functioning 

▪ He’s a runner, scratcher 

▪ Non-compliant 

▪ The “collective we”: How are we doing today? 

• Preferred name and gender preferences used 
• Staff understands the background, history of the person 

• Staff are sincere and genuine in interactions with the person.  

• Interactions adhere to the person’s preferences and desires such as respecting someone’s 

belongings, personal space wheelchair, privacy, etc.. 

• The person’s contribution was valued as shown by listening without interrupting, and giving time 

to respond to a comment or a question. 

• Discussions and documentation are in plain language 

• Motivational Interviewing was used by the staff to obtain a deeper understanding and knowledge 

of the person and the person’s goals, desires, wishes, and dreams 

 

10. Planning meetings are a celebration of the consumer 

• Discussions were positive, future oriented 

• Consumer was encouraged to participate and control the process 

• Consideration was given for consumer’s culture, trauma history, desires, dreams, aspirations 

• Strengths are highlighted - the focus of meetings were on the consumer’s interests, and talents 

while also considering how to actively use these strengths  

• The focus of meetings were on the consumer’s interests, and talents while also considering how to 

actively use these strengths 

• The person was involved in making decisions regarding the meeting, including: 
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o Who would attend or not attend 

o Location, date, time of meeting 

o Who would lead, facilitate and/or take notes  

o What was to be discussed and what was not to be discussed 

• Staff allowed consumer time to think and to respond 

• Multiple sources were used to obtain information to obtain a fuller picture of the consumer 

• Choices were offered to the individual regarding the services and supports the individual receives 

and from whom. 

 

11. The Person-Centered Planning process and subsequent documentation belong to the 

person 

• Plans, schedules, and routines are flexible to the direction of the person 

• An environment of choice prevails throughout the process 

o Strength-focused 

o Maximum self-sufficiency and independence is promoted 

o Real opportunities are created 

o Respectfulness prevails 

• The approach used was supportive of the person rather than directed by the staff 

o Consumer was provided the necessary information and support to ensure the individual 

directs the process to the maximum extent possible 

 

12. Strategies were included for solving disagreement within the process, including clear 

conflict of interest guidelines for all planning participants. 
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IPOS Workflow and Activities 

Pre-planning (60 days prior to IPOS expiration) 

1. Case Holder (CH) reviews of information from previous year 

a. Chart Review: Periodic Reviews, Progress Notes, Medication Reviews, 

Incident Reports 

b. Personal notes or information not in chart 

2. CH and consumer and (others) complete tools to help develop consumer goals  

3. CH and consumer and (others): 

a. Complete the Choice Document with the consumer 

b. Determine need or want for Enhanced Health Services (EHS) 

i. Submit authorization for EHS 

c. Determine need or want for Community Living Supports  

4. CH meets with consumer to complete the Pre-Plan form 

5. Planning meeting set up (send invites, arrange location, etc.) is completed by 

parties designated in Pre-Plan 

6. CH completes Assessment in Sentri prior to Planning Meeting 

7. CH enters proposed IPOS goals in Sentri prior to Planning Meeting 

Planning Meeting 

8. At the Planning Meeting, the team 

a. Reviews the current strengths of the consumer from the various 

community and SCCMHA provide supports, services and/or programs 

b. Adds, Reviews and/or revises (if needed) the proposed goals 

c.  15 day copy “clock” starts from date of planning meeting 

Post Planning Meeting 

9. CH completes the Planning meeting fields in Sentri (may be done after the 

planning meeting based on notes) 

10. CH Simultaneously submits IPOS for  

a. Supervisor Review, revision (if required) and approval 

b. Submit Authorizations in Sentri, revision (if required) and approval 

11. CH signs IPOS after Supervisor and authorization approvals   

12. CH sends completed IPOS copy to guardian (if applicable) or consumer for 

signature  

a. CH documents date sent in Sentri on IPOS form  

b. CH documents consumer/guardian signature date on IPOS form 

c. CH assures that the signed Signature Page scanned  

13. CH Review IPOS with programs and services 

a. CH documents any in-service(s) on Sentri on PCP Header 

EXHIBIT C 
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14. CH monitors plan 

a. Assures that programs and services are being provided per the IPOS 

b. Monitors progress towards goal achievement as indicated in the IPOS 

c. Reviews goals per agreed time frames indicated on the IPOS 
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Purpose: 

To promote the use of services and supports for consumers that exemplify the highest level of 

scientific evidence and take into consideration the clinical expertise of the practitioner as well 

as the choices, values and goals of the consumer. 

Policy: 

A. SCCMHA is committed to implementing and sustaining evidence-based practices 

(EBPs) while shifting resources away from ineffective or less effective services and 

supports based on the following beliefs and values: 

1. Judicious use of evidence-based services and supports can lead to optimal 

functioning for consumers and their families, which, in turn, can promote 

independence and satisfactory participation as full citizens in community life. 

2. Consumers and their families have a right to be educated about optimal 

treatments and supports and to make informed decisions regarding receipt of 

interventions and services.  

3. In an era of shrinking resources and increasing demand, investing in practices 

that have been proven effective, and moving away from those that have not, 

makes sound fiscal sense. 

B. It is the policy of SCCMHA that all providers will offer services and supports to 

consumers and their families that are well-grounded in science and have 

demonstrated to produce beneficial outcomes in order to provide the most optimal 

opportunities for recovery, resilience, and participation in community life. 

1. Treatments are provided that are appropriate for the consumer’s phase of life 

and development, specifically considering what is appropriate for children, 
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adolescents, transition age youth, and older adults, as distinct groups for whom 

life stage and functioning may affect treatment. 

a.  Specifically, children and adolescents are treated using a 

family/caregiver-driven, youth guided and developmentally appropriate 

approach that comprehensively addresses family/caregiver, school, 

medical, mental health, substance abuse, psychosocial, and 

environmental issues.  

b. When treating older adults, the individual consumer’s desires, and 

functioning are considered, and appropriate evidence-based treatments 

are provided.  

c. When treating individuals with developmental or other cognitive 

disabilities, level of functioning is considered, and appropriate 

evidence-based treatments are provided. 

2.  These treatments are delivered by staff with specific training in treating the 

segment of the population being served. 

C. SCCMHA shall endeavor to ensure the availability of all SCCMHA-endorsed EBPs 

to consumers as resources permit. 

D. All EBPs shall be delivered in a trauma-informed manner. Please see policy 

02.03.14 for more information on trauma-unformed services.  

Application: 

This policy applies to all SCCMHA-funded providers of mental health, developmental 

disability, and substance use disorder treatment and prevention services and supports. 

Standards: 

A. SCCMHA shall adopt evidence-based practices in order to provide optimal 

opportunities for consumers and their families to achieve recovery, build resiliency, 

and foster opportunities for consumers to fully participate in community life. 

B. SCCMHA-funded programs shall incorporate evidence-based practices into their 

repertoires and monitor fidelity to those practice models. 

1. Practitioners shall adhere to evidence-based protocols when appropriate and 

warranted; consumer choice and need shall govern the selection of services 

and supports. 

2. Staff and supervisors shall identify potential 

practices/treatments/interventions to meet heretofore unmet consumer 

needs. 

3. Staff and supervisors shall verify the evidence base of potential 

practices/treatments/interventions prior to submitting a request for approval 

of their use to the EBP Leadership Team. 

C. Practitioners shall seek to become privileged in the EBP(s) they employ and 

maintain that status on an ongoing basis in accordance with SCCMHA policy. 

D. Supervisors shall provide coaching, mentoring and guidance to staff and monitor 

practices for fidelity to the model. 

1. Supervisors shall, in conjunction with staff, help identify EBP training 

needs. 

2. Supervisors shall review relevant reports with staff to help identify 

consumers appropriate for referral to a specific EBP. 
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3. Supervisors shall review relevant outcome reports with staff to develop 

improvement plans that can be implemented as needed. 

E. SCCMHA shall provide support for the implementation and maintenance of EBPs 

through an EBP Leadership Team. 

1. The EBP Leadership Team shall be comprised of the SCCMHA EBP/TIC 

Coordinator, SCCMHA  Executive Director of Clinical Services and 

Programs, SCCMHA Chief of Health Services & Utilization Management, 

SCCMHA Director of Network Services, Public Policy, & Continuing 

Education, SCCMHA Director of Services for Persons with Mental Illness, 

SCCMHA Director of Services for Persons with Intellectual and 

Developmental Disabilities, SCCMHA Director of Children's Services, 

SCCMHA SUD Coordinator, and two contractual consultants with 

expertise in EBPs on an ad hoc basis.  

F. Evidence-based practice implementation and ongoing maintenance activities shall 

be monitored by the EBP Leadership Team with regular ongoing reporting 

throughout the system, including quality improvement activities. 

1. Adoption of practices/intervention/programs shall require a review of the 

relevant scientific literature to determine the level of evidence that supports 

the practice as well as the approval of the relevant SCCMHA or contract 

agency Director. 

a. Providers shall inform the EBP/TIC Coordinator and/or member of 

the SCCMHA EBP Leadership Team of the implementation of 

additional practices. 

2. Assessment tools such as ANSA, CAFAS, PECFAS, and DECA shall be used 

as appropriate to create reports to measure outcomes for each active EBP.  

3. Outcomes for each active EBP will be reviewed at least once yearly.  

4. Adaptations to SCCMHA-endorsed EBPs shall be based on consumer 

needs, reviewed by the appropriate clinical supervisor/director, and 

communicated to the SCCMHA EBP/TIC Coordinator/EBP Leadership 

Team. 

5. SCCMHA shall, whenever possible, provide ongoing evidence-based practice 

support, training and education to providers. 

1. The SCCMHA EBP Leadership Team shall endeavor to conduct fidelity 

reviews of practices that are not reviewed by other entities (e.g., the 

Michigan Fidelity Assistance Support Team [MIFAST]). 

a. Fidelity reviews conducted under the auspices of the SCCMHA 

EBP Leadership Team shall include the General Organizational 

Index (GOI) as well as practice-specific fidelity scales (found in 

Exhibits A and B). 

b. The SCCMHA EBP/TIC Coordinator shall provide notification of 

all impending fidelity reviews to the leadership of the 

agency/relevant SCCMHA Director, along with program staff 

supervisors, prior to conducting a fidelity review. 

c. Although not compulsory because fidelity reviews are part of 

quality improvement and meant to be educational in nature, it is 

nonetheless expected that agencies and programs will respond in 
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writing to fidelity reviews, and, in particular, indicate how items that 

indicate significant drift from the model will be addressed. 

6. All fidelity reviews that are conducted for SCCMHA network providers shall 

be centralized through the SCCMHA EBP/TIC Coordinator. 

1. All fidelity reviewers must contact the SCCMHA EBP/TIC Coordinator 

prior to scheduling a review. 

2. SCCMHA network agency staff shall immediately forward all notifications 

of all impending fidelity reviews to the SCCMHA EBP/TIC Coordinator 

and inform external reviewers (e.g., MiFAST) of this policy – i.e., that no 

fidelity reviews may be scheduled directly by any SCCMHA network 

agency staff without the involvement of the SCCMHA EBP/TIC 

Coordinator.  

Definitions: 

Evidence-Based Practice (EBP): A clinical intervention that has a strongly rooted 

scientific foundation and produces consistent results in assisting consumers achieve their 

desired goals or outcomes when implemented to fidelity. An evidence-based practice is 

comprised of three components: (1) the highest level of scientific evidence; (2) the clinical 

expertise of the practitioner; and (3) the choices, values and goals of the consumer. 

Evidence-Based Treatment (EBT): Treatment that is backed by scientific evidence – i.e., 

has been proven effective through rigorous research methodologies. EBTs are manualized 

interventions for specific disorders and populations that have been shown to be effective 

through controlled research.  

Fidelity: The level of adherence to the original model as specified in written materials, 

typically a manual, or by researchers. The degree of fidelity to the model affects outcomes; 

research has demonstrated that the level adherence to the model strongly affects the ability 

to achieve the desired outcomes. 

Levels of Evidence: The strength of evidence for any given practice is referred to as the 

level of evidence. The term, levels of evidence, refers to a ranking system used in the 

evidence-based practice literature to describe the strength of the results measured in a 

clinical trial or research study. The design of the study (such as a case report for an 

individual patient or a double-blinded randomized controlled trial) and the endpoints 

measured (such as survival or quality of life) affect the strength of the evidence. Levels of 

evidence range from I-IV: 

Ia ― Evidence from Meta-analysis of Randomized Controlled Trials 

Ib ― Evidence from at least one Randomized Controlled Trial 

IIa ― Evidence from at least one well designed controlled trial which is not 

randomized 

IIb ― Evidence from at least one well designed experimental trial 

III ― Evidence from case, correlation, and comparative studies. 

IV ― Evidence from a panel of experts 

Recovery: A process of learning to approach each day’s challenges, overcome one’s 

disabilities, acquire skills, live independently and contribute to society. The process is 

supported by those who instill hope and a belief in self-efficacy. The recovery framework 

is characterized by shared decision-making in which consumers and providers are full 

partners in the treatment process. Providers are a source of hope, affirmation, and education 

and collaborate with consumers and their support systems (e.g., family) in a manner that 
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fosters opportunity for choice and building resilience. In an evidence-based organizational 

culture, practitioners are professionals with expertise who convey information to 

consumers about the various options available to them to work on their goals and 

objectives. Consumers determine what will work for themselves based on their own 

perspectives. 

Resilience: The ability to weather stresses, both large and small, bounce back from trauma and 

get on with life, learn from negative experiences and translate them into positive ones, gather 

the strength and confidence to change directions when a chosen path becomes blocked or 

nonproductive. It encompasses strengths that function as protective factors to enable one to 

withstand adversity and maintain well-being. Supporting protective factors helps prevent the 

negative impact of stress and adversity and promotes health.  

References: 

 
A. Criteria for the Demonstration Program to Improve Community Mental Health 

Centers and to Establish Certified Community Behavioral Health Clinics, Updated 

May 2016, CCBHC-Criteria-Updated-May-2016 (samhsa.gov) 

B. Michigan Department of Community Health. (2005). Transforming Mental Health 

Care In Michigan: A Plan For Implementing Recommendations Of The Michigan 

Mental Health Commission:  

C. SCCMHA Network Services and Public Policy Procedure 09.04.03.15 – 

Privileging of Practitioners in Evidence-Based Practices. 

D. SCCMHA Policy 02.03.14 – Trauma-Informed Services and Supports 

E. Substance Abuse and Mental Health Services Administration (SAMHSA) 

Evidence-Based Practices KITs 

F. United States Public Health Service Office of the Surgeon General. (1999). Mental 

Health: A report of the Surgeon General:  

http://www.surgeongeneral.gov/library/mentalhealth/home.html 

 

Exhibits: 

A. General Organizational Index (GOI) – Dartmouth Psychiatric Research Center 

B. GOI Protocol – Dartmouth Psychiatric Research Center 

Procedure: 

ACTION RESPONSIBILITY 

1. Identifies unmet consumer needs. 

2. Secures information about potential EBPs 

3. Submits request or new practice or 

modification/adaptation of current practice 

to meet consumer needs 

4. Seeks to obtain/maintain privileges to 

deliver EPB(s) 

5. Provides coaching and guidance to maintain 

fidelity to practice(s) 

 

1. Staff/Supervisor 

2. Staff/Supervisor 

3. Staff/Supervisor 

 

 

4. Practitioner 

 

5. Supervisor 

 

https://www.samhsa.gov/sites/default/files/programs_campaigns/ccbhc-criteria.pdf
http://www.surgeongeneral.gov/library/mentalhealth/home.html
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6. Reviews EBPs 

 

7. Monitors fidelity to EBP models; conducts 

reviews of practices not reviewed by 

another entity (e.g., MiFAST) 

 

8. Coordinates external fidelity reviews 

 

9. Notifies agency/department leadership of 

impending fidelity review to be conducted 

by the SCCMHA Fidelity Monitoring 

Team. 

10. Responds in writing to any fidelity 

issues/drift noted in fidelity reviews 

conducted by the SCCMHA Fidelity 

Monitoring Team 

11. Provides oversight of ongoing system-wide 

efforts designed to implement and maintain 

fidelity to evidence-based practices 

 

12. Assess/review fidelity efforts 

 

13. Reviews implementation of new evidence-

based practices 

 

14. Reviews adaptations to SCCMHA-endorsed 

EBPs 

15. Conveys progress to relevant SCCMHA 

quality teams 

16. Reviews requests for the adoption of 

additional practices 

6. SCCMHA EBP Leadership 

Team 

 

7. SCCMHA Fidelity Monitoring 

Team 

 

8. SCCMHA EBP/TIC Coordinator 

 

9. SCCMHA EBP/TIC Coordinator 

 

 

 

10. SCCMHA funded providers of 

mental health and intellectual 

and developmental disability 

services 

11. SCCMHA EBP Leadership 

Team 

 

 

12. SCCMHA EBP Leadership 

Team 

13. SCCMHA EBP Leadership 

Team 

 

14. SCCMHA EBP Leadership 

Team 

15. SCCMHA EPB leadership 

Team/EBP/TIC Coordinator 

16. SCCMHA EBP Leadership 

Team 
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Exhibit A 

General Organizational Index (GOI) Scale 

 1 2 3 4 5 
G1. Program Philosophy.  The program is 

committed to a clearly articulated philosophy 

consistent with the specific evidence-based 

model, based on the following 5 sources: 

1. Program leader 

2. Senior staff (e.g., executive director, 

psychiatrist) 

3. Practitioners providing the EBP 

4. Clients and / or families receiving EBP 

5. Written materials (e.g., brochures) 

No more than 1 of the 5 

sources shows clear 

understanding of the 

program philosophy 

OR 

All sources have 

numerous major areas of 

discrepancy 

2 of the 5 sources show 

clear understanding of the 

program philosophy 

OR  

All sources have several 

major areas of discrepancy 

3 of the 5 sources show 

clear understanding of the 

program philosophy 

OR 

Sources mostly aligned to 

program philosophy, but 

have one major area of 

discrepancy 

4 of the 5 sources show 

clear understanding of the 

program philosophy 

OR  

Sources mostly aligned to 

program philosophy, but 

have one or two minor 

areas of discrepancy 

All 5 sources display 

a clear understanding 

and commitment to 

the program 

philosophy for the 

specific EBP 

*G2. Eligibility / Client Identification.  All 

clients with severe mental illness in the 

community support program, crisis clients, and 

institutionalized clients are screened to 

determine whether they qualify for the EBP 

using standardized tools or admission criteria 

consistent with the EBP.   

Also, the agency tracks the number of eligible 

clients in a systematic fashion. 

=20% of clients receive 

standardized screening 

and / or agency 

DOES NOT 

systematically track 

eligibility 

21%-40% of clients 

receive standardized 

screening and agency 

systematically tracks 

eligibility 

41%-60% of clients 

receive standardized 

screening and agency 

systematically tracks 

eligibility 

61%-80% of clients 

receive standardized 

screening and agency 

systematically tracks 

eligibility 

>80% of clients 

receive standardized 

screening and agency 

systematically tracks 

eligibility 

*G3. Penetration. The maximum number of 

eligible clients are served by the EBP, as 

defined by the ratio: 

# clients receiving EBP 

# clients eligible for EBP 

Ratio = .20 Ratio between .21 and .40 Ratio between .41 and .60 Ratio between .61 and .80 Ratio > .80 

 
  

 

*These two items coded based on all clients with SMI at the site or sites were the EBP is being implemented; all other items refer specifically to those receiving the EBP. 

 

 

__________ Total # clients in target population 

 

__________ Total # clients eligible for EBP  % eligible: ____% 

 

__________ Total # clients receiving EBP  penetration rate: ____ 
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 1 2 3 4 5 
G4. Assessment.  Full standardized assessment 

of all clients who receive EBP services. 

Assessment includes history and treatment of 

medical / psychiatric / substance use disorders, 

current stages of all existing disorders, 

vocational history, and existing support 

network, and evaluation of biopsychosocial risk 

factors. 

Assessments are 

completely absent or 

completely non-

standardized 

Pervasive deficiencies in 

two of the following:  

Standardization, Quality 

of assessments, Timelines, 

Comprehensiveness 

Pervasive deficiencies in 

one of the following:  

Standardization, Quality 

of assessments, Timelines, 

Comprehensiveness 

61%-80% of clients 

receive standardized, high 

quality assessments at 

least annually OR 

Information is deficient 

for one or two assessment 

domains 

>80% of clients receive 

standardized, high 

quality assessments, 

the information is 

comprehensive across 

all assessment 

domains, and updated 

at least annually 

G5. Individualized Treatment Plan. For all 

EBP clients, there is an explicit, individualized 

treatment plan related to the EBP that is 

consistent with assessment and updated every 3 

months. 

=20% of clients served by 

EBP have an explicit 

individualized treatment 

plan, related to the EBP, 

updated every 3 months 

21%-40% of clients 

served by EBP have an 

explicit individualized 

treatment plan, related to 

the EBP, updated every 3 

months 

41%-60% of clients 

served by EBP have an 

explicit individualized 

treatment plan, related to 

the EBP, updated every 3 

months. 

OR 

Individualized treatment 

plans updated every 6 

months for all clients 

61%-80% of clients 

served by EBP have an 

explicit individualized 

treatment plan, related to 

the EBP, updated every 3 

months 

>80% of clients served 

by EBP have an 

explicit individualized 

treatment plan, related 

to the EBP, updated 

every 3 months 

G6. Individualized Treatment. All EBP 

clients receive individualized treatment meeting 

the goals of the EBP. 

=20% of clients served by 

EBP receive 

individualized services 

meeting the goals of the 

EBP 

21%-40% of clients 

served by EBP receive 

individualized services 

meeting the goals of the 

EBP 

41%-60% of clients 

served by EBP receive 

individualized services 

meeting the goals of the 

EBP 

61%-80% of clients 

served by EBP receive 

individualized services 

meeting the goals of the 

EBP 

>80% of clients served 

by EBP receive 

individualized services 

meeting the goals of 

the EBP 

G7. Training. All new practitioners receive 

standardized training in the EBP (at least a 2-

day workshop or its equivalent) within 2 months 

of hiring.  

Existing practitioners receive annual refresher 

training (at least 1-day workshop or its 

equivalent) 

=20% of practitioners 

receive standardized 

training annually  

21%-40% of practitioners 

receive standardized 

training annually  

41%-60% of practitioners 

receive standardized 

training annually  

61%-8-% of practitioners 

receive standardized 

training annually  

>80% of practitioners 

receive standardized 

training annually  

G8. Supervision. EBP practitioners receive 

structured, weekly supervision (group or 

individual format) from a practitioner 

experienced in the particular EBP. The 

supervision should be client-centered and 

explicitly address the EBP model and its 

application of specific client situations. 

=20% of practitioners 

receive supervision 

21%-40% of practitioners 

receive weekly structured 

client-centered 

supervision 

OR 

All EBP practitioners 

receive supervision on an 

informal basis 

41%-60% of practitioners 

receive weekly structured 

client-centered 

supervision 

OR 

All EBP practitioners 

receive supervision 

monthly 

61%-80% of EBP 

practitioners receive 

weekly structured client-

centered supervision 

OR 

All EBP practitioners 

receive supervision twice 

a month 

>80% of EBP 

practitioners receive 

structured  weekly 

supervision, focusing 

on specific clients, in 

sessions that explicitly 

address the EBP model 

and its application 
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 1 2 3 4 5 
G9. Process Monitoring. Supervisors and 

program leaders monitor the process of 

implementing the EBP every 6 months and use 

the data to improve the program.  Monitoring 

involves a standardized approach, e.g., use of a 

fidelity scale or other comprehensive set of 

process indicators. 

No attempt at monitoring 

process is made 

Informal process 

monitoring is used at least 

annually 

Process monitoring is 

deficient on 2 of these 3 

criteria: (1) 

Comprehensive & 

standardized; (2) 

Completed every 6 

months; (3) Used to guide 

program improvements 

OR 

Standardized monitoring 

done annually only 

Process monitoring is 

deficient on 1 of these 3 

criteria: (1) 

Comprehensive & 

standardized; (2) 

Completed every 6 

months; (3) Used to guide 

program improvements 

 

Standardized 

comprehensive 

process monitoring 

occurs at least every 

6 months and is used 

to guide program 

improvements 

G10. Outcome Monitoring. Supervisors / 

program leaders monitor the outcomes for EBP 

clients every 3 months and share the data with 

EBP practitioners. Monitoring involves a 

standardized approach to assessing a key 

outcome related to the EBP, e.g., psychiatric 

admissions, substance abuse treatment scale, or 

employment rate. 

No outcome monitoring 

occurs 

Outcome monitoring 

occurs at least once a year, 

but results are not shared 

with practitioners 

Standardized outcome 

monitoring occurs at least 

once a year, and results 

are shared with 

practitioners 

Standardized outcome 

monitoring occurs at least 

twice a year, and results 

are shared with 

practitioners 

Standardized 

outcome monitoring 

occurs quarterly and 

results are shared 

with EBP  

practitioners 

G11. Quality Assurance (QA). The agency has 

a QA Committee or implementation steering 

committee with an explicit plan to review the 

EBP, or components of the program, every 6 

months. 

No review or no committee QA committee has been 

formed, but no reviews 

have been completed 

Explicit QA review occurs 

less than annually 

 OR 

QA review is superficial 

Explicit QA review occurs 

annually 

Explicit review every 

6 months by a QA 

group or steering 

committee for the 

EBP 

G12. Client Choice Regarding Service 

Provision. All clients receiving EBP services 

are offered choices; the EBP practitioners 

consider and abide by client preferences for 

treatment when offering and providing services. 

Client-centered services are 

absent (or all EBP decisions 

are made by staff) 

Few sources agree that 

type and frequency of 

EBP services reflect client 

choice 

Half sources agree that 

type and frequency of 

EBP services reflect client 

choice 

Most sources agree that 

type and frequency of 

EBP services reflect client 

choice 

OR 

Agency fully embraces 

client choice with one 

exception 

All sources agree 

that type and 

frequency of EBP 

services reflect client 

choice 
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Exhibit B 

General Organizational Index (GOI) 

-Item Definitions and Scoring- 

G1. Program Philosophy 

Definition: The program is committed to a clearly articulated philosophy consistent with the 

specific evidence-based practice (EBP), based on the following 5 sources: 

➢ Program leader  

➢ Senior staff (e.g., executive director, psychiatrists)  

➢ Practitioners providing EBP  

➢ Consumers and/or family members (depending on EBP focus)  

➢ Written materials (e.g., brochures)  

Rationale: In psychiatric rehabilitation programs that truly endorse EBPs, staff members at all 

levels embrace the program philosophy and practice it in their daily work.  

Sources of Information: 

Overview: During the course of a site visit, fidelity assessors should be alert to indicators of 

program philosophy consistent with or inconsistent with the EBP including observations from 

casual conversations, staff and consumer activities, etc. Statements that suggest misconceptions 

or reservations about the practice are negative indicators, while statements that indicate 

enthusiasm for and understanding of the practice are positive indicators. The intent of this item is 

to gauge the understanding of and commitment toward the practice. It is not necessary that every 

element of the practice is currently in place (this is gauged by the EBP-specific fidelity scale), 

but rather whether all those involved are committed to implementing a high fidelity EBP. 

The practitioners rated for this item are limited to those implementing this practice. Similarly, 

the consumers rated are those receiving the practice.  

a) Program leader interview, b) Senior staff interview and c) Practitioner interview  

d) Consumer interview  

e) Written material review (e.g., brochure):  

 Does the site have written materials on the EBP? If no written material, then item is rated 

done one scale point (i.e., lower fidelity).  

 Does the written material articulate program philosophy consistent with EBP?  

Item Response Coding: The goal of this item is not to quiz every staff worker to determine if 

they can recite every critical ingredient. The goal is to gauge whether the understanding is 

generally accurate and not contrary to the EBP. If, for example, a senior staff member says, 

“most of our consumers are not work ready,” then that would be a red flag for the practice of 

supported employment. If all sources show evidence of a clear understanding of the program 

philosophy, the item is coded as a “5”. For a source type that is based on more than one person 

(e.g., Practitioner interviews) determine the majority opinion when rating that source as 

endorsing or not endorsing a clear program philosophy. Note: If no written material, then count 

that source as being unsatisfactory. 

Difference between a major and minor area of discrepancy (needed to distinguish between a 

score of “4” and a score of “3”): An example of a minor source of discrepancy for ACT might 
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be larger caseload sizes (e.g., 20-1) or some brokering of services. An example of a major 

discrepancy would be if the team seldom made home visits or if the psychiatrist was uninvolved 

in the treatment team meetings. 

G2. Eligibility/Consumer Identification 

Definition:  

For EBPs implemented in a mental health center: All consumers in the community support 

program, crisis consumers, and institutionalized consumers are screened using standardized tools 

or admission criteria that are consistent with the EBP.  

For EBPs implemented in a service area: All consumers within the jurisdiction of the services 

area are screened using standardized tools or admission criteria that are consistent with the EBP. 

For example, in New York, county mental health administrations are responsible for identifying 

consumers who will be served by assertive community treatment programs. 

• The target population refers to all adults with severe mental illness (SMI) served by the 

provider agency (or service area). If the agency serves consumers at multiple sites, then 

assessment is limited to the site or sites that are targeted for the EBP. If the target 

population is served in discrete programs (e.g., case management, residential, day 

treatment, etc.), then ordinarily all adults with SMI are included in this definition.  

 Screening will vary according to the EBP. The intent is to identify any and all for who 

could benefit from the EBP. For Integrated Dual Disorder Treatment and Assertive 

Community Treatment, the admission criteria are specified by the EBP and specific 

assessment tools are recommended for each. For Supported Employment, all consumers 

are invited to receive the service because all are presumed eligible (although the program 

is intended for consumers at the point they express interest in working). The screening for 

Illness Management & Recovery includes an assessment of the skills and issues 

addressed by this EBP. For Family Psychoeducation, the screening includes the 

assessment of the involvement of a family member or significant other. In every case, the 

program should have an explicit, systematic method for identifying the eligibility of 

every consumer.  

 Screening typically occurs at program admission, but for a program that is newly 

adopting an EBP, there should be a plan for systematically reviewing consumers already 

active in the program.  

Rationale: Accurate identification of consumers who would benefit most from the EBP requires 

routine review for eligibility, based on criteria consistent with the EBP. 

Sources of Information:  

a) Program leader interview, b) Senior staff interview and c) Practitioner interview  

d) Chart review  

e) (Where applicable) County mental health administrators. If eligibility is determined at the 

service area level (e.g., the New York example), then the individuals responsible for this 

screening should be interviewed.  

Item Response Coding: This item refers to all consumers with SMI in the community 

support program or its equivalent at the site(s) where the EBP is being implemented; it is 

not limited to the consumers receiving EBP services only. Calculate this percentage and record it 
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on the fidelity rating scale in the space provided. If 100% of these consumers receive 

standardized screening, the item would be coded as a “5.” 

G3. Penetration 

Definition: Penetration is defined as the percentage of consumers who have access to an EBP as 

measured against the total number of consumers who could benefit from the EBP. Numerically, 

this proportion is defined by: 

 # of consumers receiving an EBP 

# of consumers eligible for the EBP 

As in the preceding item, the numbers used in this calculation are specific to the site or sites 

where the EBP is being implemented. 

Rationale: Surveys have repeatedly shown that persons with SMI often have a limited access to 

EBPs. The goal of EBP dissemination is not simply to create small exclusive programs but to 

make these practices easily accessible within the public mental health system. 

Sources of Information: 

The calculation of the penetration rate depends of the availability of the two statistics defining 

this rate.  

 Numerator: The number receiving the service is based on a roster of names maintained by 

the program leader. Ideally, this total should be corroborated with service contact sheets 

and other supporting evidence that the identified consumers are actively receiving 

treatment. As a practical matter, agencies have many conventions for defining “active 

consumers” and dropouts, so that it may be difficult to standardize the definition for this 

item. The best estimate of the number actively receiving treatment should be used.  

 Denominator: If the provider agency systematically tracks eligibility, then this number is 

used in the denominator. (See rules listed above in G2 to determine target population 

before using estimates below.) If the agency does not, then the denominator must be 

estimated by multiplying the total target population by the corresponding percentage 

based on the literature for each EBP. According to the literature, the estimates should be 

as follows:  

o Supported Employment – 60%  

o Integrated Dual Disorders Treatment – 40%  

o Illness Management & Recovery – 100%  

o Family Psychoeducation – 100% (some kind of significant other)  

o Assertive Community Treatment – 20%  

Example for calculating denominator: Suppose you don’t know how many consumers 

are eligible for supported employment (i.e., the community support program has not 

surveyed the consumers to determine those who are interested). Let’s say the 

community support program has 120 consumers. Then you would estimate the 

denominator to be:  

120 x .6 = 72 

Item Response Coding: Calculate this ratio and record it on the fidelity scale in the space 

provided. If the program serves >80% of eligible consumers, the item would be coded as a “5”.  
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G4. Assessment 

Definition: All EBP consumers receive standardized, high quality, comprehensive, and timely 

assessments.  

Standardization refers to a reporting format that is easily interpreted and consistent across 

consumers.  

High quality refers to assessments that provide concrete, specific information that differentiates 

between consumers. If most consumers are assessed using identical words, or if the assessment 

consists of broad, non-informative checklists, then this would be considered low quality.  

Comprehensive assessments include: history and treatment of medical, psychiatric, and substance 

use disorders, current stages of all existing disorders, vocational history, any existing support 

network, and evaluation of biopsychosocial risk factors.  

Timely assessments are those updated at least annually.  

Rationale: Comprehensive assessment/re-assessment is indispensable in identifying target 

domains of functioning that may need intervention, in addition to the consumer’s progress 

toward recovery.  

Sources of Information:  

a) Program leader interview, b) Senior staff interview and c) Practitioner interview:  

d) Chart review  

Item Response Coding:  

If >80% of consumers receive standardized, high quality, comprehensive, and timely 

assessments, the item would be coded as a “5”. 

G5. Individualized Treatment Plan  

Definition: For all EBP consumers, there is an explicit, individualized treatment plan (even if it 

is not called this) related to the EBP that is consistent with assessment and updated every 3 

months. “Individualized” means that goals, steps to reaching the goals, services/ interventions, 

and intensity of involvement are unique to this consumer. Plans that are the same or similar 

across consumers are not individualized. One test is to place a treatment plan without identifying 

information in front of the supervisor and see if they can identify the consumer.  

Rationale: Core values of EBP include individualization of services and supporting consumers’ 

pursuit of their goals and progress in their recovery at their own pace. Therefore, the treatment 

plan needs ongoing evaluation and modification.  

Sources of Information:  

Note: This item and the next are assessed together; i.e., follow up questions about specific 

treatment plans with question about the treatment.  

a) Chart review (treatment plan)  

b) Program leader interview  

c) Practitioner interview  

d) Consumer interview  

e) Team meeting/supervision observation, if available  
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Item Response Coding: If >80% of EBP consumers have an explicit individualized treatment 

plan that is updated every 3 months, the item would be coded as a 5. IF the treatment plan is 

individualized but updated only every 6 months, then the item would be coded as a 3.  

G6. Individualized Treatment  

Definition: All EBP consumers receive individualized treatment meeting the goals of the EBP. 

“Individualized” treatment means that steps, strategies, services/interventions, and intensity of 

involvement are focused on specific consumer goals and are unique for each consumer. Progress 

notes are often a good source of what really goes on. Treatment could be highly individualized 

despite the presence of generic treatment plans.  

An example of a low score on this item for Integrated Dual Disorders Treatment: a consumer in 

the engagement phase of recovery is assigned to a relapse prevention group and constantly told 

he needs to quit using, rather than using motivational interventions.  

An example for a low score on this item for Assertive Community Treatment: the majority of 

progress notes are written by day treatment staff who see the consumer 3-4 days per week, while 

the Assertive Community Treatment team only sees the consumer about once per week to issue 

his check. 

Rationale: The key to the success of an EBP is implementing a plan that is individualized and 

meets the goals for the EBP for each consumer.  

Sources of Information:  

a) Chart review (treatment plan).  

b) Practitioner interview  

c) Consumer interview  

Item Response Coding: If >80% of EBP consumers receive treatment that is consistent with the 

goals of the EBP, the item would be coded as a 5. 

G7. Training 

Definition: All new practitioners receive standardized training in the EBP (at least a 2-day 

workshop or its equivalent) within 2 months of hiring. Existing practitioners receive annual 

refresher training (at least 1-day workshop or its equivalent).  

Rationale: Practitioner training and retraining are warranted to ensure that evidence-based 

services are provided in a standardized manner, across practitioners and over time.  

Sources of Information:  

a) Program leader interview, b) Senior staff interview and c) Practitioner interview.  

d) Review of training curriculum and schedule, if available.  

e) Practitioner interview.  

Item Response Coding: If >80% of practitioners receive at least yearly, standardized training for 

[EBP area], the item would be coded as a “5”. 
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G8. Supervision 

Definition: EBP practitioners receive structured, weekly supervision from a practitioner 

experienced in the particular EBP. The supervision can be either group or individual, but 

CANNOT be peers-only supervision without a supervisor. The supervision should be consumer-

centered and explicitly address the EBP model and its application to specific consumer 

situations.  

Administrative meetings and meetings that are not specifically devoted to the EBP do not fit the 

criteria for this item. The consumer-specific EBP supervision should be at least one hour in 

duration each week.  

Rationale: Regular supervision is critical not only for individualizing treatment, but also for 

ensuring the standardized provision of evidence-based services.  

Sources of Information:  

a) Program leader interview, b) Senior staff interview and c) Practitioner interview 

d) Team meeting/supervision observation, if available.  

e) Supervision logs documenting frequency of meetings.  

Item Response Coding: If >80% of practitioners receive weekly supervision, the item would be 

coded as a “5”. 

G9. Process Monitoring  

Definition: Supervisors/program leaders monitor the process of implementing the EBP every 6 

months and use the data to improve the program. Process monitoring involves a standardized 

approach, e.g., use of a fidelity scale or other comprehensive set of process indicators. An 

example of a process indicator would be systematic measurement of how much time individual 

case managers spend in the community versus in the office. Process indicators could include 

items related to training or supervision. The underlying principle is that whatever is being 

measured is related to implementation of the EBP and is not being measured to track billing or 

productivity.  

Rationale: Systematic and regular collection of process data is imperative in evaluating program 

fidelity to EBP.  

Sources of Information: 

a) Program leader interview, b) Senior staff interview and c) Practitioner interview  

d) Review of internal reports/documentation, if available  

Item Response Coding: If there is evidence that standardized process monitoring occurs  

at least every 6 months, the item would be coded as a “5”. 

G10. Outcome Monitoring  

Definition: Supervisors/program leaders monitor the outcomes of EBP consumers every 3 

months and share the data with EBP practitioners in an effort to improve services. Outcome 

monitoring involves a standardized approach to assessing consumers.  
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Rationale: Systematic and regular collection of outcome data is imperative in evaluating program 

effectiveness. Effective programs also analyze such data to ascertain what is working and what is 

not working, and use the results to improve the quality of services they provide.  

The key outcome indicators for each EBP are discussed in the implementation resource kits. A 

provisional list is as follows: 

o Supported Employment – competitive employment rate  

o Integrated Dual Disorders Treatment – substance use (such as the Stages of 

Treatment Scale)  

o Illness Management & Recovery – hospitalization rates; relapse prevention plans; 

medication compliance rates  

o Family Psychoeducation – hospitalization and family burden  

o Assertive Community Treatment – hospitalization and housing  

Sources of Information: 

a) Program leader interview, b) Senior staff interview and c) Practitioner interview 

d) Review of internal reports/documentation, if available 

Item Response Coding: If standardized outcome monitoring occurs quarterly and results are 

shared with EBP Practitioners, the item would be coded as a “5”. 

G11. Quality Assurance (QA)  

Definition: The agency's QA Committee has an explicit plan to review the EBP or components 

of the program every 6 months. The steering committee for the EBP can serve this function. 

Good QA committees help the agency in important decisions, such as penetration goals, 

placement of the EBP within the agency, hiring/staffing needs. QA committees also help guide 

and sustain the implementation by reviewing fidelity to the EBP model, making 

recommendations for improvement, advocating/promoting the EBP within the agency and in the 

community, and deciding on and keeping track of key outcomes relevant to the EBP.  

Rationale: Research has shown that programs that most successfully implement evidence-based 

practices have better outcomes. Again, systematic and regular collection of process and outcome 

data is imperative in evaluating program effectiveness.  

Sources of Information:  

a) Program leader interview  

b) QA Committee member interview  

Item Response Coding: If agency has an established QA group or steering committee that 

reviews the EBP or components of the program every 6 months, the item would be coded as a 

“5”.  

G12. Consumer Choice Regarding Service Provision  

Definition: All consumers receiving EBP services are offered a reasonable range of choices 

consistent with the EBP; the EBP practitioners consider and abide by consumer preferences for 

treatment when offering and providing services.  

Choice is defined narrowly in this item to refer to services provided. This item does not address 

broader issues of consumer choice, such as choosing to engage in self-destructive behaviors.  
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To score high on this item, it is not sufficient that a program offers choices. The choices must be 

consonant with EBP. So, for example, a program implementing supported employment would 

score low if the only employment choices it offered were sheltered workshops. 

A reasonable range of choices means that EBP practitioners offer realistic options to consumers 

rather than prescribing only one or a couple of choices or dictating a fixed sequence or 

prescribing conditions that a consumer must complete before becoming eligible for a service.  

Sample of Relevant Choices by EBP: 

o Supported Employment  

- Type of occupation  

- Type of work setting  

- Schedules of work and number of hours  

- Whether to disclose  

- Nature of accommodations  

- Type and frequency of follow-up supports  

o Integrated Dual Disorders Treatment  

- Group or individual interventions  

- Frequency of DD treatment  

- Specific self-management goals  

o Family Psychoeducation  

- Consumer readiness for involving family  

- Who to involve  

- Choice of problems/issues to work on  

o Illness Management & Recovery  

- Selection of significant others to be involved  

- Specific self- management goals  

- Nature of behavioral tailoring  

- Skills to be taught  

o Assertive Community Treatment  

- Type and location of housing  

- Nature of health promotion  

- Nature of assistance with financial management  

- Specific goals  

- Daily living skills to be taught  

- Nature of medication support  

- Nature of substance abuse treatment 

Rationale: A major premise of EBP is that consumers are capable of playing a vital role in the 

management of their illnesses and in making progress towards achieving their goals. Providers 

accept the responsibility of getting information to consumers so that they can become more 

effective participants in the treatment process.  

Sources of Information:  

a) Program leader interview  

b) Practitioner interview  

c) Consumer interview  

d) Team meeting/supervision observation  

e) Chart review (especially treatment plan) 
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Item Response Coding: If all sources support that type and frequency of EBP services always 

reflect consumer choice, the item would be coded as a “5”. If agency embraces consumer choice 

fully, except in one area (e.g., requiring the agency to assume representative payee-ships for all 

consumers), then the item would be coded as a “4”. 
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Purpose: 

The purpose of this policy is to guide the development, management, delivery and 

oversight of substance use disorder (SUD) prevention and treatment services and supports 

as well as to ensure the availability of such services and supports for Medicaid, Healthy 

Michigan Plan (HMP), CCBHC (Certified Behavioral Health Clinic), and any other 

appropriate beneficiaries are managed within an overall integrated system of specialty 

services and supports adhere to the requirements of the Michigan Department of Health & 

Human Services (MDHHS) and the Regional PIHP (Pre-paid Inpatient Health Plan), Mid-

State Health Network (MSHN) and CCBHC criteria. 

Policy: 

The Saginaw County Community Mental Health Authority, as the Saginaw CMHSP 

(Community Mental Health Services Program) and CCBHC, is responsible for ensuring 

continual access for individuals with behavioral health needs, including adults, children 

and their families whose primary concern, and/or any behavioral health need, is related to 

a substance use issue or disorder. SCCMHA serves as a 24/7/365 access point for any such 

potential consumers, as a CMHSP and on behalf of Mid-State Health Network (MSHN) 

regional Prepaid Inpatient Health Plan (PIHP). 

It is the policy of SCCMHA to seek to ensure: (1) high quality, culturally competent, 

developmentally appropriate service delivery; (2) the use of appropriate evidence-based 

practice treatment models; (3) compliance with relevant federal, state and regional 

requirements; and (4) local community needs are assessed and met. 
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Application:  

This policy applies to all access points and core service areas in the SCCMHA provider 

network, including direct operated and contracted provider programs. 

Standards: 

A. SCCMHA will use standardized, validated screening and assessment tools support 

the accurate determination of SUD treatment and service need(s). 

1. The American Society of Addiction Medication (ASAM) Criteria shall be 

used to determine SUD treatment placement/admission and/or continued 

stay needs. 

B. The SCCMHA provider network shall obtain and maintain competence in the 

provision of treatment and support to consumers with SUDs. 

C. SCCMHA Providers shall obtain and maintain co-occurring disorders (COD) 

enhanced competence as well as the ability to appropriately treat primary substance 

use disorders. 

1. Providers shall secure any necessary certifications, licensure as well as 

relevant training and continuing education regarding SUD screening, 

assessment, prevention, and treatment. 

D. SCCMHA providers shall serve as added access points to ensure there is ‘no wrong 

door’ for the identification of potential consumers in need of SUD services. 

E. SCCMHA will use Screening, Brief Intervention and Referral to Treatment 

(SBIRT) and will encourage the use of SBIRT by local primary care providers. 

F. SCCMHA shall include SUDs as part of its integrated care service delivery.  

G. SCCMHA will maintain, at minimum, an active referral and coordination 

relationships with community substance use disorder providers. 

1.  Written care coordination agreements shall be maintained with SUD 

providers including, but not limited to, those with contracts with Mid-State 

Health Network regional PIHP for purchase of services. 

H.     A full continuum of SUD services and supports shall be provided to eligible                                     

consumers.  

1. Services and supports shall include:  

a. Access Management  

b. Prevention Programs and services 

c. Early Intervention services 

d. Acute Care (including medical detoxification and withdrawal 

monitoring) 

e. Subacute Detoxification treatment 

f. Outpatient Treatment 

g. Intensive Outpatient Treatment 

h. Recovery Support services 

i. Group Therapy 

j. Integrated Co-occurring Disorders Treatment (IDDT) 

k. Residential programs 

l. Case Management 

m. Medication Assisted Treatment (MAT) including methadone 

maintenance therapy, buprenorphine, naloxone 
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I. Services provided to persons with SUDs shall, when feasible, adhere to evidence-

based practices. 

1. Fidelity reviews shall be conducted on a regular basis in order to ensure 

adherence to evidence-based practice models. 

J. SUD services shall be provided at locations and times that are in accordance with 

acceptable time and distance standards to facilitate access and continued 

engagement of vulnerable populations and thus maximize the potential to achieve 

positive outcomes. 

1. Office-based services shall be located within 60 minutes/60 miles in rural 

areas, and 30 minutes/30 miles in urban areas, from the beneficiary’s 

residence. 

2. Consumers shall be provided with resources for transportation to medically 

necessary appointments as needed. 

3. Priority for admission shall be given to the following populations in 

accordance with state and federal requirements: 

a. Pregnant, using injection drugs  

b. Pregnant, using drugs  

c. Individual using an injection drug  

d. Parents at risk of losing custody of their children  

e. All others 

K. SCCMHA will make training and continuing education opportunities available for 

all SUD treatment panel members to ensure services and supports are provided in 

accordance with current evidence-based practice models. 

1. SCCMHA shall welcome input from all providers, including those who are 

not credentialed SUD providers, regarding ongoing educational needs to 

adequately serve persons with SUD. 

L. SCCMHA will appoint an SUD Coordinator to serve as the lead contact person and 

consultant for all matters relative to local CMHSP SUD services and supports. 

1. This position shall serve as a liaison to MSHN and as a resource for local 

providers, under the direction of the SCCMHA Chief of Health Services & 

Utilization Management and the SCCMHA Service Management Team. 

M. Peer services, including recovery coaches, will be promoted and included in the 

delivery of SUD prevention, intervention and treatment services. 

N. Recovery Oriented System of Care approaches will be utilized in SUD treatment 

services and programs. 

O. Selection of SUD treatment and prevention service panel providers will be based 

upon open public procurement procedures and practices in accordance with state 

and federal standards and regional guidance where applicable. 

P. SCCMHA will include SUDs in all network needs assessment and planning efforts. 

Q. SUD provider treatment and prevention service panel network members are subject 

to SCCMHA and/or MSHN site visits or review on a regular basis, including 

programmatic/service requirements and retrospective event verification review. 

R. Screening and assessment for SUDs shall be embedded in all SCCMHA access and 

crisis service provision and documented in the electronic health record. 
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S. In accordance with SCCMHA standards, SUD services will be provided through 

an individualized, person-centered treatment plan for each individual served, with 

the plan and progress documented in the electronic medical record. 

T. SCCMHA and local SUD leadership will meet on a periodic basis to ensure 

effective management, oversight and coordination of SUD services at the regional 

and local levels. 

U. SUD providers will immediately notify SCCMHA, as well as MSHN as 

appropriate, of any urgent or serious service delivery or management issues. 

1. SCCMHA will maintain current information on provider panel changes, 

provider selection processes, service delivery changes and regional 

directives. 

V. SCCMHA will ensure that appropriate confidentiality is maintained for persons 

receiving SUD services as required by state and federal statutes including 42 CFR. 

W. SUD services will be delivered in a culturally and linguistically sensitive, 

developmentally appropriate and trauma-informed manner in accordance with the 

unique needs of each individual served.  

Definitions: 

Priority Populations: Pregnant women who are using injectable drugs, pregnant women 

who are drug users, individuals who are using injectable drugs and parents who are at risk 

of losing their children under the Child Protection Laws. Michigan law extends priority 

populations status to men. As defined by 45 CFR Part 96 and Michigan Public Act 368. 

Recovery Oriented System of Care (ROSC): Michigan's recovery-oriented system of 

care supports an individual's journey toward recovery and wellness by creating and 

sustaining networks of formal and informal services and supports. The opportunities 

established through collaboration, partnership and a broad array of services promote life 

enhancing recovery and wellness for individuals, families and communities. (MDHHS: 

Adopted by the ROSC Transformation Steering Committee, September 30, 2010) The goal 

of treatment extends beyond abstinence or symptom management to helping people 

achieve a full, meaningful life in the community. Prior treatment is not viewed as a 

predictor of poor treatment outcomes and is not used as grounds for denial of treatment. 

People are not discharged from treatment for relapsing or confirming their diagnosis. Post 

treatment continuing care services are an integrated part of the service continuum rather 

than an afterthought. Focus is on all aspects of the individual and the environment, using a 

strength-based perspective and emphasizing assessment of recovery capital. (MDHHS) 

References:  

A. Glassheim, B. (2007). A Guide of Evidence-Based Practices for Substance Use 

Disorders. Saginaw County Community Mental Health Authority. Saginaw, MI.  

(https://www.sccmha.org/userfiles/filemanager/288/) 

B. CMHSP Contracts, including attachments and references. 

C. Michigan Department of Health and Human Services. Medicaid Provider Manual. 

MDHHS. Lansing, MI. (https://www.michigan.gov/mdhhs/0,5885,7-339--87572--

,00.html). 

D. Michigan Department of Health and Human Services, Behavioral Health and 

Developmental Disabilities Administration. (October 1, 2021). MI Certified 

Community Behavioral Health Clinic (CCBHC) Handbook, Version 1.2. 

https://www.sccmha.org/userfiles/filemanager/288/
https://www.michigan.gov/mdhhs/0,5885,7-339--87572--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339--87572--,00.html
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E. Saginaw County’s First Responders Guide for Behavioral  Health Interventions: 

https://www.sccmha.org/userfiles/filemanager/12403/. 

F. SAMHSA. (2016). Criteria for the Demonstration Program to Improve Community 

Mental Health Centers and to Establish Certified Community Behavioral Health 

Clinics. (https://www.samhsa.gov/sites/default/files/programs_campaigns/ccbhc-

criteria.pdf) 

G. SCCMHA Substance Use Disorder Treatment Provider Memorandum of 

Understanding. 

Exhibits: 

A. SCCMHA Crisis Follow Up Plan 

B. MDCH Treatment Policy #12  

Procedure: 

ACTION RESPONSIBILITY 

Manages SUD service array and service 

delivery in Saginaw County via selected 

network panel providers. 

 

Purchases and manages Medicaid/HMP 

and non-Medicaid services, addresses key 

regulatory functions delegated by the PIHP 

and participates in regional planning and 

oversight. 

Executes contractual agreements and 

MOUs and provide mutual and specific 

executive leadership. 

 

Serves as SCCMHA Liaison/Contract 

Manager and SUD Liaison to the Regional 

PIHP.  

Strengthens and establish collaboration 

among community and support the efforts 

of coalitions using a comprehensive 

approach by the Behavioral Health 

Continuum of Care to expand Mental 

Health and Prevention efforts. 

 

Deliver substance use disorder treatment 

and prevention services within scope of 

work and requirements and maintain 

compliance with contractual/agreement 

areas. 

 

Provides continuing SUD/COD education 

planning services for provider network. 

 

MSHN 

 

 

 

SCCMHA/MSHN 

 

 

 

 

SCCMHA CEO  

 

 

 

SCCMHA SUD Coordinator  

 

 

 

 

 

 

 

 

 

SCCMHA Primary Provider Teams and 

MOU SUD Providers 

 

 

 

 

SCCMHA Continuing Education 

Supervisor 

 

https://www.sccmha.org/userfiles/filemanager/12403/
https://www.samhsa.gov/sites/default/files/programs_campaigns/ccbhc-criteria.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/ccbhc-criteria.pdf
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Coordinates crisis and access services, 

including between MSHN and SCCMHA. 

Ensures adequate screening for substance 

use/misuse and co-occurring disorders, 

including level of care determination and 

appropriate access to detox services. 

Provides links services and supports via 

warm handoff when feasible to facilitate 

access and engagement. 

Adhere to screen and eligibility standards 

to ensure referrals to SUD care providers 

are appropriate.  

 

In accordance with the SCCMHA Crisis 

Follow Up Plan standards (Attachment A), 

follows up with individuals within two (2) 

business days to verify service needs have 

been met and to re-engage with referral 

connections. Completed documentation in 

REMI and Sentri including clinical and 

demographic information.  

Generates call logs to document adherence 

to the two (2) business days standard for 

referral connections. 

Screens individuals in accordance with 

access timelessness standards and links 

them to services and supports within 2 

business days to reduce barriers to 

treatment assuring to assess for priority 

populations.  

Ensures that all individuals seeking 

services are treated in a welcoming and 

consumer-centered manner. 

Screens and admits priority populations in 

accordance to Treatment Policy #12 page 8 

of 12 October 1, 2010. (see Attachment B)  

 

Provide leadership, oversight and 

consultation on contract, data, information 

system management, regulatory, quality, 

rights, customer service, financial and 

clinical areas, in collaboration with MSHN 

as appropriate. 

 

SCCMHA Crisis Intervention Services 

and Central Access & Intake (CAI) 

Supervisors 

 

 

 

 

 

 

 

 

 

 

CAI 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Contract & Properties 

Manager, Director Network Services, 

Public Policy & Continuing Education, 

Director of Information Systems, 

Compliance Administrator, CIO & 

Quality and Compliance Officer, Director 

of Customer Services & Recipient Rights, 

Director of Financial Services, and 

Director of Clinical Services & Programs, 
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and Director of Enhanced Health & 

Integration. 
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Exhibit A 
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Purpose: 

The purpose of this policy is to specify the use of Eye Movement Desensitization and 

Reprocessing (EMDR). 

 

Policy: 

A. SCCMHA recognizes that the experience of trauma is the rule rather than the 

exception among consumers served by the public mental health system. 

B. Consumers who have been found to have experienced trauma shall be offered 

opportunities to participate in trauma-specific, evidence-based interventions. 

C. SCCMHA shall, resources permitting, offer Eye Movement Desensitization and 

Reprocessing (EMDR) for individuals who have experienced trauma and are being 

served by SCCMHA-funded providers. 

Application: 

This policy applies to the SCCMHA-funded provider network. 

Standards: 

A. EMDR treatment shall be offered to consumers who have a history of trauma. 

B. Providers who deliver EMDR shall receive SCCMHA-approved training and be 

privileged to provide EMDR in accordance with SCCMHA policy. 

C. EMDR shall be delivered in accordance with fidelity to the model. 



02.03.09.41 - Eye Movement Desensitization and Reprocessing (EMDR), 9-8-21, Page 2 of 5 

D. SCCMHA’s quality improvement activities shall include fidelity monitoring to ensure 

adherence to the evidence-based practice model using the GOI (Global Organization 

Index) as a guide. 

1. The Evidence-Based Practice and Trauma-Informed Care Coordinator and the 

Director of Network Services, Public Policy, & Continuing Education will 

facilitate quarterly meetings for Supervisors of EBP Teams, including EMDR 

when appropriate, to discuss fidelity monitoring. 

2. When EMDR is actively being offered, the Adult Strengths and Needs 

Assessment (ANSA) will be used as a tool to examine outcomes with reports 

reviewed at least yearly (or as is appropriate for how frequently EMDR is 

occurring) for EMDR participants. 

E. Treatment Description 

a. EMDR therapy combines different elements to maximize treatment effects. A 

full description of the theory, sequence of treatment, and research on protocols 

and active mechanisms can be found in F. Shapiro (2001) Eye movement 

desensitization and reprocessing:  Basic principles, protocols, and procedures 

(2nd edition) New York: Guilford Press.  

b. EMDR therapy involves attention to three time periods:  the past, present, and 

future.  Focus is given to past disturbing memories and related events. Also, it 

is given to current situations that cause distress, and to developing the skills 

and attitudes needed for positive future actions. With EMDR therapy, these 

items are addressed using an eight-phase treatment approach. 

i. Phase 1:  The first phase is a history-taking session(s). The therapist 

assesses the consumer’s readiness and develops a treatment 

plan. Consumer and therapist identify possible targets for EMDR 

processing. These include distressing memories and current situations 

that cause emotional distress.  Other targets may include related 

incidents in the past. Emphasis is placed on the development of 

specific skills and behaviors that will be needed by the consumer in 

future situations. 

1. Initial EMDR processing may be directed to childhood events 

rather than to adult-onset stressors or the identified critical 

incident if the consumer had a problematic 

childhood. Consumers generally gain insight on their 

situations; the emotional distress resolves and they start to 

change their behaviors.  The length of treatment depends upon 

the number of traumas and the age of PTSD onset.  Generally, 

those with single event adult-onset trauma can be successfully 

treated in under 5 hours. Multiple trauma victims may require a 

longer treatment time. 

ii. Phase 2:  During the second phase of treatment, the therapist ensures 

that the consumer has several different ways of handling emotional 

distress. The therapist may teach the consumer a variety of imagery 

and stress reduction techniques the consumer can use during and 

between sessions. A goal of EMDR therapy is to produce rapid and 
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effective change while the consumer maintains equilibrium during and 

between sessions. 

iii. Phases 3-6:  In phases three to six, a target is identified and processed 

using EMDR therapy procedures. These involve the consumer 

identifying three things: 1.  The vivid visual image related to the 

memory; 2.  A negative belief about oneself; 3.  Related emotions and 

body sensations. 

1. In addition, the consumer identifies a positive belief. The 

therapist helps the consumer rate the positive belief as well as 

the intensity of the negative emotions. After this, the consumer 

is instructed to focus on the image, negative thought, and body 

sensations while simultaneously engaging in EMDR processing 

using sets of bilateral stimulation. These sets may include eye 

movements, taps, or tones. The type and length of these sets is 

different for each consumer. At this point, the EMDR 

consumer is instructed to just notice whatever spontaneously 

happens. 

2. After each set of stimulation, the clinician instructs the 

consumer to let their mind go blank and to notice whatever 

thought, feeling, image, memory, or sensation comes to 

mind. Depending upon the consumer’s report, the clinician will 

choose the next focus of attention. These repeated sets with 

directed focused attention occur numerous times throughout 

the session. If the consumer becomes distressed or has 

difficulty in progressing, the therapist follows established 

procedures to help the consumer get back on track. 

3. When the consumer reports no distress related to the targeted 

memory, they are asked to think of the preferred positive belief 

that was identified at the beginning of the session. At this time, 

the consumer may adjust the positive belief if necessary, and 

then focus on it during the next set of distressing events. 

iv. Phase 7:  In phase seven, closure, the therapist asks the consumer to 

keep a log during the week. The log should document any related 

material that may arise. It serves to remind the consumer of the self-

calming activities that were mastered in phase two. 

v. Phase 8:  The next session begins with phase eight. Phase eight 

consists of examining the progress made thus far. The EMDR 

treatment processes all related historical events, current incidents that 

elicit distress, and future events that will require different responses 

Definitions: 

Trauma: A psychologically distressing event that is outside the range of usual human 

experience, often involving a sense of intense fear, terror or helplessness that creates 

significant and lasting damage to a person's mental, physical, and emotional growth. 

According to SAMHSA (2014), trauma results from an event, series of events, or set of 

circumstances that is experienced by an individual as physically or emotionally harmful or 
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life threatening and that has lasting adverse effects on the individual’s functioning and 

mental, physical, social, emotional, or spiritual well-being. 

EMDR (Eye Movement Desensitization and Reprocessing): A psychotherapy that 

enables people to heal from the symptoms and emotional distress that are the result of 

disturbing life experiences.  Repeated studies show that by using EMDR therapy people 

can experience the benefits of psychotherapy that once took years to make a difference. It 

is widely assumed that severe emotional pain requires a long time to heal.  EMDR 

therapy shows that the mind can in fact heal from psychological trauma much as the body 

recovers from physical trauma.  The brain’s information processing system naturally 

moves toward mental health.  If the system is blocked or imbalanced by the impact of a 

disturbing event, the emotional wound festers and can cause intense suffering.  Once the 

block is removed, healing resumes.  Using the detailed protocols and procedures learned 

in EMDR therapy training sessions, clinicians help clients activate their natural healing 

processes. 

 

 

References:  

A. EMDR Institute, Inc. What is EMDR? - EMDR Institute - EYE MOVEMENT 

DESENSITIZATION AND REPROCESSING THERAPY 

B. SCCMHA Policy 02.03.09 – Evidence-Based Practices (EPBs) 

C. SCCMHA Policy 02.03.14 – Trauma-Informed Services and Supports 
 

 

Exhibits: 

A. EMDR Session Notes 

 

 

Procedure:  

None 

 

 

  

https://www.emdr.com/what-is-emdr/
https://www.emdr.com/what-is-emdr/
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Exhibit A 

 

EMDR Session Notes 

 
Clinician:____________________________ 

Client Initials:____________________________________Date:____/____/______ 

Presenting symptom: ________________________________________________ 

Treatment Session: (circle one): First       Reevaluation            

Session #______ 

EMDR Treatment: 

Target: (circle one): Past     Present      Future _________________________________ 

Negative Cognition/Belief: _______________________________________________ 

Positive Cognition/Belief: ________________________________________________ 

VoC: (circle one) 1 2 3 4 5 6 7 

Emotions: _________________________________________________________ 

SUD: (circle one) 0 1 2 3 4 5 6 7 8 9 10 

Body Location: _____________________________________________________ 

Session Outcome/Target Memory Status: (circle one) Completed          Unfinished 

SUD: (circle one) 0 1 2 3 4 5 6 7 8 9 10 

VoC: (circle one) 1 2 3 4 5 6 7 

Closure: If needed (check) 

[ ] Grounding/Breathing [ ] Secure Place [ ] Container [ ] EMD 

Client Stability when leaving session: Poor   Fair   Good    Excellent 

Treatment Notes: 

 

 

 

Additional Interventions Planned: 
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Purpose: The purpose of this policy is to specify the use of mindfulness.  

 

Application: This policy applies to the SCCMHA-funded provider network. 

 

Policy: 

A. SCCMHA shall, resources permitting, offer Mindfulness.  

B. Mindfulness is now being scientifically examined and has been found to be a key 

element in stress reduction, emotional regulation, and overall happiness. 

C. Mindfulness is a promising practice that SCCMHA has decided to adopt as a practice. 

There is much research about the efficacy of mindfulness for a variety of symptoms 

and diagnoses. 

D. Mindfulness can be delivered face-to-face, in-person, or via telehealth technology. 

E. Mindfulness can be offered in individual contacts or in group settings and is 

appropriate for ages 3 and up.  

F. Mindfulness will be provided in a trauma-informed manner. 

 

Standards: 

A. Mindfulness is the practice of purposely focusing one’s attention on the present 

moment and accepting it without judgment.  

B. Mindfulness may be delivered by peers, case managers, therapists, or other clinical 

professionals; there is no requirement for a degree or licensure.  

C. All persons wishing to implement this promising practice should be familiar with 

Mindfulness and be able to demonstrate having completed training that included 

information on Mindfulness. Refresher trainings should be completed on an annual 

basis.  
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D. SCCMHA reserves the right to credential providers to conduct this practice as well as 

monitor the practice for fidelity to the model. 

E. Mindfulness includes:  

a. Mindful breathing: This is a practice where individuals use the breath as 

the object of attention to which we return every time we notice that the 

mind has wandered. It is most practiced with attention centered on the 

breath, without any effort to change the breathing.  

i. There are four postures which are suggested to practice mindful 

breathing: standing, sitting, reclining, and walking. Sitting and lying 

down are the best postures for beginners.  

b. The basics of Mindfulness Practice that the practitioner uses as a guide for 

the individuals served, when facilitating mindfulness includes: 

i. Set aside some time. One does not need a meditation cushion or 

bench, or any sort of special equipment to access one’s 

mindfulness skills—but one does need to set aside some time and 

space.  

ii. Observe the present moment as it is. The aim of mindfulness is 

not quieting the mind or attempting to achieve a state of eternal 

calm. The goal is simple: we’re aiming to pay attention to the 

present moment, without judgment.  

iii. Let one’s judgments roll by. When we notice judgments arise 

during our practice, we can make a mental note of them, and let 

them pass.  

iv. Return to observing the present moment as it is. Our minds 

often get carried away in thought. That’s why mindfulness is the 

practice of returning, again and again, to the present moment.   

v. Be kind to one’s wandering mind. Don’t judge oneself for 

whatever thoughts crop up, just practice recognizing when one’s 

mind has wandered off, and gently bring it back. 

c. Mindfulness activities. Activities may include: 

i. Mindfulness meditation 

ii. Yoga 

iii. Coloring 

iv. Body relaxation/scan 

v. Walking 

vi. Crafts 

vii. Any variety of activities that require focus on the present moment.  

 

Definitions: 

Mindfulness: The practice of being aware of one’s body, mind, and feelings in 

the present moment, thought to create a feeling of calm: Mindfulness can be used 

to alleviate feelings of anxiety and depression. 

 

References:  

A. DBT Institute of Michigan (2014) Dialectical Behavior Therapy (DBT) 

Mindfulness Activities Guide 

https://dictionary.cambridge.org/us/dictionary/english/practice
https://dictionary.cambridge.org/us/dictionary/english/aware
https://dictionary.cambridge.org/us/dictionary/english/your
https://dictionary.cambridge.org/us/dictionary/english/body
https://dictionary.cambridge.org/us/dictionary/english/mind
https://dictionary.cambridge.org/us/dictionary/english/feeling
https://dictionary.cambridge.org/us/dictionary/english/present
https://dictionary.cambridge.org/us/dictionary/english/moment
https://dictionary.cambridge.org/us/dictionary/english/thought
https://dictionary.cambridge.org/us/dictionary/english/create
https://dictionary.cambridge.org/us/dictionary/english/feeling
https://dictionary.cambridge.org/us/dictionary/english/calm
https://dictionary.cambridge.org/us/dictionary/english/alleviate
https://dictionary.cambridge.org/us/dictionary/english/feeling
https://dictionary.cambridge.org/us/dictionary/english/anxiety
https://dictionary.cambridge.org/us/dictionary/english/depression
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B. Getting Started with Mindfulness - Mindful: 

https://www.mindful.org/meditation/mindfulness-getting-started/ 

C. MINDFULNESS | definition in the Cambridge English Dictionary: 

https://dictionary.cambridge.org/us/dictionary/english/mindfulness 

D. SCCMHA Policy 02.03.09 – Evidence-Based Practices (EPBs) 

E. SCCMHA Policy 02.03.14 – Trauma-Informed Services and Supports 

 

Exhibits: None 

 

Procedure: None 

 

 

https://www.mindful.org/meditation/mindfulness-getting-started/
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Purpose: 

The medication related service component for residential settings as defined by the 

Michigan Department of Health and Human Services (MDHHS) and Michigan Medicaid 

Program requirements, includes “assisting the beneficiary to perform the following:  

assistance with self-administered medications” and “assistance, support and/or training the 

beneficiary with reminding, observing, and/or monitoring of medications.”   

The purposes of this policy include the following: 

A. To ensure residential compliance with state and other requirements. 

B. To provide clear and comprehensive expectations for residential providers on 

SCCMHA procedures in medication related service in the home setting. 

C. To ensure best practice and uniform medication related procedures in the SCCMHA 

network. 

D. To prevent and minimize medication errors. 

E. To minimize clinical and system risk related to medication use. 

F. To define the role of the residential service provider regarding medication 

assistance and compliance of consumers served. 

G. To promote accountability and responsibility of all staff in the chain of medication 

management and oversight. 

H. To promote the five rights of medication compliance:  right person, right 

medication, right dose, right time and right route. 

I. To ensure trained, competent staff are involved in medication assistance and 

oversight. 

J. To ensure that all reasonable precautions are taken by staff with the use of 

medications by residents. 
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K. To ensure that consumers in licensed residential settings receive correct ordered 

medication and appropriate oversight and monitoring related to medication use, and 

reactions. 

Policy: 

Many persons who receive SCCMHA funded specialized residential services, also are 

receiving assistance with medication adherence. Furthermore, varied medication 

management for multiple persons in a home setting with multiple staff, including changing 

medications and changing staff, requires that homes follow uniform procedures and 

maintain proper controls and oversight. It is the policy of SCCMHA that uniform 

medication procedures are necessary and will be followed in licensed residential settings 

that provide specialized services to adults with serious mental illness and intellectual and 

developmental disabilities on behalf of SCCMHA. 

Application: 

This policy applies to Licensed Residential Providers under contract with SCCMHA for 

specialized residential services.   

Standards: 

A. Residential staff including the Home Manager will submit consumer prescriptions 

and discontinued medication orders to the pharmacy in a timely manner.  

1. Staff must obtain appropriate authorization and written documentation for 

any new or discontinued medication orders.   

2. Depending on the date that the medication was discontinued, staff must be 

aware that the Medication Administration Record (MAR) provided by the 

pharmacy may include the discontinued medication.  

3. Staff must carefully compare the prescriptions to the medication orders and 

compare the medications to the prescriptions and the medication record at 

the start of each medication cycle or each time a medication is added, 

changed or discontinued.  

4. Staff must carefully transcribe orders to the consumer medication 

administration record.   

5. Staff must take routine proper precautions to ensure correct medication and 

dosage is given to and taken by consumers.   

B. No prescribed medications may be given in a licensed residential setting without a 

signed physician’s order or prescription. 

1. Only a prescribing physician, physician assistant. or nurse practitioner may 

adjust or change a medication order.  

2. Over-the-counter medications that do not require a physician’s order (such 

as ibuprofen) must be identified on a non-emergent medication form signed 

by a physician and reviewed annually or whenever a prescribed medication 

is added to avoid any contraindication.  Over the counter medications must 

be secured, as with other medications, and documented when given as 

needed according to the manufacturer’s instructions and cautions, including 

interactions with other medications. 

C. Residential providers will maintain official complete, accurate and current 

medication records for all consumers, including over-the-counter and prescriptions 
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for other health needs, as well as consumer allergies and any special instructions; 

complete orders/prescriptions will also be maintained on file. 

D. Residential staff will keep current, accurate, clear and complete records of all 

medications given to each individual consumer, including date, time, involved staff, 

consumer, dosage and any special instructions 

1. If a correction must be made in the record, staff should draw a line through 

the incorrect information, note the correct information, and initial and date 

the correction.  

2. Records must be kept in ink.  

3. Staff should routinely ensure that medication labels, physician’s orders and 

medication records match. 

E. Any SCCMHA medication related procedures and policies regarding medication 

management will be reviewed and approved by the SCCMHA Medical Director, in 

consultation with the Director of Enhanced Health and Integration and the assigned 

lead Pharmacist.  

1. Provider procedures regarding medication practices in the home must be 

available for SCCMHA review upon request.  

2. SCCMHA or the pharmacy can assist with any concerns regarding 

medication procedures  

F. Any and all medication errors, refusals and disposals (including expelled or 

suspected expelled medicines) will be documented and reported in writing, 

including to SCCMHA in incident reports in a timely manner. 

1. The only exception for incident report filing would be anticipated 

medication refusals that have been specifically and proactively addressed in 

the individual’s written person-centered plan (IPOS). 

2. Whenever a trend of medication refusal or expelling develops with a 

specific individual, the home provider should seek SCCMHA consultation 

for management by contacting the primary case holder.  

a. Chronic refusals of medications should be addressed in a written 

positive support plan or behavior treatment plan. 

3. Lack of consistent compliance with proper documentation of medication 

errors in the form of written incident reports or serious violation of 

medication policies and procedures will result in appropriate level of 

discipline for any involved staff by the provider and will be subject to any 

necessary sanctions determined by SCCMHA.   

G. Residential home managers will oversee medication practices, management, 

compliance and controls in the home and review and promptly address any staff or 

home patterns of medication errors for corrective and/or preventative action. 

H. Any medication related questions are expected to be directed in a timely manner to 

the physician or nurse practitioner, pharmacy or primary case holder personnel by 

the home staff.  

1. Lack of clarity by home staff is not an acceptable reason to either simply 

withhold medications or make assumptions about how to proceed with any 

specific medication assistance to consumers. 

2. Physician, physician assistant, or nurse practitioner and pharmacy 

clarifications should be immediately sought and documented by the home 
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staff so that the proper, intended medication/dosage may be given in a 

timely manner. 

3. Actual or possible conflicts in physician orders should also be immediately 

resolved by home staff by contact with the physician, physician assistant, 

or nurse practitioner and documented in consumer home record. 

I. Primary Case Holder staff will monitor assigned consumer medication adherence 

and response during routine monitoring visits.  

1.  The psychiatrist, physician, physician assistant, and nurse practitioner will 

monitor medication adherence and response as well as side effects during 

medication reviews.  

 2. A nursing assessment authorization will be requested by a case holder when a 

consumer transitions from one setting of care and returns to their home, i.e., 

hospitalization, nursing home etc.  The assessment will include a medication 

reconciliation. This information will be used to validate the current medication 

regime post transition of care for the home manager. Medication reconciliation may 

include training or education for new prescriptions or changes in medications post 

discharge. 

3.  Nursing assessments authorized by SCCMHA, will require a plan of care, which 

will be included in the Individual Plan of Service (IPOS).  

• The plan will identify the impact of new or existing health related issues 

upon the psychiatric diagnosis.   

• The assessment will include a medication reconciliation.  

• The plan of care will specify goals to be achieved for a period not to exceed 

3 months, including the duration and frequency of monitoring of those goals 

by the entire treatment team.    

J. Used needles must be disposed of in a proper, tamperproof container in the home, 

and then through a proper, permanent disposal method.  

K. Medications must be properly stored in a locked, cool, dry, organized location. 

1. Medications that require refrigeration must be stored in a secure container 

in a refrigerator location that is not readily accessible to non-authorized 

persons.  

2. Internally delivered medications (such as oral pills, liquids and injectables) 

and externally delivered medications (applied topically to the skin or body, 

such as creams and eye drops) should have storage separation to prevent 

contamination of internally delivered medications. 

L. Routine, daily medications will be prescribed and filled in 31 or 30 calendar day 

increments by the SCCMHA pharmacy provider, depending upon the consumer’s 

insurance coverage and the number of days in a particular month. 

M. Providers will adhere to an appropriate, documented procedure for home staff 

disposal of any and all discontinued or unused out of date medications. The 

preference is to follow CDC guidelines for discarding discontinued or unused 

medications.   

1. This should include a documented witness who signs along with the person 

who is disposing of the medications. 

N. Providers will maintain specific documented records regarding narcotics and other 

controlled substances; the pharmacy provides a log for this purpose. 
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1. Missing medications that are also controlled substances must be reported to 

the appropriate local law enforcement agency as required by law. 

O. Whenever physician orders are phoned into the pharmacy, the home must obtain an 

order from the pharmacy, physician, physician assistant, or nurse practitioner. 

1. Home personnel may not accept verbal orders for medication changes. 

P. All management of medications, including assistance to individuals in taking their 

medications, will follow proper, consistent home procedures and be documented 

by all staff involved in medication practices. 

Q. The re-labeling of original medication containers by home staff is not permitted. 

1. Residential staff managing medications for consumers will verify current 

medication regimens through medication records that are kept current and 

accurate.  

2. Home staff may contact the pharmacy for possible relabeling.  If pharmacy 

is unable to relabel the medication, home staff may need to obtain a new 

physician order to obtain the proper dosage of medication.    

R. For consumers who participate in routine, daily vocational activities outside of the 

home or in the community, whenever possible, medication will be taken in the 

home setting and managed by the home staff.  

1. If needed, the home may request, and the pharmacy will provide, special 

out-of-home medication packaging with advance notice.  

2. SCCMHA Transportation Services WILL NOT transport medications to 

day programs. 

S. PRN (i.e., per requested need/as needed) medications will be documented and 

frequency of such use will be reported to the physician, physician assistant, or nurse 

practitioner; trends should be noted and addressed.  

T. Some prescribed medications require specific and legal informed consents by the 

consumer or guardian. 

1. Such consent documents, when applicable, will be noted in the consumer 

record. 

U. Persons receiving Clozaril/clozapine or FazaClo must use the SCCMHA pharmacy 

to ensure proper monitoring of this medication regimen unless distinct exceptions 

are agreed to by SCCMHA.  

 

V. Laboratory services as requested by the physician or nurse practitioner must be 

promptly facilitated by the residential provider for the consumer and any results 

delivered directly to the home or consumer must be provided to the physician or 

nurse practitioner in a timely manner. 

W. Training, written competency testing and one observable medication administration 

will be provided by SCCMHA CEU trainers relative to medication use and side 

effects for direct care staff and home managers.  

1. Staff must have specific, minimum medication training that meets 

SCCMHA requirements and observed by the home manager as competent 

to provide medication assistance to consumers.  

2. Home managers will receive competency evaluation by a SCCMHA 

Nurse(s). 
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a. Competency Evaluations of direct care staff should include at least 

ten (10), or more if deemed necessary, documented medication 

demonstration occurrences observed by the Home Manager and 

documented on a Medication & Vital Sign Administration 

Evaluation Form. 

3. Staff who demonstrate patterns of medication errors should be directed to 

receive additional training and/or re- evaluation.  

4. Staff may not participate in medication assistance in the home unless they 

are properly evaluated on competency in medication administration.  

5. It is the home manager’s responsibility to ensure that staff are properly 

trained in medication management and are following home and SCCMHA 

requirements.  

6. SCCMHA strongly recommends that new home managers directly re-

evaluate their staff to ensure competency and that all home managers 

evaluate new staff, even if they have been certified or evaluated elsewhere 

in the past.  

7. It is recommended that a minimum of five (5) documented medication 

demonstrations occur when a staff person is coming from another home. 

8. Staff must be evaluated in medication administration within ninety (90) 

days from employment. Unless home manager feels the person needs 

additional training time.   

a. The home manager may use discretion about the length of time to 

certify/ evaluate staff if there is concern the staff person is not ready 

to administer medications independently.  

9. Every three (3) years staff must attend medication renewal classes and be 

evaluated by the home manager which includes five (5) documented 

medication demonstration occurrences.  

10. If there is a break in direct care employment longer than twelve (12) months, 

Basic Medications training and re- evaluation must also occur.  

11. Home managers from residential facilities outside of Saginaw County must 

attend Home Manager Vital Sign and Medication Competency Evaluation 

and will be evaluated by the SCCMHA Nurse(s) 

12.    SCCMHA Nurse(s) has a training suppository mannequin that will be used 

for rectal suppository and enema evaluation.   At the New Home Manager 

Vital Sign and Medication Competency Evaluation and Home Manager 3-

year renewal, a Registered Nurse will demonstrate and evaluate the home 

managers in the class room setting.  The home managers will then evaluate 

their staff in the home.  Home Manager will request a suppository 

mannequin through a check-out system either at A.) the conclusion of Home 

Manager Vital Sign and Medication Competency Evaluation or B.) at the 

time of their choosing by contacting a SCCMHA nurse. The home manger 

will evaluate their staff at least one time with the use of the mannequin.  

 

***PLEASE NOTE:  prior to the rectal suppository training staff must have the 10 

oral certifications completed.   
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X. Each residential staff member will provide to individual consumers only the 

medications they have directly prepared and documented for that person in order to 

prevent and minimize medication errors and maintain the integrity of the 

medication assistance procedure. 

Y. Co-pays will not be a barrier in meeting immediate medication needs of consumers.  

1. SCCMHA will review and approve requests for financial hardship co-pay 

coverage for appropriate consumers as needed for psychotropic 

medications. 

2. Financial hardship declarations made by consumers may be provided to the 

pharmacy at the time the prescription is being filled.  

a. Co-pay coverage by SCCMHA is then subject to further SCCMHA 

confirmation based on the person’s individual financial 

circumstance. 

3. SCCMHA will treat consumers fairly with regard to co-pay coverage 

assistance when needed. 

Z. Although SCCMHA is not responsible for covering the cost of medications relative 

to medical needs, SCCMHA requests that difficulties in obtaining health 

medications be brought to the attention of SCCMHA for assistance. 

1. Home managers and primary case holders are expected to collaborate in 

these circumstances to ensure that all medications prescribed, including 

medications related to physical health, are received by the consumers. 

AA. Consumers have the right to decline medications. 

1. Home staff should immediately seek assistance on both medication errors 

as well as declinations, since implications with many medications could 

have serious health risks for individuals. 

BB. Additional and enhanced medication training is recommended, especially for home 

managers, relative to the specific medication needs of the consumers served.  

1. Residential provider programs or sites are encouraged to establish specific 

levels of advanced training in the area of medications beyond the minimum 

training provided by SCCMHA to promote the medication competence of 

residential services. 

CC. Home managers and residential staff must coordinate medication changes upon 

hospital admissions and discharges for consumers.  

1. Home staff should ensure the hospital has complete and accurate medication 

information upon admission. 
2. Home staff must also ensure they are clear about which medications will be 

continued, which medications will be discontinued and which medications 

will be newly prescribed upon hospital discharge, as part of obtaining any 

and all written discharge instructions.  
3. Whenever indicated, pharmacy, nurse practitioner or physician(s) 

clarification should be sought regarding medications upon discharge. 

DD. Medication reactions of a serious nature indicate the need for emergency medical 

attention. 

1. Home staff are obligated to ensure the proper medical attention is received 

as soon as possible in a crisis situation. 

EE. Injectable medication procedures for individual consumers must be taught by the  
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 prescribing source. 

Definitions: 

Licensed Residential Settings include SCCMHA contractors that have an Adult Foster 

Care (AFC) license with the State of Michigan. Licensed Residential setting services are 

composed of both personal care and community living supports according to MDHHS and 

Medicaid requirements.  

Specialized Residential Programs refer to those that have a specific certification along 

with the AFC license which is required for SCCMHA funding; all licensed residential 

providers under contract with SCCMHA are considered Specialized Residential Programs. 

Contraindications: Any symptom or circumstance indicating the (possible) 

inappropriateness of a form of treatment otherwise advisable. 

Controlled Substance: Any medication/narcotic that has been deemed addictive by class 

by the federal government and requires specific documentation tracking and a police report 

when missing. 

Medication Error: Any incident regarding medication including any of the following: 1) 

the proper medication is present in the home but it has an expired date; 2) medication was 

refused or expelled (or is suspected by staff to have been expelled) by the consumer; 3) a 

dosage of medication was missed/not given; 4) the wrong dosage of medication was given 

– any dosage that is either too high or too low; 5) medication was given at the wrong time 

– either too late or too early; 6) medication became contaminated, such as dropped on the 

floor or packaging was tampered with or compromised; 6) inappropriate medication was 

taken by consumer, such as consumer being in the community and reports taking something 

or is found to have taken or is suspected of taking inappropriate medication; and 7) any 

missing supply of consumer medication. 

References:  

A. Michigan Medical Assistance Manual – Substance Abuse & Mental Health Chapter 

B. Michigan Licensing Rules, R 400.14312 Resident Medications 

C. SCCMHA Policy 04.01.02 – Incident Reporting and Review 

D. SCCMHA Procedure – 09.04.03.07 Residential Provider Watch Program 

E. SCCMHA Policy – 05.06.06 SCCMHA Continuing Education Program 

F. SCCMHA Policy – Care Transitions 

G. SCCMHA Policy 10.01.01 – Hospital Discharge Planning 

H. SCCMHA Training Protocols Manual, Basic Medications 

I. SCCMHA Home Manager Resource Manual (Medications & Pharmacy sections) 

J. Residential Direct Care Staff Preliminary Training materials  

K. SCCMHA (or provider) medical record medication related forms 

L. SCCMHA Minimum Training Requirements Summary 
M. SCCMHA Incident Report Form 

N. Pharmacy Event Report 
O. Narcotic Record Sheet 

Exhibits: 

Exhibit A: Summary of who home staff should contact regarding medication issues 

Exhibit B: Medication Administration Return Demonstration Medication & Vital Sign 

Administration Evaluation Form 
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Exhibit C: Pharmacy Overview of Medication Packaging/Cycles 

Exhibit D: SCCMHA General Procedure for Preparing Medication/Medication Tip 

Sheet (laminated version to be posted in the home for staff use) 

Exhibit E: Medication Administration Record Documentation/Profiling Medication 

Dosage Tip Sheet (laminated version to be posted in the home for staff use) 

updated – replace with attachment 

Exhibit F: Medication Certification Decision Guide 

Exhibit G: Simulation Skill Sheet –  

Exhibit H: Missed Medication Tip Sheet  

Exhibit I: Return Demonstration Tip Sheet Medication & Vital Sign Administration 

Evaluation Form 

Exhibit J:   Rectal Suppository and Enema Procedure  

Procedure: 

ACTION RESPONSIBILITY 

Directs all medication dispensing and 

cycles as scheduled with homes and fills 

ordered prescriptions; alerts providers and 

SCCMHA to any medication related 

concerns.  Provides consultation to 

specific consumers, staff and providers 

when requested or indicated.  Provides 

quality management and improvement 

data to SCCMHA regarding medications 

and system issues.  Manages indigent and 

patient assistance programs for 

psychotropic medications.  Receives 

requests from consumers with financial 

hardships for co-pay coverage 

consideration by SCCMHA.  Provides 

daily dose punch card packaging for the 

home medications and related home 

orientation; will provide special packaging 

for medications as requested.  Works with 

providers to ensure medication dispensing 

schedule meets consumer needs.  Adheres 

to pharmacy legal requirements. 

 

Approves SCCMHA policies relative to 

medication management and oversees 

system compliance.  Alerts physicians or 

nurse practitioner, staff and providers to 

any medication related issues of potential 

system concern. 

 

Conduct individual medication related 

assessments and reviews; prescribe 

Pharmacy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medical Director 

 

 

 

 

 

 

Network Psychiatrists, Physicians 

Assistants, or Nurse Practitioners 



03.02.17 - Medication Management in Licensed Residential Settings, Rev. 1-10-22, Page 10 of 33 

needed medication through written orders.  

Order and review results of needed 

laboratory procedures according to 

SCCMHA Policy.   

 

Monitor individual medication response 

and reactions.  Receive feedback from 

consumers/families/staff and providers on 

medication outcomes.  Consult with home 

providers and staff as appropriate and 

respond to staff, home or pharmacy 

requests relative to medication issues. 

 

Reviews medication policy and procedure 

and medication error information from 

SCCMHA system incident reports and 

related data; recommends preventative 

actions and quality improvements.  

 

Participate in required medication training 

and maintain proper medication skills 

certification according to SCCMHA 

policy.   

 

Adhere to home and SCCMHA 

procedures regarding medication 

management.   

 

Ensure individuals keep physician 

appointments.   

 

Submit consumer prescriptions and 

discontinued medication orders to 

pharmacy for medications in a timely 

manner.   

 

Obtain appropriate authorization and 

written documentation for any new or 

discontinued medication orders.   

 

Carefully transcribe orders to consumer 

medication record documents.   

 

Take routine proper precautions to ensure 

correct medication and dosage is given to 

and taken by consumers.   

 

 

 

 

 

Residential Providers/Direct Care Staff, 

Primary Record Holders 

 

 

 

 

 

 

Health Care Integration Committee, & 

Residential Watch Committee 

 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 
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Use proper hygiene when giving 

medications and accurate measuring tools 

when giving liquid medicines.   

 

Document medication given to 

individuals, including any related 

observed changes, side effects, 

declinations and errors.  

 

Complete a written incident report each 

and every time a medication error occurs 

as soon as noted, regardless of which staff 

are involved.   

 

Report or seek consultation on specific 

medication concerns for individuals 

promptly, including any consumer 

questions, whenever indicated.    

 

Notify case manager/supports coordinator 

of medication changes, errors or problems, 

including medication coverage or 

physician appointment needs.  

 

Respond immediately to any medication 

related emergencies.   

 

Adhere to medication disposal procedures.   

 

Maintain proper control of all 

medications, including controlled 

substances.  

 

Notify the pharmacy of any consumer 

address changes, including both new and 

moving residents.   

 

Attend medication review appointments 

with individuals and facilitate mutual two-

way communication between the home 

and physician staff regarding medication 

related issues of concern during and/or 

between medication review sessions.   

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

Residential Providers/Direct Care Staff 

(including Home Managers),  & Primary 

Case Holders 
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Ensure comprehension of orders at end of 

medication reviews and or inpatient 

discharges and ask any questions of the 

physician if indicated. 

 

Provide critical required oversight of all 

aspects of home management of 

medication, including control and 

thorough and accurate documentation and 

reporting.   

 

Supervises direct care staff in all aspects 

of medication skill competence and policy 

compliance in the home.    

 

Initiates and implements any home or staff 

needed corrective action plans relative to 

medication procedures or performance in 

a timely manner.    

 

Reviews home trends and practices and 

seeks to continually implement quality 

improvements to prevent medication 

errors and associated risks.   

 

Ensures that staff members have accurate 

information regarding possible side effects 

for medications taken by consumers.   

 

Reinforces to all staff that all medication 

errors are to be promptly and accurately 

reported in a written incident report to 

SCCMHA with no exceptions.    

 

Maintains proper medication training and 

skill evaluations for staff and self; directly 

supervises and accurately evaluates home 

staff through demonstration of medication 

competency.   

 

Serves as lead communication resource to 

SCCMHA and seeks medication related 

clarifications whenever indicated.   

 

Ensures that the home has sufficient 

procedures and staffing coverage to attend 

Residential Providers/Direct Care Staff 

(including Home Managers) 

 

 

 

Home Managers 

 

 

 

 

 

Home Managers 

 

 

 

Home Managers 

 

 

 

 

Home Managers 

 

 

 

 

Home Managers 

 

 

 

Home Managers 

 

 

 

 

Home Managers 

 

 

 

 

 

Home Managers 

 

 

 

Home Managers 
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to medication issues, including proactive 

filling of prescriptions.   

 

Receives orientation from pharmacist and 

consultation as requested.   

 

Ensures missing narcotics are properly 

reported; seeks SCCMHA assistance as 

needed. 

 

Conduct nursing assessments for 

identified persons.  Visit consumers in 

their home and provide individual home 

or consumer consultation as needed and 

relates to the consumer plan.  

 

Provide administrative consultation to 

SCCMHA on medication related training 

and procedures.  Report any observations 

of training needs to Residential Watch 

Committee and/or Continuing Education 

Unit 

 

Participates in the SCCMHA monitoring 

process of homes and identifies any 

medication adherence concerns. 

 

Ensures home has current PCP, including 

any medication related and health content.   

 

Coordinates services and responds to 

home needs and requests to meet 

consumer needs.  Participates in 

SCCMHA monitoring of medication 

procedure compliance in homes and 

identifies any areas of concern to 

SCCMHA supervisors or administration.  

Communicates with consumer treatment 

team on medication and health concerns 

and coordinates same with the prescribing 

physician.  Assists the home staff or 

manager in problem solving on 

medication issues or concerns. 

 

Provides Basic medication training, 

related written competency testing and 

 

 

 

Home Managers 

 

 

Home Managers 

 

 

 

Nursing Staff 

 

 

 

 

 

Nursing Staff 

 

 

 

 

 

 

Primary Case Holders 

 

 

 

Primary Case Holders 

 

 

Primary Case Holders 

 

 

 

 

 

 

 

 

 

 

 

 

 

Continuing Education Unit 
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one observable medication administration. 

Provide training records and reports.  

Provides consultation to home managers 

on staff medication competencies on an 

individual basis as requested or indicated.  

 

Evaluates home managers on medication 

and vital competency. 

 

Arranges enhanced medication specific 

learning opportunities sponsored by 

SCCMHA which are open to staff and 

providers. 

 

Determine and address serious at-risk 

situations for consumers in homes relative 

to medication compliance.  Recommend 

and direct appropriate system actions as 

indicated to ensure consumer safety. 

 

Reviews medication administration 

records as part of the annual on-site audit 

process and follow-up.  Participates in the 

SCCMHA medication related compliance 

performance monitoring of home 

providers.  Issues provider site sanctions 

whenever appropriate. 

 

Investigates, issues reports and 

recommends actions pertaining to any 

consumer rights violations, which include 

any appropriate medication issues. 

Routinely reviews incident reports, 

including medication related matters. 

 

 

 

 

 

 

SCCMHA Nurse(s) 

 

 

Continuing Education Supervisor 

 

 

 

 

Executive Director of Clinical Services & 

Programs  

Director of Network Services, Public 

Policy & Continuing Education and 

Director of Recipient Rights 

 

Auditing Unit/Network Services & Public 

Policy Department 

 

 

 

 

 

 

Recipient Rights Unit 
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The following is a summary of who the home staff should contact regarding medication issues: 

WHO TO 

CONTACT FOR ↓ 

Physician, 

Physician 

Assistant, or 

Nurse  

Practitioner 

Pharmacist Case 

Manager/Supports 

Coordinator 

Examples: 

Prescription Order  X X Cannot read; want to 

confirm accuracy; obtain 

copy of order. 

Insufficient 

Medications 

 X X Out (or will soon be out) 

of needed medication 

supply. 

Medication Side 

Effect 

X               or X X Observation of consumer 

symptoms and behavior of 

potential concern. 

Medication Error X               and  X Too many, too little, 

wrong dosage or no 

medications given as 

ordered, including when. 

Consumer Medication 

Refusal 

  X Resident refuses or expels 

(or may have expelled) 

medications. 

Medication 

Contraindications 

X               and X  Conflicting physician 

orders, duplicate 

medication orders.  

Laboratory X   Results of lab tests to 

report. 

Unfunded 

Medications 

  X Client has medication 

needs (including general 

health) but no funds to 

cover cost or co-pay. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Exhibit A 
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Exhibit B 
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                                              500 Hancock, Suite 100, Saginaw MI  48602 
 Phone 989.793.3130 
 Fax 989.793.3133 

  
TO:  ########## 
 
FROM:  GENOA HEALTHCARE 
 
DATE:  ########## 
 
RE:  Overview of “cycle dates” and packaging of medications 
 
 Welcome to Genoa Healthcare, we thought it would be a good 
idea to send out a review of our processes involving cycle dates and 
how the medications are packaged. Please take time to read through 
this document as it is intended to clarify some of the most frequently 
asked questions. Please share with all appropriate staff members in 
the home and feel free to call us with any questions. 
 

 Each home is assigned a “cycle date” on which they are 
supposed to start administering their monthly medications. Each 
month 7-10 business days before the home’s cycle date, the home 
manager or med coordinator sends Genoa Healthcare their reorder 
request form. This form contains a list of each patient and the routine 
and as needed medications the home will need for the upcoming 
month. It is the home’s responsibility to make sure they ask for 
everything they need in the appropriate quantities to avoid excess 
deliveries and possibly extra charges. Genoa Healthcare will then fill 
and package the medications and deliver to the home two days in 
Advance of the cycle date to allow the home time to check in the 
order and make sure everything they asked for is there. This also 
allows the home time to ask any questions or get any clarification 

Exhibit C 
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they may need before the cycle starts. It is possible that the order 
may be accompanied by an incomplete order form. This form serves 
to alert the home of any medications that are not included in the order 
and a reason why. Most of the time this is due to a no refill situation 
or the medication requires a prior authorization to the insurance by 
the physician or nurse practitioner.  In both cases Genoa Healthcare 
will notify the physician or nurse practitioner and wait for a resolution.  

While checking in the order, the home may notice some of the 
labels are highlighted on the portion that says “no refills”.  This is to 
alert the home staff that there are no refills left on that particular 
medication and the home has a month before the next cycle to 
schedule doctor appointments etc. to make sure new prescriptions 
are acquired. When processing your order, if the home requests a 
medication that has no refills left, Genoa Healthcare will contact the 
home to see if a new prescription is in the home. If there is not a new 
prescription, Genoa Healthcare will contact the physician or nurse 
practitioner and try and obtain the new prescription.  

It is expected that once the cycle date arrives and the home 
starts using the new medications that they start by punching out the 
bubble that corresponds to the beginning of the cycle date. For 
example, if a homes cycle date is the 9th of the month, they will start 
their new cycle using bubble number 9 on the morning of August 9th. 
They will proceed to follow the calendar up to bubble 31 which 
corresponds to August 31st and then continue with bubble 1 
corresponding to September 1st and end on bubble 8 which would 
correspond to September 8th. The new order for the next month will 
arrive at the home no later than September 7th and the home will 
start using the new supply of medications on September 9th.  

Genoa Healthcare will always try to dispense enough days 
supply of medications with the cycle to match the number of days in 
that particular month (unless there is not enough tablets or capsules 
left on the prescription and the physician or nurse practitioner won’t 
refill it or if insurance constraints don’t allow us to bill for a 31 day 
supply). 

  Throughout the month a home might receive a new 
prescription from the physician or nurse practitioner. This should be 
forwarded to the pharmacy and we will dispense enough to get up to 
the next cycle date. For example, if the cycle date is the 9th and we 
receive a new prescription on the 2nd, we will dispense medications 
packaged in bubbles 2-8 so the new medication stays on track with 
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the rest of the cycle. The only time a new order will not be packaged 
according to the date will be new orders received throughout the 
month that do not have refills. These will be packaged in the whole 
amount written for and therefore the patient only pays one co pay.  

There are a few exceptions where a medication will not be 
packaged according to the date. Clozaril is only dispensed every 1, 2, 
or 4 weeks and will be packaged in bubbles 1-7, 1-14 or 1-28 
respectively. School doses are divided up into two cards. One is 
packaged 1-11 which the home uses on the weekends when the 
patient is home from school and the other card is packaged 12-31 for 
when the patient is at school. PRN or as needed doses are packaged 
in the amount the doctor or nurse practitioner wrote for and will be 
used by the home on an as needed basis. As mentioned above, new 
orders with no refills will just be filled as is and packaged accordingly 
without regards to dates. Every other day medications will be 
packaged in odd numbered bubbles. The last exception to packaging 
would be medications with defined stops like antibiotics or pain 
medications or any short term medication. If the doctor writes for 
Amoxicillin 500mg take one capsule three times a day for 7days 
(which is 21 doses), pharmacy will package in one card in bubbles 1-
21. Some homes prefer that these short term medications be 
packaged in traditional vials so the numbering on the bubble packs 
does not confuse home staff. 
 The homes are provided with MAR (medication administration 
records) on a monthly basis. The home is responsible for writing in 
new orders that may arise throughout the month as pharmacy cannot 
print out a new MAR every time there is a change. New MARs are 
printed out around the 20th of each month and are sent out by the first 
of the month so any new orders that may come in after the 20th may 
not appear on the MAR until the next time around. 
 
 If you have any questions please call the pharmacy for 
clarification or if you’d like to set up an in-service. Our normal hours 
of operation are Monday thru Friday 8:30am to 5:30pm.  
 
Thanks, Genoa Healthcare Staff 
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GENERAL PROCEDURE FOR PREPARING MEDICATION 
 

1. Check each person’s medication record to see if he/she is scheduled to receive medication 
on your shift.  Check the person’s record to make sure there have been no medication 
changes. 
 

2. Prepare one person’s medication at a time. 
 

3. Select the medication administration record according to the time and day medications are to 
be given. 
 

4. Clean off the work area. 
 
5. Wash your hands using proper hand washing technique. 

 
6. Before the container is taken from the storage area compare the label of the medication 

container with the medication record. 
Ensure accuracy by checking: 
 The right person 
 The right medication 
 The right dose 
 The right time 
 The right route 
 

7. Before the medication is removed from the container compare the label of the medication 
container with the medication record  
Again check: 
 The right person 
 The right medication 
 The right dose 
 The right time 
 The right route 
 

8. Remove the medication from the container according to time and date and into a medication 
cup.   
 

9. Before the medication is returned to the storage area compare the label of the medication 
container with the medication record  
Do the third check of: 
 The right person 
 The right medication 
 The right dose 
 The right time 
 The right route 

10. Write your first name initial in the appropriate box on the medication record to indicate the 
medication was taken from the container. 

 
11. Follow special instructions written on the label or attached to the container (e.g. shake, warm, 

do not take with milk).   
 
12. Offer the medication to the person.  Offer water with oral medications. Observe the person to 

ensure he/she has swallowed the medication. 
13. Sign your last name initial in the appropriate box on the medication record to indicate the 

medication was given. 
14. Wash your hands using proper hand washing technique before assisting the next person with 

his/her medications. 

Exhibit D 
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Medication “Nevers” 
 

1. NEVER give a person any medication that has not been prescribed by a 
person licensed to prescribe. 

2. NEVER use a medication ordered for one person to treat another. 
3. NEVER give a medication to one person from another person’s prescription 

bottle. 
4. NEVER pour medication from one bottle to another or relabel a bottle. 
5. NEVER force a medication. 
6. NEVER give a medication without an order. 
7. NEVER give out a medication you did not “set up”. 
8. NEVER change a pharmacy label. 
9. NEVER return an unused dose of medication to the bottle. 
10. NEVER cut an unscored tablet. 
11. NEVER leave medication cabinets unlocked or medications unattended. 
12. NEVER call medications “candy”. 
13. NEVER take a telephone medication order from a physician or NP. 
14. NEVER mix medications together unless directed to do so by the prescriber. 
 
 
 

When NOT to Give Medications 
 
1. If the medication record is missing. 
2. If there is not a legible pharmacy label. 
3. Person exhibits a dramatic change in status: seizures, unconsciousness, 

difficulty breathing or any other change that appears to be life threatening. 
4. If you have any doubt that you have the right person, medication, dose, time 

or right route, get assistance from your supervisor before giving the 
medication. 

5. If the person declines to take the medication.  Offer the medication in a 
positive way, explain the importance but never force the person to take the 
medication.  He/she has the right to refuse. Notify your supervisor and 
immediately document the incident. 

 
 

Frequently Used Abbreviations 
 

Q = every    mg. = milligrams 
d = day    PO = by mouth 
h = hour    X = times 
b.i.d. = twice a day             ml = milliliter 
t.i.d. = three times a day  cc= cubic centimeter 
q.i.d. = four times a day  X = times 
h.s. = bedtime   PO = by mouth 

p.r.n. = as needed 
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Medication Certification Guide 

 

1. The ultimate goal is to ensure that the people who live in the home receive their 

medications accurately and safely every time by staff who demonstrate 

competence and knowledge about the medications, the person and the route that 

the medication is given. 

 

2. The purpose of ten supervised medication demonstrations is to build and 

strengthen the staff’s knowledge and ability to assist the person with his or her 

medication with 100% accuracy every time medications are given.  Only with 

supervised practice can a person develop the expertise required to safely and 

skillfully assist with medications.   

 

3. Supervised medication demonstrations include only those routes that are used 

during the time period the return demonstration takes place.  If no one is 

prescribed nasal spray, that route cannot be “checked off”. 

 

4. One supervised demonstration is defined as the staff person performing three 

checks of the five rights for the medications during one time period.  For 

example, one staff giving consumers their 8:00 AM medications would be 

considered one return demonstration.  Giving consumers their 12:00 PM 

medications would be considered return demonstration number two. 

 

5. The goal is not to get all ten return demonstrations completed in the shortest time 

period possible so that there is a certified med passer in the home.  The goal is to 

supervise medication passing enough times and over a long enough period of 

time that the home manager is sure that the staff has acquired and integrated 

medication skills that are unsurpassed. 

 

6. The staff being supervised must practice putting his or her initials on the MAR as 

taught in the SCCMHA Basic Medications training; the med passer’s first initial 

is put on the MAR after the second check of the five rights when the medication 

is placed into the medication cup.  The second initial of the med passer’s name is 

placed on the MAR after it has been ensured that the consumer has swallowed the 

medication.  Licensing, Office of Recipient Rights and SCCMHA Auditors need 

to be able to look at the MAR and know at a glance who is a trained med passer 

and who is being observed.  Therefore, the home manager must initial the med 

pass somewhere near the staff person’s initials or otherwise indicate on the MAR 

that the person has completed a supervised med pass.  To keep consistency across 

the network, the use of separate forms is discouraged. 

 

7. We recognize that some routes are extremely difficult to conduct ten supervised 

med passes.  The SCCMHA Continuing Education Unit has purchased a training 

mannequin that will be used for rectal suppository and enema certification.  An 

SCCMHA Registered Nurse will certify the home manager during Home 

Manager training or Home Manager renewal training and the Home Manager will 

Exhibit F 
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then certify their staff by scheduling the use of the mannequin with the SCCMHA 

Registered Nurse and completing at least one certification using the mannequin.     
 

**** PLEASE NOTE- Staff must have completed the 10 oral certifications prior 

to certification of rectal suppositories or enemas.   

 

8. For return demonstrations for elixirs, the Home Manager could consider asking 

their pharmacy for an empty elixir bottle with a label that is intended for training 

purposes.  Fill the elixir bottle with water and supervise staff in “passing” the 

liquid medication to another staff, ensuring the triple check of the five rights and 

the procedure as written.  The pharmacy can also supply a blank MAR for 

transcribing and staff initialing.  This way, staff can complete part of the return 

demonstrations in between actual prescribed elixir times. 

 

9. For other routes including eye drops, ear drops, and nasal spray, there is a good 

chance that not every staff will be certified in these routes if the mediation is 

prescribed for a limited number of days.  There is no rule requiring every staff be 

certified in every route within a certain time period.  Make it a goal to get a core 

group of staff certified then work with other staff as time permits. 

 

10. Home Managers are encouraged to use creativity in scheduling staff to complete 

the return demonstrations.  Some ideas include: 

 

a. Temporarily adjust staff schedules to overlap medication times.   

b. Divide the return demonstrations between two staff during one time 

period.  For example, supervise one staff passing medications for three 

consumers for 8:00 AM meds and another staff passing medications for 

three other consumers for 8:00 AM meds. 

c. Take advantage of times such as staff meetings and in-services and 

schedule the meeting time adjacent to a time when meds will need to be 

passed.  Complete a return demonstration while the person is in the home 

for the meeting or in-service. 

 

11. Staff successfully completing the Medication Three Year Renewal are expected 

to have five supervised medication return demonstrations.  This is to make certain 

that staff continue to follow the procedure for medication administration as 

outlined in the Medication for Residential Settings policy.  By signing the 

contract with SCCMHA, it is agreed that staff will follow the medication policy 

as written. 

 

12. Staff moving to a different group home within the company should have one 

supervised medication return demonstration.  Additionally, staff should be in-

serviced on the medications in the home including the classification of each 

medication and what the medication is used for.  If the Home Manager feels that 

the transferring staff is not performing to the standards as written, the Home 

Manager can require additional supervised return demonstrations and/or ask that 
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the person go back through Basic Medications class.  Staff moving from another 

company should have five (5) supervised medication return demonstrations if 

there has been less than a 12 month break in employment.  If more than a 12- 

month break, the employee must attend group home training as a new employee. 

 

13. The Home Manager is the only individual who can conduct the return 

demonstrations.  If the Home Manager has to be away from the home for an 

extended period such as for sick leave or maternity leave, SCCMHA Continuing 

Education Unit should be contacted to discuss alternatives. 

 

14. Veteran staff who were checked off by a Registered Nurse as part of their Basic 

Medication class do not need to complete 10 additional supervised return 

demonstrations with the Home Manager.  These individuals DO need to complete 

three-year renewal classes with 5 return demonstrations as written in the policy.  

SCCMHA Continuing Education Supervisor may be able to supply a copy of the 

original transcript if required by Auditing. 

 

15. If the Home Manager fails the three-year renewal class, the home manager will 

not be authorized to conduct return demonstrations  
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Exhibit H 

Missed Medication Tip Sheet 

FACT:  Not administering medication as it is prescribed can result in serious and 
sometimes life-threatening consequences. 
FACT:  Licensing Rule 312 (4) (f) states “Contact the appropriate health care professional 
if a medication error occurs or when a resident refuses prescribed medication or 
procedures and follow and record the instructions given”.   
FACT:  An incident report must be completed whenever a medication error or refusal 
occurs. Licensing must be notified along with the Office of Recipient Rights. 

 

 

 

 

                                                                

                                                               

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medication is not 
administered at the right 

time. 

Is the medication more than one-
half hour (30 minutes) late? 

YES 
 

NO 

Contact the prescribing 
physician or pharmacy. 

Record and follow the 
instructions given. 

Contact licensing and the 
Office of Recipient Rights. 

Complete an Incident 
Report and submit as 

required. 

Note action taken on the 
back of the MAR. 

Administer the medication 
using the three checks of 

the five rights. 
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New Hire – never worked in LR Facility Minimum of 10 occurances of observed 
medication passes after successful completion 
of Recipient Rights, Basic Health,  and Basic 
Meds. 
 
Only routes currently used in the home must be 
observed.  Other routes may be simulated over 
time.  There is no time frame for simulations 
but keep in mind: 

• At least one med passer per shift must 
be checked off for each route currently  
in use in the home. 

• Staff must have a minimum of 10 
occurances of observed medication 
passes for that route. 

• Staff will receive an overview on 
administration of rectal suppositories 
by an SCCMHA Registered Nurse in the 
Basic Medications Training.  Home 
Managers will certify their staff  with 
use of the training mannequin at least 
one time. 

Active staff transfer within the company Recommended at least one observed 
medication pass of each route used in the 
home.  Home Manager must determine if more 
observation is needed before  certifying the 
staff to administer meds. 

Active staff hired from another company 
within the county – less than 12 months 
break in employment 

Minimum of 5 occurances of observed 
medication pass of each route used in the 
home.  Home Manager must determine if more 
observation is needed before  certifying the 
staff to administer meds. 

Staff hired from another company within the 
county with 12 months or more break in 
employment or staff hired from within the 
company with 12 months or more break in 
employment or staff hired from another 
county regardless of employment status. 

Must be considered a new hire and follow the 
guidelines for New Hire – never worked in LR 
Facility. 

Other 

• The R.N. does not have to certify Home Managers nor do Home Managers “work under” 

the R.N.’s license.  New Home Managers are required to take Home Manager Competency 

Training with the SCCMHA Trainers.  At the end of this competency training, Home 

Managers are tested on the ability to follow the medication pass protocols and observe 

their direct care staff.  Home Managers repeat this training no less than every three years. 

• If a route is not used in the home, it is not required that all staff complete 10 observed 

administrations.  There is a very good chance that staff will forget the important steps of 

administering the medication if the route is not administered on a regular basis.  Instead, a 

core group of staff must be proficient in all routes over time with the understanding that at 

least one staff per shift has successfully completed the route observations.  Infrequently 

Return Demonstration Tip Sheet 

Exhibit I 
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Purpose: 

The purpose of this policy is to delineate the expectations for medication reviews, during 

which consumers are evaluated, assessed, and monitored for therapeutic response, potential 

side effects, and the need to continue the current pharmacotherapy, or change the 

prescribed medication regimen, to encourage a resolution or prevention of targeted 

symptoms or behaviors. The purpose of this policy is also to define the expectations of the 

type and how often laboratory tests should be ordered, drawn, and reviewed for consumers 

of SCCMHA services.   

Policy: 

Prescribers within the SCCMHA Provider Network shall adhere to the standards set forth 

in this policy in order to provide consumers with optimum care while conducting 

medication reviews.  

Application: 

This policy applies to all prescribers in the SCCMHA Provider Network.  

Standards:  

A. The SCCMHA Network of licensed prescribers shall adhere to this policy by 

evaluating and monitoring consumers of SCCMHA services who are receiving 

medications prescribed by SCCMHA network licensed prescribers in order to 

ensure safety and efficacy of the medications.  

1. The frequency of said reviews shall depend upon the degree of severity of 

the consumer’s disability/disorder, whether multiple medications are 

provided, or when other contraindications exist. 
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2. Medication reviews shall be conducted every 3 months at a minimum. 

3. Upon request, a consumer who is stable may be seen every 3-6 months. 

a. This shall be reflected in medication review notes. 

4. If needed, a consumer may be seen on a more frequent basis. 

B. SCCMHA policies and procedures will consistently seek to promote the health, 

well-being and safety of persons served. 

C. All SCCMHA network providers and staff members have a responsibility to 

observe, monitor, support, document, report and/or address health conditions and 

risks to consumers. 

1. Case Holders shall inquire about medication changes at every contact with 

the consumer (e.g., “Have there been any changes to your medications since 

we last met?” “Are you taking any new medications [over-the-counter or 

prescribed] or dietary supplements?”). 

a. Case Holders shall document medication and dietary supplement 

changes they learn of in a progress note and send a copy of the note 

to the nurse. 

b. The nurse shall inform the prescriber (psychiatrist or PA) of the 

change(s). 

D. An RN/LPN/PA/NP/MA or licensed pharmacist shall review with the consumer all 

medications they are taking, including over-the-counter medications, and document 

this information in the electronic medical record as a Medication Reconciliation 

prior to medication reviews conducted by a psychiatrist, RN, NP, or PA. 

E. Primary health care coordination will be promoted and documented by SCCMHA 

network providers. 

1. SCCMHA Network psychiatrists/prescribers shall review all medications 

prescribed by other physicians/prescribers as well as over-the-counter 

medications and any dietary supplements the consumer is taking.  

F. Adverse and allergic reactions to medications or other medical treatments will be 

reported to the prescribing psychiatrist/practitioner by the appropriate provider and 

highlighted in the consumer’s electronic health record. 

G. All known and suspected allergies will be recorded in the medical record at intake 

and as they arise.  

1. Follow-up shall be provided by a nurse or the psychiatrist. 

2. If evidence develops to suggest otherwise, lists of allergies shall be revised. 

a. Lists of allergies shall be reviewed or updated as indicated. 

H. Psychiatrists/prescribers will check the Michigan Automated Prescription System 

(MAPS) for medications being prescribed elsewhere for the consumers.  

1. A link to MAPS can be found in the Medication Review section of the 

SCCMHA electronic health record. 

I. Treatments for acute or chronic health conditions (other than behavioral health 

conditions) will be directed by the consumer’s primary care provider.  

1. Case Holders shall obtain information regarding chronic health conditions 

from the consumer’s PCP and forward them to the nurse to add to the 

diagnosis section of the EHR. 

J. SCCMHA treatment team members document information in the electronic health 

record in a timely and accurate manner. 
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1. Documentation of mental health conditions will be specific to each 

individual consumer as needed. 

K. The treating psychiatrist will be briefed by treatment team members regarding 

consumer specific health conditions and related instructions prior to service 

provision. 

L. All treatment team members are expected to be observant regarding any health 

changes experienced by consumers, including discomfort and unusual or abnormal 

signs or symptoms. 

1. Team members shall document and seek assistance or treatment as 

appropriate to the urgency or seriousness of the symptoms. 

M. While services and supports are provided by the entire treatment team, medication 

issues are addressed by the treating psychiatrist or on-call nurse, in case of 

emergency. 

1. In the absence of the psychiatrist, an RN/LPN, licensed physician assistant, 

nurse practitioner, under their scope of practice and under the supervision 

and delegation of a physician, may conduct a medication review and AIMS 

testing and consult with the psychiatrist by phone regarding medication 

issues as needed once an initial psychiatric evaluation has been performed 

by the designated treating psychiatrist.  

NOTE: The American Psychiatric Association (APA) discourages 

accepting the inpatient psychiatric evaluation as beginning of 

outpatient treatment, unless the doctor is the same for both the 

hospital and outpatient setting as the consumer may present 

differently at the time of inpatient psychiatric treatment from post 

discharge to community psychiatry.  

Definitions: 

Adverse Reaction: Any harmful effect on the body of therapeutic drugs, drugs of abuse 

or the interaction of two or more pharmacologically active agents within a short time span; 

drugs most likely to create adverse reactions include hypnotics, central nervous system 

stimulants, antidepressants, tranquilizers, and muscle relaxants.  Any adverse reaction is 

any harmful, unintended effect of the medication, diagnostic test or therapeutic 

intervention. 

Allergic Reaction: An unfavorable physiologic response to an allergen to which a person 

has previously been exposed; the response may be characterized by a variety of symptoms, 

and may be immediate or delayed.  

Allergy: A hypersensitive state acquired through exposure to a particular allergen, re-

exposure bringing to light an altered capacity to react; allergies may be classified as 

immediate and delayed.  

Extrapyramidal Side Effects (EPS): Physical symptoms, including tremor, slurred 

speech, akathisia, dystonia, anxiety, distress, paranoia, and bradyphrenia, that are primarily 

associated with improper dosing of or unusual reactions to neuroleptic (antipsychotic) 

medications. 

Health Risk Condition: A condition that potentially compromises the consumer’s 

personal safety or health if not addressed. 

http://www.medterms.com/script/main/art.asp?articlekey=504
http://www.medterms.com/script/main/art.asp?articlekey=349
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Health or Safety Concern: Any situation or circumstance that causes a consumer or other 

involved persons to express a need to change a current pattern of behavior or health 

practice, based upon their observation that the consumer has evidenced specific risk. 

Licensed Pharmacist: An individual licensed under the Michigan Public Health Code to 

engage in the practice of pharmacy, which includes the encouragement of safety and 

efficacy in the prescribing,  dispensing, administering, and use of drugs  and related articles 

for the prevention of illness, and the maintenance and management of health. Practice of 

pharmacy includes the direct or indirect provision of professional functions and services 

associated with the practice of pharmacy. Professional functions associated with the 

practice of pharmacy include the following: (a) The interpretation and evaluation of the 

prescription. (b) Drug product selection. (c) The compounding, dispensing, safe storage, 

and distribution of drugs and devices. (d) The maintenance of legally required records. (e) 

Advising the prescriber and the patient as required as to contents, therapeutic action, 

utilization, and possible adverse reactions or interactions of drugs. 

Licensed Practical Nurse (LPN): A person who has graduated from an accredited school 

of nursing and has become licensed to provide basic nursing care under the supervision of 

a physician or registered nurse. 

Medical Assistant (MA): A person who verifies patient information by interviewing 

patient; recording medical history; confirming purpose of visit. Prepares patients for 

examination by performing preliminary physical tests; taking blood pressure, weight, and 

temperature; reporting patient history summary. 

Medication Check: For purposes of this policy, a Medication Check is conducted during 

each consumer contact by a Case Holder and consists of asking the consumer whether they 

have had a changes to their medication regimen since their last contact with the Case 

Holder. This includes over-the-counter medications and dietary supplements. 

Medication Reconciliation: The process of identifying the most accurate list of all 

medications that the patient is taking, including name, dosage, frequency, and route, by 

comparing the medical record to an external list of medications obtained from a patient, 

hospital, or other provider. 

Medication Review: According to the Michigan Medicaid Provider Manual, a medication 

review consists of evaluating and monitoring medications, their effects, and the need for 

continuing or changing the medication regimen. A physician, physician assistant, nurse 

practitioner, clinical nurse specialist, registered nurse, licensed pharmacist, or a licensed 

practical nurse assisting the physician may perform medication reviews. Medication 

review includes the administration of screening tools for the presence of extra pyramidal 

symptoms and tardive dyskinesia secondary to untoward effects of neuroactive 

medications. 

Nurse Practitioner (NP): A registered professional nurse who is authorized by the State 

in which the services are furnished to practice as a nurse practitioner in accordance with 

State law; and is certified as a nurse practitioner by a recognized national certifying body 

that has established standards for nurse practitioners.  

Physician Assistant (PA): An individual who has graduated from a physician assistant 

educational program that is accredited by the Commission on Accreditation of Allied 

Health Education Programs; or has passed the national certification examination that is 

administered by the National Commission on Certification of Physician Assistants; and is 

licensed by the State to practice as a physician assistant. PAs perform services under the 
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general supervision of a physician. (The supervising physician need not be physically 

present when the PA is performing the services unless required by State law; however, the 

supervising physician must be immediately available to the PA for consultation.). 

Psychiatrist: A licensed medical doctor (MD) or doctor of osteopathy (DO) with 

appropriate residency training and a certificate of completion. 

Registered Nurse (RN): A nurse who is currently licensed to practice in the State where 

he or she practices and is authorized to perform the services of a clinical nurse specialist in 

accordance with State law 

Wellness: A proactive approach to health promotion that encourages positive health 

behaviors and increases awareness of potential health risks through education. 

References:  

A. Michigan Automated Prescription System (MAPS): 

https://www.michigan.gov/lara/0,4601,7-154-89334_72600_72603_55478---

,00.html 

B. Michigan Medicaid Provider Manual: https://www.michigan.gov/mdhhs/0,5885,7-

339--87572--,00.html 

C. SCCMHA Policy 03.02.01 – Health Care Integration 

D. SCCMHA Policy 09.09.04.05 – AIMS Testing 

E. SCCMHA Policy 09.06.04.06 Medication Reviews by Non-Physician Health Care 

Professionals 

F. SCCMHA Policy 09.06.04.08 – Consent to Treat with Medications 

G. SCCMHA Policy 10.01.01.01 – Care Transitions 

Exhibits: 

A. Copy of medication review from the electronic health record for person with a 

developmental disability 

B. Copy of medication review from the electronic health record for person with a 

mental illness 

C. Laboratory Testing Protocol 

D. Guide to E/M Codes for Billing 

E. Body Mass Index (BMI) and Table 

F. Protocol for Tracking Laboratory Orders 

Procedure: 

ACTION RESPONSIBILITY 

Logs into the electronic health record for 

the specific consumer. 

Meets with the consumer per appointment 

or per request for urgent medication 

review. 

Reviews with the consumer past 

medications used, their effectiveness, side 

effects experienced and any past allergic or 

adverse reactions, if applicable. 

Asks the consumer about current or past 

co-existing medical conditions (including 

Designated Medication Reviewer 

(RN/LPN/PA/NP/MA/licensed 

pharmacist) 

 

 

 

 

 

 

 

 

https://www.michigan.gov/lara/0,4601,7-154-89334_72600_72603_55478---,00.html
https://www.michigan.gov/lara/0,4601,7-154-89334_72600_72603_55478---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339--87572--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339--87572--,00.html
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potential for pregnancy), other prescription 

or over the counter medications used, 

including herbal supplements.  

Documents the name of the medication, 

dosage, frequency, instructions for use and 

the prescribing physician.  

 

Enters the consumers’ additional physical 

medical issues/medication information in 

the electronic medication record as a 

medication reconciliation at each visit. 

 

Ascertains whether client is using drugs or 

alcohol and further evaluates for potential 

misuse issues if needed during the 

medication review or at any time. 

 

Addresses family planning issues with 

consumers of child bearing age and 

prescribes medications in accordance with 

specific needs/concerns of the consumer. 

If pregnancy is suspected or identified, 

coordinates care with the consumer’s 

general health care provider to determine 

needs and safety of medication. 

Reviews the current needs of the consumer, 

their current medications, and uses 

consumer feedback to determine the 

consumer’s understanding of the need for 

medication.  

 

Conducts an assessment to ensure that 

medication is being taken as prescribed, if 

there is relief of the targeted symptoms, and 

if there are any adverse side effects being 

experienced. Medication changes will be 

made accordingly.  

 

Reviews current laboratory tests, noting 

any specific drug levels for medications as 

noted on the Laboratory Testing Protocol 

(Exhibit D). 

Orders specific lab work as needed to 

ensure safe practice and monitoring of the 

client. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interdisciplinary Team Member 

 

 

 

 

Psychiatrist or Designated Licensed 

Practitioner 

 

 

 

 

 

 

 

 

 

 

 

 

 

Psychiatrist or Designated Licensed 

Medication Reviewer  

 

 

 

 

 

Psychiatrist/NP/PA 
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May request the clinic RN/LPN or MA to 

complete the lab form and advise the 

RN/LPN or Medical assistant of the labs 

needed.  

 

Enters the medication refills, changes or 

discontinuation of medications into the 

Sentry E-Prescribing system; may provide 

the consumer with a copy of the sent 

prescriptions.  

 

May direct the RN/LPN/Nursing Staff or 

Medical A to provide the consumer with a 

copy of the prescription(s) sent by the 

psychiatrist or confirm that the 

prescription(s) were sent to the pharmacy 

through Surescripts. 

 

Reviews any medication changes with the 

consumer/guardian/care provider to ensure 

understanding, adherence and safety. 

Documents the details and findings of the 

medication review in the electronic health 

record in the Medication Review Note 

section.  

 

Completes as much information as s/he is 

able and adds narrative comments as 

needed to provide additional details, or 

consumer specific statements.  

NOTE: Documentation in the electronic 

health record shall include: consumer 

name; case number; date; relevant 

consumer statements indicating 

response or lack of response to current 

treatment; medications currently taken 

by the consumer; medication 

adjustments or changes with reason for 

change indicated; adverse side effects 

observed or reported; impression of 

consumer’s mental status; 

recommendations/instructions; labs or 

special testing needed; diagnostic 

impression and plan.  

 

 

Psychiatrist 

 

 

 

 

Psychiatrist/NP/PA 

 

 

 

 

 

Psychiatrist 

 

 

 

 

 

 

Psychiatrist/NP/PA 

 

 

 

 

 

 

 

Psychiatrist 
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Follows up with additional medication 

education, medication consents, laboratory 

orders, vital signs, weight. 

Document this follow-up in the electronic 

health record.  

If an ordered laboratory report has not been 

received within 30 days, enters a Chart 

Note that the lab has not been received. 

Notifies the Case Holder to read the 

progress note that the laboratory report has 

not been received using the “sent copy to” 

function in the electronic health record 

progress note.  

 

After reviewing the record, contacts the 

consumer to offer means of assistance in 

obtaining necessary laboratory reports. 

RN/LPN/MA 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case Holder 
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Laboratory Testing Protocol 
This document is to serve as a guideline for all providers working with Consumers of 

SCCMHA services. 

All consumers that are going to be placed on psychotropic medications should have the following baseline items:   

1. Body Mass Index (BMI) as a standard of care =Height, weight, also (if possible every 3 months) include 

measure of waist circumference.   

Measure of waist circumference is the best indicator of metabolic syndrome.   

2. Comprehensive Metabolic Panel which includes: Glucose, Urea Nitrogen, Creatinine, Calcium, (electrolytes) 

Sodium, Potassium, Chloride, Carbon Dioxide, (hepatic function tests), Total Protein, Albumin, Total 

Bilirubin, Alkaline Phosphatase, AST, ALT, and GFR estimated 

3. Lipid Panel which includes: Triglycerides, Total Cholesterol, HDL Cholesterol, LDL Cholesterol 

4. HgbA1c (this is covered by Medicaid every 6 months) 

5. TSH, T-3 total, T4 free 

6. CBC with differential 

** Items 2-6 should be completed unless available from Primary Care Physician, Hospital stay, or 

Emergency Room and was completed within the last 90 days.  

For Children, in addition to the above it is also recommended: 

1. Ceruloplasmin under age 18 to rule out potential for Wilson’s Disease 

2. Serum Lead under age 18 to rule out toxicity 

3. Carnitine level and an AcylCarnitine: Carnitine ratio if under age 12, prior to starting Depakote 

EKG should be completed at Baseline and as indicated for anyone:  

1. With history of cardiac problems/abnormalities, or known heart disease unless a copy of an EKG was 

completed within the last 6 months and an okay from the primary care physician has been obtained for starting 

medications 

2. On anyone starting Lithium, Clonidine, Tricyclic antidepressants, thioridazine/Mellaril or pimozide/Orap.  

3. On anyone with history of syncope, particularly with exercise.  

4. On anyone with history of exercise-induced chest pain.  

5. On anyone with sudden death in family member at a young age or during exercise.  

6. On anyone with family history of cardiac abnormalities (structural or electrical). 

7. On Children/adolescents/adults who meet any of the guideline indicators as noted above when considering 

stimulants for ADHD.   

8. Anyone with acute cardiac symptoms should be referred to Emergency room for immediate evaluation at any 

time during treatment.   

9. Anyone who develops symptoms of cardiac instability during treatment – i.e., High Blood Pressure, Shortness 

of Breath on exertion, palpitations should be referred to Primary Care Physician. 

Drug screen and Serum Alcohol Screen* should be completed at Baseline for everyone and as needed.  

*Quest Laboratory requires two codes be ordered to get both of these.   

VDRL (RPR)/HIV/Hepatitis panel:  Should be completed at baseline for victims of sexual abuse, individuals with IV 

drug abuse, or as indicated during the course of treatment.  

Any females of child bearing years, at minimum should be asked if there is a potential risk of pregnancy before starting 

any medications.  Pregnancy test should be completed before starting Depakote, Carbamazepine, or Lithium on 

females of childbearing age regardless of report except if person has had  a total hysterectomy. 

With risperidone and typical Antipsychotics (haloperidol, thioridazine, fluphenazine, Clozapine, etc.) monitor 

prolactin when menstrual irregularity, cessation of menses, breast tenderness, breast enlargement, breast 

discharge, or lactating.  

Medications that are considered safe and have no known complications and do not need laboratory testing unless 

the psychiatrist deems necessary are: Lexapro, or Celexa.   

Consumers should have a Comprehensive Metabolic Panel, HgbA1c, Lipid Profile, TSH, T-3 Total, T4 free, and 

CBC with differential annually along with Follow up laboratory tests as follows (please have copy go to the family 

physician). 

Exhibit C 
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Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfer
ence every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitami
n D 
level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborat
ory 
Tests 

Abilify/ 

Aripiprazole 

(Maintena/ 

Aristada -IM 

Long Acting) 

 X X    q 6 months, 

After stable 

then  Annual 
or PRN 

    Baseline 

and q 3 

months 

  

Adderall Blood 
pressur

e and 

heart 
rate at 

baselin

e, after 
dose 

increas

e, then 
periodi

cally 

Height & 
weight in 

pediatric 

age group 
at 

baseline, 

then 
periodical

ly 

            

Amitriptyline/E

lavil 

Blood 

Pressur

e and 

Pulse 

in 
Pediatri

c 

patients 
if dose 

is 
greater 

than 3 

mg/kg/
day for 

childre

n 

X  q 3 months, 

after stable then 

Annual or PRN 

if concerns 

develop 

Baseline 

then 

Annual 

         

Ativan             If 
prolonge

d 

treatment 

 

Exhibit D 
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Buspar/ 

buspirone 

X   

 

          

Catapress/ 

Clonidine 

 X  

Within one 

month after 

start, monthly 
until level 

reached, q 3 

months after 
level reached, 

then q 6 months 

after stable or 
PRN 

Baseline      Creatinine at 

baseline 

   

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Celexa     If does is 

greater 

than 40 
mg per 

day.  

Also, if 
patient is 

a risk of 

prolongati

on.   

         

Clozaril/ 

Clozapine 

 X X   Weekly for 6 

months, then q 2 
weeks for 6 

months, then q 4 

weeks thereafter if 
WNLs. 

If 3000-3500 

twice weekly until 
in acceptable 

range. Follow 

registry protocol 
for other abnormal 

test results 

q 6 months, 

After stable 
then Annual 

or PRN 

   Potassium and 

magnesium at 
baseline and 

periodically as 

needed  

Baseline 

and q 3 
months 

 Prolacti

n Level 
if with 

menstru

al 
irregula

rity, 

cessatio
n of 

Menses

, breast 
tendern

ess / 

enlarge
ment, 

breast 

dischar
ge or 

lactatin

g 
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Concerta Blood 
pressur

e and 

heart 
rate at 

baselin

e, after 
dose 

increas

e, then 
periodi

cally 

Height & 
weight in 

pediatric 

age group 
at 

baseline, 

then 
periodical

ly 

   CBC w/ 
diff,,Platelet 

annually if 

prolonged 
treatment 

        

Cymbalta At 

baselin
e and 

periodi

cally 

         Creatinine at 

baseline 

   

Dalmane/ 

flurazepam 

            Liver 

function 

test if 
prolonge

d 

treatment 

 

 

 
 
 

Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Depakote/ 

Valproic Acid 

 X  Within one 

month after 

start, monthly 
until level 

reached, q 3 

months, After 
level reached, 

then q 6 months 

after stable  or 
PRN 

 Baseline, q 3 

months 

Platelet count or 
coagulation test at 

baseline and 

before planned 

surgery 

      Baseline 

AST and 

ALT q 3 
months 

or PRN 

Ammo

nia 

level 
when 

change 

in 
Mental 

status 

 

Pregna

ncy test 

if of 
childbe

aring 

years or 
risk of 



03.02.20 - Medication Review, Rev. 7-24-21, Page 16 of 28 

pregnan

cy 

Doxepin 

 

X              

Effexor  Blood 

pressur
e 

monito

ring 
regularl

y 

 

         Creatinine at 

baseline 

 Lipid 

panel if 
long term 

treatment 

 

Fanapt           Potassium and 

Magnesium at 

baseline if at 
risk with 

electrolyte 

disturbance 
(on diuretic or 

other Blood 

Pressure 
Meds) then 

periodically 

 

 

 

 

Baseline 

if with 

diabetes 
risk 

Factors 

then 
periodical

ly 

  

 
 

Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

fluphenazine      CBC frequently 
during initial 

treatment if with 

preexisting 
leukopenia or 

neutropenia 

history 

    BUN and 
Creatinine 

 Liver 
function 

tests as 

needed 

Ophth

almolo

gy 

exams 

if 

prolon

ged 
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treatm

ent 

Geodon/ 

Ziprasidone 

 X X  Baseline 

if with 

cardiac 
risk 

 q 6 months, 

After stable 

then Annual 
or PRN 

   Potassium and 

Magnesium at 

baseline if at 
risk and if on 

diuretic 

Baseline 

and q 3 

months 

  

Haldol 

Decanoate/ 

Haloperidol 

 X X           Prolacti

n Level 
if with 

menstru

al 

irregula

rity, 

cessatio
n of 

Menses

, breast 
tendern

ess / 

enlarge
ment, 

breast 

dischar
ge or 

lactatin
g 

Intune/ Tenex/ 

Guanfacine 

Baselin

e and 

after 
dose 

increas

e 

X   If there is 

a family 

history or 
consumer 

notes 

cardiac 
complaint

s   

 

 

 

Annual Annual Annua

l 

Annual  Annual Annual Annual  

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 
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Invega / 

Paliperidone 

(Sustenna/ 

Trinza – IM 

long acting) 

 X X    q 6 months, 
After stable 

then Annual 

or PRN 

   Creatinine at 
baseline 

Baseline 
and q 3 

months 

  

KapVay Baselin

e and 

after 
each 

dose 

increas

e and 

periodi
cally 

X         Creatinine at 

baseline  

   

Klonopin             If long 

term 

treatment 

 

Lamictal           Creatinine at 

baseline 

  Ophthal

mology 

exams 
if 

prolong

ed 
treatme

nt 

Latuda            Creatinine at 

baseline 

Baseline 

if diabetic 
risk 

factors 

  

Lithium/ 

Eskalith/ 

Lithobid 

 X X Within one 
month after 

start, monthly 

until level 
reached, q 3 

months after 

level reached, 
then q 6 months 

after stable or 

PRN 

Baseline 
and 

Annual 

q 3 months, After 
stable  q 6 months 

 q 3 
month

s, 

After 
stable 

then q 

6 
month

s 

TSH 
Annual 

 q 6 months, 
After stable 

then Annual or 

PRN 

  Pregna
ncy test 

if of 

childbe
aring 

years or 

risk of 
pregnan

cy 

Loxitane/ 

Loxapine 

 

 X X   Baseline       Baseline  
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 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Luvox/ 

fluvoxamine 

X              

Mellaril/ 

Thioridazine 

 X X  Baseline 

and 

Annual 

     Potassium at 

baseline and 

every dose 

change then 

periodically 

   

Moban/ 

Molindone 

 X X            

Neurontin/ 

Gabapentin 

 X      Baseli

ne 

  Creatinine at 

baseline q 6 
months 

   

Orap/ Pimozide  X X  Baseline 

and 

periodical

ly  

     Potassium at 

baseline and 

periodically 

   

Paxil           Creatinine at 
baseline 

   

Pristiq Blood 

Pressur
e 

X     Baseline     Creatinine at 

baseline 

   

Prolixin 

Decanoate/ 

Fluphenazine 

 X X        BUN and 

Creatinine at 

baseline 

 Baseline Prolacti

n Level 

if with 

menstru

al 

irregula
rity, 

cessatio

n of 
Menses

, breast 

tendern
ess / 

enlarge
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ment, 

breast 

dischar

ge or 
lactatin

g 

 

 

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Quillivant XR 

Methylpheniod

ate  

Blood 

Pressu

re and 

heart 

rate at 

baseli

ne and 

after 

dose 

increa

se 

then 

period

ically.   

Height 

and 

Weight 

in 

pediatric 

patients 

at 

baseline 

and 

periodica

lly 

   CBC with Diff and 

platelet count 
annually if 

prolonged 

treatment. 

        

Remeron/ 

mitazapine  

 
X              

Rexulti/ 

Brexpiprazole 

 

Blood 

Pressur
e and 

heart 

rate at 
baselin

e  and 

periodi
cally 

 X   CBC w/diff 

frequently during 

initial treatment if 
with or history of 

leukopenia or 

neutropenia 

 

Fasting 

glucose lipid 

panel at 
baseline and 

periodically 

       

Risperdal/ 

Risperidone 

 X X    q 6 months 

After stable 
then Annual 

or PRN 

   Creatinine at 

baseline 

Baseline 

and q 3 
months 

 Prolacti

n Level 
if with 

menstru

al 
irregula
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rity, 

cessatio

n of 

Menses
, breast 

tendern

ess / 
enlarge

ment, 

breast 
dischar

ge or 

lactatin
g 

 

 

 

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Ritalin Blood 

Pressu

re and 

heart 

rate at 

baseli

ne and 

after 

dose 

increa

se 

then 

period

ically.   

Height 

and 

Weight 

in 

pediatric 

patients 

at 

baseline 

and 

periodica

lly 

   CBC with Diff and 

platelet count 

annually if 
prolonged 

treatment. 

        

Saphris/ 

Asenapine 

 X X         Baseline 

if 
presents 

with 

diabetes 
risk 

factor 

then 
periodical

ly 

Baseline  
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Seroquel/ 

Quetiapine 

Baseli

ne in  

childre

n and 

adoles

cents 

then 

period

ically 

(hypot

ension

) 

X X    Baseline,  

q 6 months 

After stable 

then Annual 
or PRN 

    Baseline 
and q 3 

months 

  

Straterra In 

pediatri
c 

patients 

at 
baselin

e,  after 

dose 
increas

e, and 

periodi
cally   

X          q 6 

months. 
and PRN 

if GI 

Distress 
or itching 

  

Symmetrel           Creatinine at 

baseline 

  Dermat

ologic 
exams 

as 

needed 

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Tegretol/ 

Carbamazepine 

 X  Within one 
month  after 

start, monthly 

until level 
reached, q 3 

months after 

level reached, 
then q 6 months 

after stable or 

PRN 

 q 3 months, After 
stable then Annual 

or PRN 

Baseline Baseli
ne 

  BUN at 
baseline 

 Baseline  Pregna
ncy test 

if of 

childbe
aring 

years or 

risk of 
pregnan

cy 
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Thorazine      CBC frequently 
during initial 

treatment if pre- 

existing 
leukopenia or if 

drug induced 

leukopenia/ 
neutropenia 

history 

       Ophth

almolo

gy 

exams 

if 

prolon

ged 

treatm

ent 

 

Topamax/ 

Topiramate 

Baselin

e and 

periodi
cally 

X         Bicarbonate  

and creatinine 

at baseline and 
q 6 months 

   

Tricyclic Anti-

depressant 

 X  Within one 

month after 
start, monthly 

until level 

reached, q 3 
months after 

level reached, 

then q 6 months 

after stable or 

PRN 

Baseline 

and 
Annual 

         

Trifluoperzaine      CBC frequently 

during initial 
treatment if pre-

existing 

leukopenia or if 
drug induced 

leukopenia/ 

neutropenia 
history. 

       Ophth

almolo

gy 

exams 

if 

prolon

ged 

treatm

ent 

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 

Trileptal/ 

Oxcarbazepine 

 

 X         Creatinine and 

Sodium at 

baseline and  q 
6 months  
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Trintellix/ 

Vortioxetine 

             

Monit

or for 

worse

ning 

of 

depres

sion/s

uicidal

ity 

Valium             Liver 

Function 
tests if 

prolonge

d 
treatment 

 

Viibryd/ 

Vilazodone 

             

Monit

or for 

worse

ning 

of 

depres

sion/s

uicidal

ity 

Vistaril           Creatinine at 

baseline 

   

Vraylar/ 

Cariprazine 

Blood 
Pressur
e and 
Heart 
Rate 

 X   CBC frequently 

during initial 

treatment if pre-
existing 

leukopenia or if 

drug induced 
leukopenia/ 

neutropenia 

history. 

 

 

Fasting 

glucose lipid 

panel at 
baseline and 

periodically 

       

 Blood 
Pressur
e and 
Heart 
Rate 

BMI and 
Waist 
Circumfere
nce every 
visit 

AIMS 
Test 
Require
d every 
3 
months 

Drug level EKG CBC /w diff Lipid Profile 
overnight 
fasting 

UA TSH, T3, 
T4 

Vitamin 
D level 

Electrolytes/ 
Creatinine 

 Hgb A1C Hepatic 
Function 
Panel 

Other 
Laborato
ry Tests 
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Medications that do not need any laboratory testing: Ambien, Benadryl, Buspirone, Cogentin, Lexapro, Prozac, Trazadone, Zoloft, Cabergoline.  

 

• An AIMS should be done on any person who, while on psychiatric medications of any type, develops movements. A referral to the primary care 

physician/provider should be made to, at a minimum, further evaluate and consult with the treating psychiatrist regarding any further recommendations.  

 

Vyvanse  Blood 
Pressur
e and 
Heart 
Rate 

   X          

Wellbutrin           Creatinine at 

baseline then 

in elderly 
patient 

continue 

periodically 

   

Zyprexa/ 

Symbyax/ 
Olanzapine 

 X X    q 6 months, 
After stable 

then Annual 

or PRN 

    Baseline 
and q 3 

months 

If 
significa

nt 

Hepatic 
disease  
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Exhibit E 
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 Protocol for Tracking Laboratory Orders 

SCCMHA Policy 03.20.20 – Medication Review requires that persons receiving psychiatric 
medication services have at least an annual blood test as part of monitoring the prescribed 
medication. The following protocol will be used to assure that every attempt is made at 
obtaining this vital information. 

1. The provider orders the needed test(s). 
2. The medical assistant or nurse assures that the consumer/caregiver has the written 

order for the test. 
a. The medical assistant or nurse documents an order was given as part of the usual 

notation in a medication review in the consumer’s electronic health record. 
b. A copy of the order is kept in the consumer’s electronic health record. 

3. Received laboratory results that are abnormal are reviewed by the medical assistant or 
nurse. 

a. The medical assistant or nurse shares the abnormal results with the provider. 
b. The abnormal results are signed or initialed by the reviewer(s), dated and 

scanned into the consumer’s electronic health record. 
c. Normal laboratory results arrive electronically to the consumer’s charts and the 

providers are sent a notification that they need to be reviewed and signed 
electronically. 

4. Review of labs: 

a. If a laboratory report has not been received within 30 days: 
i. The medical assistant or nurse enters a progress note indicating that the 

lab has not been received. 
ii. Using the discussion function in SENTRI, the medical assistant or nurse 

notifies the case holder that lab results have not been received. 
b. The case holder reviews the progress note and contacts the consumer/family to 

offer assistance to the consumer in fulfilling the lab order. 
This assistance can include: 
i. Educating the consumer about the importance of obtaining the lab testing. 
ii. Resolving or removing barriers to attaining lab tests such as coordinating 

transportation, obtaining copies of lost lab orders, etc. 
iii. Obtaining copies of lab results through other providers if the test contains 

needed information. 
iv. The case holder documents in a progress note any actions or steps taken 

to assist the consumer/family. 

5. If the consumer refuses to participate in the lab order process: 

a. The staff to whom the refusal has been expressed indicates on a copy of the 
order that the consumer has refused. 

b. The copy of the refused order will be scanned into the electronic health record. 
 

Exhibit F 
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Purpose: 

The purpose of this policy is to set forth the criteria and process for the closure/discharge 

of a consumer from active SCCMHA Services. 

Policy: 

Case holders shall adhere to the standards set forth in this policy for discharges/case 

closures: according the person-centered plan; consumer withdrawal from services against 

professional advice; consumer death; relocation to another county, with the exception of 

consumers who are enrolled in the SCCMHA CCBHC (Certified Behavior Health Clinic); 

voluntary withdrawal from services; or other reasons enumerated in the standards below. 

Application: 

This policy applies to the entire SCCMHA Provider Network. 

Standards: 

A. An SCCMHA consumer’s case will be closed from active status when the consumer 

is no longer eligible for services or withdraws from services. 

1. Eligibility criteria shall include the presence of a funding source for 

services. 

B. All consumer case closures/discharges require supervisory approval. 

C. There must be documentation in the consumer’s electronic health record to support 

any of the case closure/discharge criteria enumerated in this policy.   

D. A consumer’s case may be closed or the consumer may be discharged from services 

in accordance with their person-centered plan (i.e., the consumer successfully 

achieved the goals outlined in their person-centered plan and the case holder has 
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assisted the consumer to prepare for closure/discharge or transition from one level 

of care to another during the termination phase of an episode of care.) and with the 

consumer’s participation in discharge/transition planning. 

1. The consumer and the case holder shall have worked together to ensure that 

mandated paperwork is completed, follow-up appointments are made, and 

the necessary natural supports and community resources are in place. 

2. The consumer and the case holder shall have identified various types of 

natural support systems are in place with an awareness of the important role 

family, friends, and colleagues play in the recovery of mental illness and 

substance use disorders and continued independence or (re)habilitation. 

3. The consumer and the case holder shall have consulted with mental health 

(including substance use disorder treatment)/medical providers to ensure 

continuity of effective treatment modalities and/or the establishment of new 

community supports through referrals at closure/discharge. 

4. The consumer and the case holder shall have identified relevant sources of 

community resources/supports such as medication management, support 

groups, stable housing, natural supports, and entitlements. 

a. The case holder shall have facilitated involvement with community 

agencies whenever warranted and feasible. 

5. The consumer and the case holder shall have ensured the availability of 

adequate alternative services to support the consumer’s continued recovery 

or (re)habilitation.   

a.  Resources to meet the consumer’s needs, such health and safety, 

transportation, day care, food, clothing, housing, medication and 

support groups shall have been identified. 

7. The consumer shall have shown improved role functioning as indicated by 

standardized functional assessment tools such as the LOCUS, PECFAS, 

CAFAS, DECA, ANSA, etc.   

8. The consumer shall have met criteria by program or service as noted in 

SCCMHA program manuals.  

9. The case holder shall have ensured timely and proper follow-up on 

closure/discharge referrals, support systems and services established and 

maintained. 

10. In accordance with CCBHC criteria, the case holder shall follow up with 

the consumer post discharge to make sure the consumer was able to 

maintain appointments and connect to any needed community resources. 

E. A consumer’s case shall be closed when the consumer withdraws from services 

against professional advice (i.e., the consumer has been seen by a case holder 

following a referral from the SCCMHA Central Access and Intake Unit and an 

intake packet has been completed by a treatment team clinician, but the consumer 

does not keep appointments or respond to follow-up efforts). 

1. The case holder will place two telephone calls to the consumer in order to 

provide outreach and attempt to engage the consumer in services.   

2. The case holder will then conduct a home visit as part of outreach and re-

engagement into services.   
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3. The case holder shall then generate and send, via certified mail, a Notice of 

Adverse Benefit Determination (Exhibit A) to the consumer. 

F. A consumer’s case may be closed due to the consumer’s failure to attend their initial 

meeting with the case holder without the consumer’s disclosure of a change in 

residence and significant others’/family’s lack of knowledge of the consumer’s 

current residence or whereabouts. 

G. A consumer’s case shall be closed upon the death of the consumer (a sentinel event 

that will be handled in accordance with agency policy and protocol). 

H. A consumer’s case may be closed due to lack of benefit from treatment based on a 

clinical determination by the interdisciplinary treatment team assigned to the 

consumer. 

I. A consumer shall be discharged and their case closed as a result of their voluntary 

choice not to participate in an SCCMHA-funded program. 

J. A consumer’s case may be closed following a demonstrable inability to adhere to 

program standards of care and agency policies. 

1. Interdisciplinary treatment teams shall make every effort to help consumers 

adhere to their treatment regimens and agency/program policies. 

K. A consumer shall be discharged once they no longer demonstrate a need for services 

and supports provided by SCCMHA. 

L. A consumer shall be discharged when they no longer meet eligibility criteria for 

services. 

M. A consumer may be discharged and their case closed when they relocate to another 

as a planned move initiated by the consumer or their legal guardian. 

1. Consumers who are enrolled in the SCCMHA CCBHC shall have the option 

to continue to be served by the SCCMHA irrespective of a move out of the 

county. 

2. Case holders shall help consumers who wish to move out of the county and 

be served in their new county of residence get connected with services and 

supports in new county of residence in order to ensure continuity of care. 

3. Case holders who are unaware of consumer moves shall review the 

Medicaid look-up in the electronic health record to locate the consumer’s 

current address and generate in a letter of Notice of Adverse Benefit 

Determination Sentri II (Exhibit A) and send it via certified mail to the 

consumer. 

N. A consumer’s case may be closed administratively because the program or service 

is no longer available through SCCMHA. 

1. Administrative terminations shall be implemented in accordance with the 

consumer’s Recipient Rights and Appeals and Grievances procedures 

including the right to appeal the decision (see Exhibit B). 

Definitions: 

Case Holder: The staff member assigned in the electronic health record to monitor 

services, including the therapist, wraparound worker, Central Access and Intake worker, 

or case manager, and supports coordinator. 

Program: A group of treatment modalities provided by an interdisciplinary treatment 

team. 

Service: A treatment modality that is provided by an interdisciplinary treatment team. 
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References:  

A. Exit Criteria found in SCCMHA Program Manuals for SCCMHA Team under 

SCCMHA Procedures. 

B. SCCMHA Policy 02.01.11 – Medicaid Appeals 

C. SCCMHA Policy 02.01.11.02 – Local Appeals  

D. SCCMHA Policy 04.01.03 – Sentinel Event  

E. SCCMHA Policy 05.01.02 – Member Enrollment, Transfer/Discharge, Quality 

Data and Case Service Status 

Exhibits: 

A. Notice of Adverse Benefit Determination (Sentri II EHR) 

B. Request for Hearing form (Medicaid enrollees) – DCH-0092 

Procedure: 

ACTION RESPONSIBILITY 

Assure all appropriate contacts have been 

made to attempt to engage the consumer 

in services.  

Document all attempts to engage a 

consumer in services in the consumer’s 

electronic health record.   

 

Prior to consideration of closure/ 

discharge from SCCMHA services, 

discusses the case with their supervisor to 

assure all appropriate steps have been 

taken prior to closure/discharge of a 

consumer from SCCMHA Services.   

 

Assure all appropriate referrals and follow 

up appointments have been made to assist 

the consumer with continued recovery and 

(re)habilitation.   

 

Create in Sentri II a letter of Notice of 

Adverse Benefit Determination and mail 

the letter to the consumer.  

 

Assure the appropriate amount of time has 

elapsed prior to the closure/discharge of 

consumer in the electronic health record 

(Sentri).   

 

Enter into electronic medical record 

(Sentri) the reason for Closure/Discharge 

which include:   
Reason for Discharge 

Case Holder and Case Holder Supervisor  

 

 

 

 

 

 

Case Holder  

 

 

 

 

 

 

Case Holder and Case Holder Supervisor  

 

 

 

 

Case Holder and Case Manager 

Supervisor  

 

 

Case Holder and Case Manager 

Supervisor  

 

 

 

Case Holder and Case Manager 

Supervisor  
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According to Plan   
The outcomes and dreams in the Person-
Centered Plan have been substantially met 
and the consumer/family no longer desires 
or requires additional services   
Referred to Primary Care Physician and/or 
other community agencies and natural 
supports for services   
Consumer/Family relocated out of service 
area and appropriate referrals and linkages 
have been made   
Transfer to Nursing Home 

Not according to Plan   
Consumer/family withdrew their consent for 
services and all appropriate attempts to offer 
ongoing services have been made   
Consumer/family missed scheduled 
appointments, does not respond to follow up 
contact by staff, or can't be located 

  Consumer/Family relocated out of service 
area without appropriate referrals in place 

Other   
Consumer incarcerated in prison or a long-
term jail sentence 

  Consumer no longer meets criteria 
  Transferred to State Institution   
Consumer deceased  Date of Death (if 
known):  
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Exhibit B 
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Policy and Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Use of PRN 

Psychotropic Medications 

in Mental Health Settings 

Chapter:  03 - 

Continuum of Care 
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3/15/17, 7/28/17, 3/1/18, 

6/12/19, 12/10/20, 

4/26/2021, 9/3/21 

Approved By: 

Sandra M. Lindsey, CEO 

 

 

 

Responsible Director: 

Chief of Health Services & 

Utilization Management 

 

Authored By: Barbara 

Glassheim  

 

Additional Reviewers: 

SCCMHA Medical 

Director, SCCMHA BTC 

Chair 

Supersedes: 

  

 

Purpose: 

The purpose of this policy is to delineate the use of PRN (i.e., as needed) medications in 

mental health settings in accordance with MDHHS regulations, which stipulate the need 

for community mental health programs to ensure consumers are not exposed to the 

administration of unnecessary psychotropic drugs and that may result of the prescription 

of PRN medications. 

Policy: 

PRN medications shall only be permitted in the presence of a clear, well-articulated, 

medical/clinical rationale for the need to treat explicit, potentially harmful psychiatric 

symptoms that cannot be adequately addressed via alternative means such as 

psychosocial/behavioral intervention(s) – e.g., Positive Behavior Support (PBS). 

Application: 

This policy applies to all licensed prescribers and settings within the SCCMHA service 

delivery network.  

Standards:  

A.  PRN medications shall be used as a last resort to manage deleterious behaviors. 

1. Behavior treatment plans shall be considered first-line interventions for 

harmful behaviors. 

B. PRN medications shall not be used to control or ameliorate potentially harmful 

behaviors in the absence of a valid psychiatric diagnosis and without a review by 

the SCCMHA Behavior Treatment Plan Review Committee (BTC). 
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1. Case Holders shall be required to enumerate failures to respond to 

behavioral treatment(s) prior to initiating a request for consideration of PRN 

medications for behavior management. 

2. Case Holders shall submit a completed Recurring Behavior of Concern 

Checklist to the Chair of the BTC (Exhibit A). 

3. The SCCMHA BTC shall conduct a review of all PRN medications 

prescribed for managing and/or controlling behavior(s) (Exhibit B). 

C. PRN medications administered in response to harmful behavior(s) that are 

unrelated to a psychiatric condition shall be considered emergency interventions. 

D. Medications prescribed by SCCMHA network licensed psychiatrists to consumers 

in outpatient settings shall be used to promote consumers’ health, safety and well-

being.  

1. Maintenance prescriptions for PRN medications for more than three (3) 

months shall require the psychiatric practitioner to weigh the benefits of 

continued treatment against the risks of long-term use.  

a. The psychiatric practitioner shall document the basis of their 

decision in accordance with the continued benefits of prescribing or 

discontinuing the medication. 

E. Prescription medications shall only be administered with a valid, signed physician’s 

order. 

1. Only the prescribing physician may adjust or change a medication order.  

2. Medication dosages shall be monitored by the prescribing practitioner.  

F. PRN medications shall be permitted only if the prescriber documents a very clear 

rationale and description of the target symptoms of a diagnosed mental illness for 

which the medication is being prescribed. 

1. The clinical/medical reason for the use of the specific PRN medication(s) 

shall be documented in the section of the SENTRI Electronic Health Record 

(EHR) titled Medication Review and shall include the following 

information: 

a. The condition(s) under which and when the PRN medication(s) will 

be administered. 

b. The minimum interval between doses. 

c. The maximum dose allowed within a twenty-four (24) hour period. 

G. A review of medications previously prescribed and clinical response to those 

medications shall be conducted and documented in the EHR as part of the 

justification for current prescription(s). 

H. PRN medications will be prescribed for not more than ninety (90) days to ensure 

that the prescriber reviews and only renews PRNs with significant justification, 

such as emotionally distressing, extreme behavior that interferes with important 

aspects of the consumer’s life and that could result in significant self or other harm. 

I. The use of PRN medications for the purpose of achieving management or control 

of seriously aggressive, self-injurious or other such potentially deleterious behavior 

that places an individual or others at risk of physical harm shall adhere to the 

Michigan Department of Health and Human Services (MDHHS) requirements set 

forth in the July 29, 2020 Technical Requirement for Behavior Treatment Plans 

(see Reference A). 
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J. All SCCMHA providers and staff members shall observe, monitor, support, 

document, report and/or address health conditions and risk with consumers who are 

receiving PRN medications in accordance with the scope of their practice. 

K. All treatment team members are expected to be observant regarding any mental 

health changes for all consumers, including discomfort and unusual or abnormal 

signs or symptoms, and to document and seek assistance or treatment as appropriate 

to the urgency or seriousness of the symptoms. 

L. Treatment of psychiatric conditions or mental health issues shall be the 

responsibility of the entire treatment team. 

1. Medication issues shall be under the purview of the treating psychiatrist. 

M. Official, complete, accurate and current PRN medication records for all consumers 

will be maintained and made available for review by the treatment team. 

N. When a PRN medication is administered for behavioral reasons in the consumer’s 

home, staff/family shall have implemented a behavior support or treatment plan 

which details the steps that are to be taken before a PRN medication is dispensed.  

1. The plan shall have been reviewed by the SCCMHA BTC (Behavior 

Treatment Committee) for either approval, denial, or further 

recommendations prior to implementation unless administered due to 

exigent circumstances (i.e., crisis intervention) and the individual had not 

exhibited the behavior creating the crisis or there was insufficient time to 

develop a specialized intervention plan to reduce the behavior causing the 

crisis.  

2. Ongoing documentation (including ABC charting) must occur outlining 

what steps were taken before the PRN medication was given, the time the 

medication was given, the effects of PRN medication(s) on the consumer’s 

behavior and on the target symptoms.  

a. Data derived from ABC charting shall be shared with the prescriber 

and be made available at each appointment. 

b. Data derived from ABC charting shall be used to complete incident 

reports. 

1). Incident reports shall include actions taken in sequential 

order both prior to the administration of a PRN medication 

as well as subsequent to its administration and include the 

outcomes of each action taken. 

O. PRN medications shall never be used as a means of punishment, for the 

convenience of staff, or as a substitute for other appropriate treatment.  

Definitions: 

Antecedent-Behavior-Consequence (ABC) Chart: A direct observation tool that can be 

used to collect information about the events that are occurring within a consumer's 

environment. "A" refers to the antecedent, or the event or activity that immediately 

precedes a problem behavior. The "B" refers to observed behavior, and "C" refers to the 

consequence, or the event that immediately follows a response. 

Allergy: A hypersensitive state acquired through exposure to a particular allergen, re-

exposure bringing to light an altered capacity to react; allergies may be classified as 

immediate and delayed.  
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Allergic Reaction: An unfavorable physiologic response to an allergen (i.e., a substance 

that causes an allergic reaction) to which a person has previously been exposed; the 

response may be characterized by a variety of symptoms and may be immediate or delayed.   

Adverse Reaction: Any harmful effect on the body of therapeutic drugs, drugs of abuse 

or the interaction of two or more pharmacologically active agents within a short time span. 

Drugs most likely to create adverse reactions include hypnotics, central nervous system 

stimulants, antidepressants, tranquilizers, and muscle relaxants.  Any adverse reaction is 

any harmful, unintended effect of the medication, diagnostic test or therapeutic 

intervention. 

Case Holder: The designated staff member responsible for assuring assessment, person-

centered plan, monitoring, etc., occurs in accordance with SCCMHA policy. 

Health or Safety Concern: Any situation or circumstance that causes a consumer or other 

involved person(s) to express a need to change a current pattern of behavior or health 

practice, based upon their observation that the consumer has evidenced specific risk. 

Health Risk Condition: A condition that potentially compromises a consumer’s personal 

safety or health if not addressed. 

Medication Administration: The direct application of a medication by mouth (orally), 

inhalation, ingestion, transdermal patch, suppository or any other means to the body of a 

person. 

Psychotropic Medications: Anti-anxiety/hypnotic, antipsychotic and antidepressant 

classes of drugs. 
Registered Nurse (RN): A nurse who has graduated from a nursing program and met the requirements 

outlined by a state-authorized licensing body to obtain a nursing license. 

Nurse Practitioner (NP): An advanced practice registered nurse and a type of mid-level 

practitioner. NPs are trained to assess patient needs, order and interpret diagnostic and 

laboratory tests, diagnose disease, formulate and prescribe treatment plans. 
Physician Assistant (PA): A type of mid-level health care provider that may diagnose 

illnesses, develop and manage treatment plans, prescribe medications, and may serve as a 

principal healthcare provider. 
Pro Re Nata (PRN): As needed (Latin). 

Psychiatrist: A licensed physician a MD or DO degree, appropriate residency training and 

certificate of completion. 

Wellness: A proactive approach to health promotion that encourages positive health 

behaviors and increases awareness of potential health risks through education. 

References:  

A. Michigan Department of Health and Human Services, Behavioral Health and 

Developmental Disabilities Administration. (July 29, 2020). Technical 

Requirement for Behavior Treatment Plans. MDHHS: 

https://www.michigan.gov/documents/mdhhs/Technical_Requirement_for_B

ehavior_Treatment_Plans_P-1-4-1_638408_7.pdf. 
B. Michigan Medicaid Provider Manual (MDHHS): 

https://www.mdch.state.mi.us/dch-

medicaid/manuals/MedicaidProviderManual.pdf. 
C. SCCMHA Policy 03.02.08 – Behavioral Interventions 
D. SCCMHA Policy 03.02.09 – Behavior Treatment Plan Review Committee 

(BTPRC) 

https://www.michigan.gov/documents/mdhhs/Technical_Requirement_for_Behavior_Treatment_Plans_P-1-4-1_638408_7.pdf
https://www.michigan.gov/documents/mdhhs/Technical_Requirement_for_Behavior_Treatment_Plans_P-1-4-1_638408_7.pdf
https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
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E. SCCMHA Policy 03.02.10 – Clinical Risk Committee 
F. SCCMHA Policy 03.02.20 – Medication Review 
G. SCCMHA Policy 03.02.27 – Behavior Treatment Plans (BTPs) 

Exhibits: 

A. Recurring Behavior of Concern Checklist 

B. SCCMHA PRN and/or Medication Review form 

C. BTC Medication and Off-Label Use chart 
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Exhibit A 
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Exhibit B 
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Medication Classification Medication Usage Off-label Usage 

Anxiety Disorder     

Ativan (Lorazepam) Anxiety Anxiety disorder, short 
term relief of symptoms of 
anxiety, anxiety 
associated with 
depressive symptoms. 
Insomnia due to anxiety 
or transient stress. 

Treatment of alcohol 
withdrawal, psychogenic 
catatonia, partial complex 
seizures, agitation (IV 
administration only) 
antiemetic for chemotherapy; 
rapid tranquilization of 
agitated pt., status epilepticus 
in children 

Atarax (Hydroxyzine, Vistaril) Antihistamine/anxiety/agitation,  Antiemetic, treatment of 
anxiety/agitation, 
antipruritic, prevention of 
nausea, anxiety 
preoperatively, vomiting 
postoperatively 

 

Buspar (Buspirone) Anxiety Management of anxiety 
disorders. Short-term 
relief of symptoms. 
Smoking cessation, 
depression and seasonal 
affective disorder, 
substance abuse 

Augmenting medication for 
antidepressants 

Effexor (Venlafaxine) Antidepressant Treatment of depression. 
Treatment of generalized 
anxiety disorder (GAD), 
social anxiety disorder 
(SAD), treatment of panic 
disorder, with or without 
agoraphobia 

Treatment of ADHD, 
obsessive-compulsive 
disorder(OCD), hot flashes, 
diabetic neuropathy, PTSD 

Paxil (Paroxetine) Antidepressant, antiobsessive-
complusive, antianxiety 

Treatment of Major 
Depressive (MDD), 
treatment of panic 
disorder, obsessive-
compulsive (OCD), 
Treatment of social 
anxiety disorder (SAD), 
generalized anxiety 
disorder (GAD), 
premenstrual dysphoric 
disorder (PMDD), PTSD 

Social anxiety in children, 
self-injurious behavior, 
treatment of depression and 
OCD in children 

Serax (Oxazepam) Sedative/hypnotic/antianxiety Anxiety, alcohol 
withdrawal 

Insomnia 

Trazodone (Desyrel) Antidepressant Treatment of major 
depressive disorder 
(MDD) 

 

Exhibit C 
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Medication Classification Medication Usage Off-label Usage 

Valium (Diazepam) Antianxiety/skeletal muscle 
relaxant/anticonvulsant 

Short-term anxiety 
symptoms, relief of acute 
alcohol withdrawal, 
adjunct relief of acute 
musculoskeletal 
conditions, treatment of 
seizures 

Treatment of panic disorder, 
short-term relief of spasticity 
in children with cerebral 
palsy, sedation for 
mechanically vented patients 
in ICU 

Xanax (Alprazolam) Anxiety Management of 
generalized anxiety 
disorder (GAD), short-
term relief of symptoms, 
panic disorder with or 
without agoraphobia, 
anxiety associated with 
depression 

Anxiety in children, 
preoperative anxiety 

Attention-Deficit Hyperactivity 
Disorder (ADHD) 

   

Amphetamine (Adzenys XR-
ODT, Dyanavel XR) 

CNS Stimulate ADHD, Narcolepsy and 
obesity 

 

Atomoxetine (Strattera) Psychotherapeutic agent ADHD  

Clonidine (Catapres, Kapvay) Antihypertensive, 
antiadrenergic agents 

Treatment of 
hypertension alone or in 
combination with other 
hyperactive agents. 
Kapvay treatment of 
ADHD 

Opioid or nicotine withdrawal, 
prevention of migraine 
headaches, treatment of 
diarrhea in diabetes mellitus, 
treatment of dysmenorrhea, 
menopausal flushing, alcohol 
dependence, glaucoma, 
Clozapine-induced sialorrhea, 
Tourette’s syndrome, 
insomnia in children 

Desipramine (Norpramin) Antidepressant Depression Chronic pain, insomnia, 
anxiety 

Dexmethylphenidate (Focalin, 
Focalin XR) 

CNS Stimulate, 
psychostimulant 

ADHD  

Dextoamphetamine (Dexedrine, 
ProCentra, Zenzedi)  

CNS Stimulate Narcolepsy, ADHD  

Guanfacine (Intuniv)  Antihypertensive, 
antiadrenergic agents 

ADHD and anxiety in 
children 

 

Lisdexamfetamine (Vyvanse) CNS Stimulate ADHD, moderate to 
severe binge eating 
disorder (BED) 

 

Methylphenidate (Aptensio XR, 
Concerta, Cotempla XR-ODT, 
Daytrana, Focalin, Focalin XR, 
Jornay PM, Metadate CD, 
Methylin, Quillivant XR, Ritalin) 

CNS Stimulate ADD, ADHD, narcolepsy 
(except Concerta, 
Metadate CD Ritalin LA) 

 

Mixed amphetamine 
(dextroamphetamine and 

CNS Stimulate Treatment of narcolepsy 
(immediate release only), 
treatment of ADHD 
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Medication Classification Medication Usage Off-label Usage 

amphetamine salts) (Adderall, 
Adderall XR, Mydayis) 

Bipolar Disorder    

Abilify (Aripiprazole) Atypical antipsychotic agent Schizophrenia, bipolar, 
adjunct treatment of 
major depressive 
disorder. Treatment of 
irritability associated with 
autism in children 6-17 
years. Tourette disorder 

 

Depakote (Depakene, Valproic 
Acid) 

Anticonvulsant/ 
antimanic/antimigraine 

Monotherapy/adjunct 
therapy complex 
seizures, simple and 
complex absence 
seizures. Adjunctive 
therapy of multiple 
seizures including 
absence seizures. 
Treatment of manic 
episodes with bipolar, 
prophylaxis of migraine 
headaches 

Refractory status epilepticus, 
diabetic neuropathy. Mood 
stabilizer for behaviors in 
dementia 

Geodon (Ziprasidone) Atypical antipsychotic Schizophrenia, acute 
agitation in patients with 
schizophrenia. Treatment 
of acute mania or mixed 
episodes associated with 
bipolar disorder with or 
without psychosis. 
Maintenance treatment of 
bipolar as adjunct to 
lithium or valproic acid 

Major Depressive disorder 
(adjunct to antidepressants) 

Invega (Paliperidone) Atypical antipsychotic Treatment of 
schizophrenia and 
schizoaffective disorder 

Treatment of irritability 
associated with autism 
disorder 

Lamictal (Lamotrigine) Anticonvulsant Adjunct therapy in adults 
and children age 2years 
of age and older with 
generalized tonic-clonic 
seizures, partial seizures 
and generalized seizures 
of Lennox-Gastaut 
syndrome. Conversion to 
monotherapy in adults 
treated with another 
enzyme-inducing 
antiepileptic drug 
(Depakote, 
Carbamazepine, 
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Medication Classification Medication Usage Off-label Usage 

Phenobarbital or 
primidone as the single 
antiepileptic drug) Long 
term treatment of bipolar 
disorder. Treatment of 
patients 2 years and older 
with primary generalized 
tonic-clonic seizures 

Latuda (Lurasidone) Atypical antipsychotic Treatment of 
schizophrenia in adults 
and adolescents (13-17 
years) Treatment of 
depression associated 
with bipolar I disorder as 
monotherapy children 10 
and older and as adjunct 
therapy with lithium or 
Depakote 

 

Lithium (Lithobid) Antimanic Management of bipolar 
disorder. Treatment of 
mania in patients with 
bipolar disorder. 

Augmenting agent for 
depression 

Risperidone (Risperdal) Atypical antipsychotic Treatment of 
schizophrenia, 
irritability/aggression 
associated with autistic 
disease in children. 
Treatment of acute mania 
associated with bipolar 
disorder (monotherapy in 
children and adults; in 
combination with lithium 
or Depakote) 

Tourette syndrome, PTSD 
and major depression 

Saphris (Asenapine) Atypical antipsychotic Bipolar I disorder and 
schizophrenia 

 

Seroquel (Quetiapine) Atypical antipsychotic Schizophrenia, acute 
manic episodes 
associated with bipolar. 
Maintenance treatment of 
bipolar disorder as an 
adjunct to lithium or 
Depakote. Treatment of 
acute depressive 
episodes associated with 
bipolar disorder. 

Delirium in critically ill, 
psychosis/agitation related to 
Alzheimer dementia. 
Treatment of autism, 
treatment-resistant 
obsessive-compulsive 
disorder 

Symbyax 
(Olanzapine/fluoxetine) 

Antidepressant Treatment of depressive 
episodes associated with 
bipolar I disorder and 
treatment of treatment-
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Medication Classification Medication Usage Off-label Usage 

resistant bipolar 
depression. Maintenance 
treatment bipolar I 
disorder 

Tegretol (Carbamazepine) Anticonvulsant Treatment of partial 
seizures, generalized 
tonic-clonic seizures, 
mixed seizure patterns, 
pain relief of trigeminal, 
glossopharyngeal 
neuralgia. Acute and 
mixed episodes 
associated with bipolar 
disorder 

Neuropathic pain in critically 
ill patients 

Trileptal (Oxcarbazepine) Anticonvulsant  Monotherapy, adjunct 
therapy in treatment of 
partial seizures in adult. 
Monotherapy in children 4 
years and older, 
adjunctive therapy in 
children 2 years and older 

Treatment of neuropathic pain 
and bipolar disorder 

Zyprexa (Olanzapine) Atypical antipsychotic Schizophrenia, acute 
mania associated with 
bipolar I 

Prevention of chemotherapy 
induced nausea/vomiting. 
Acute treatment of delirium. 
Treatment of anorexia 
nervosa, Tourette syndrome, 
tic disorder 

Depressive Disorder    

SSRIs    

Celexa (Citalopram) Antidepressant Treatment of unipolar 
major depression 

Treatment of alcohol abuse, 
diabetic neuropathy, 
obsessive-compulsive 
disorder, smoking cessation, 
GAD, panic disorder 

Lexapro (Escitalopram) Antidepressant Treatment of major 
depressive disorder, 
general anxiety disorder 

Seasonal affective disorder 
(SAD) in children and adults, 
pervasive developmental 
disorders, vasomotor 
symptoms associated with 
menopause 

Paxil (Paroxetine) Antidepressant  Major depression 
disorder, obsessive-
compulsive, binge eating 
and vomiting in moderate 
to severe bulimia 
nervosa, premenstrual 
dysphoric disorder 
(PMDD), panic disorder 
with or without 

Treatment of fibromyalgia, 
PTSD, Raynaud’s 
phenomena, social anxiety 
disorder, selective mutism  
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Medication Classification Medication Usage Off-label Usage 

agoraphobia, treatment of 
resistant or bipolar I 
depression (with 
Olanzapine)  

Prozac (Fluoxetine) Antidepressant, antiobsessive-
compulsive, antianxiety 

Major depression 
disorder, panic disorder, 
obsessive-compulsive, 
social anxiety disorder, 
generalized anxiety 
disorder, premenstrual 
dysphoric, post traumatic 
disorder 

Social anxiety in children, 
self-injurious behavior, 
treatment of depression and 
OCD in children 

Zoloft (Sertraline) Antidepressant, anxiolytic, 
obsessive-compulsive disorder 
adjunct 

Major depression 
disorder, panic disorder, 
obsessive-compulsive, 
PTSD, premenstrual 
dysphoric, general 
anxiety disorder 

Eating disorders, bulimia 
nervosa, generalized anxiety 
disorder 

SNRIs    

Cymbalta (Duloxetine) Antidepressant Major depression, 
management of pain 
associated with diabetic 
neuropathy or chronic 
musculoskeletal, 
generalized anxiety, 
fibromyalgia 

Treatment stress urinary 
incontinence in women 

Effexor XR (Venlafaxine) Antidepressant Depression, generalized 
anxiety disorder, social 
anxiety disorder, panic 
disorder with or without 
agoraphobia  

Treatment ADHD, obsessive-
compulsive, hot flashes, 
diabetic neuropathy, PTSD 

Fetzima (Levomilnacipran) Antidepressant Major depression Anxiety 

Pristiq (Desvenlafaxine) Antidepressant Depression Generalized anxiety, social 
anxiety, panic attacks 

TCAs    

Elavil (Amitriptyline) Antidepressant Treatment of unipolar, 
major depression 

Neuropathic pain, related to 
diabetic neuropathy or 
postherpetic neuralgia, 
migraine, depression in 
children, PTSD 

Pamelor (Nortriptyline) Antidepressant Unipolar major 
depression 

Adjunct therapy for smoking 
cessation, myofascial pain, 
postherpetic pain, orofacial 
pain, chronic pain, irritable 
bowel syndrome 

MAOIs    

Emsam (Selegiline) Antiparkinson, antidepressant Adjunct to 
levodopa/carbidopa in 

ADHD, early Parkinson 
disease  
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Medication Classification Medication Usage Off-label Usage 

treatment of Parkinson, 
major depression 

Nardil (Phenelzine) Antidepressant Depression and anxiety 
disorder 

used off-label as a second- or 
third-line agent for anxiety 
disorders such as panic 
disorder and social anxiety 
disorder 

Other    

Remeron (Mirtazapine) Antidepressant Major depressive disorder  

Trazodone (Oleptro) Antidepressant Major depressive disorder Insomnia 

Trintellix (Vortioxetine) Antidepressants Major depressive disorder  

Wellbutrin (Bupropion) Antidepressant, smoking 
cessation aid 

Major depression 
disorder, seasonal 
affective disorder,  

ADHD in children and adults, 
depression with bipolar 
disorder 

Viibryd (Vilazodone)  Antidepressant Major depressive disorder  

Seizure Disorder    

Brivaracetam (Briviact) Anticonvulsant Monotherapy or adjunct 
therapy in the treatment 
of partial-onset seizures 
in pts 4 years and older 
with epilepsy 

 

Carbamazepine (Tegretol) Anticonvulsant Tx of partial seizures with 
complex symptomatology, 
generalized tonic-
seizures, mixed seizure 
patterns, pain relief of 
trigeminal, 
glossopharyngeal 
neuralgia, acute manic 
and mixed episodes 
associated with bipolar  

Neuropathic pain in critically 
ill pts 

Clobazam (Onfi) Anticonvulsant Adjunctive treatment of 
seizures associated with 
Lennox-Gastaut 
syndrome in pts 2 years 
of age and older 

Catamenial epilepsy, epilepsy  

Clonazepam (Klonopin) Anticonvulsant, antianxiety Adjunct in TX of Lennox-
Gastaut syndrome (petit 
mal variant epilepsy) 
akinetic, myoclonic 
seizures, absence 
seizures (petit mal) 
unresponsive to 
succinimides, tx panic 
disorder 

Burning mouth syndrome, 
REM sleep behavior disorder, 
essential tremor 

Clorazepate (Tranxene) anxiolytic, anticonvulsant, 
sedative, hypnotic, and skeletal 
muscle relaxant properties 

Anxiety, acute alcohol 
withdrawal, seizures 

Insomnia 
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Diazepam (Valium) Antianxiety, anticonvulsant, 
skeletal muscle relaxant 
properties 

Short term relief anxiety 
symptoms, relief acute 
alcohol withdrawal, 
adjunct for relief of acute 
musculoskeletal 
conditions, seizures 

Tx panic disorder, short-term 
tx of spasticity in children with 
cerebral palsy, sedation for 
mechanically vented pts in 
ICU 

Eslicarbazepine (Aptiom)  Anticonvulsant, dibenzazepine 
anticonvulsant  

Tx partial-onset seizures 
in pts 4 years and older 

 

Ethosuximide (Zarontin) Anticonvulsant, anti-epileptic 
agent 

Absence seizure, 
epilepsy 

 

Ezogabine (Potiga) Anticonvulsant, anti-epileptic 
agent 

Tx of partial-onset 
seizures in adults 18 
years and older 

 

Fosphenytoin (Cerebyx) Anticonvulsant Status epilepticus  

Gabapentin (Neurontin) Anticonvulsant, antineuralgic Adjunct tx of partial 
seizures in children 3 
years or older, 
management of 
postherpetic neuralgia, tx 
moderate to severe 
primary restless legs 
syndrome 

Tx of neuropathic pain, 
diabetic peripheral 
neuropathy, vasomotor 
symptoms, fibromyalgia, 
postoperative pain adjunct 

Lacosamide (Vimpat) Anticonvulsant Monotherapy or 
adjunctive therapy for tx 
of partial-onset seizures 
in pts 4 years and older 

 

Lamotrigine (Lamictal) Anticonvulsant Adjunctive therapy in 
adults & children 2 years 
and older with 
generalized tonic-clonic 
seizures, partial seizures, 
generalized seizures of 
Lennox-Gastaut 
syndrome, long term tx 
bipolar, tx of pts 2 years 
and older with primary 
generalized tonic-clonic 
seizures 

 

Levetiracetam (Keppra) Anticonvulsant Adjunctive therapy partial 
onset, myoclonic, and/or 
primary generalized tonic-
clonic seizures 

 

Lorazepam (Ativan) Antianxiety, sedative-hypnotic, 
antiemetic, skeletal muscle 
relaxant, amnesiac, 
anticonvulsant, anti-tremor 

Anxiety disorder, short-
term relief of symptoms of 
anxiety, anxiety 
associated with 
depressive symptoms, 
insomnia due to anxiety 
or transient stress 

Tx alcohol withdrawal, 
psychogenic catatonia, partial 
complex seizures, agitation, 
antiemetic for chemotherapy; 
rapid tranquilization of 
agitated pt, status epilepticus 
in children 
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Midazolam (Versed) Sedative, anxiolytic Sedation, anxiolytic, 
amnesia before 
procedure or induction of 
anesthesia, conscious 
sedation before 
diagnostic/radiographic 
procedure, acute tx of 
seizure clusters 

Anxiety, status epilepticus, 
conscious sedation 

Oxcarbazepine (Trileptal) Anticonvulsant Partial seizures in adults, 
monotherapy in children 4 
years and older 

Tx of neuropathic pain, 
bipolar disorder 

Perampanel (Fycompa)  Anticonvulsant Tx seizures in adults and 
children, partial onset 
seizures that may or may 
not develop into general 
seizures who have 
epilepsy 

Pain management 

Phenobarbital Anticonvulsant Management of 
generalized tonic-clonic 
(grand mal) seizures, 
partial seizures, control of 
acute seizure episodes 
(status epilepticus) 

Tx of alcohol withdrawal, 
sedative/hypnotic withdrawal 

Phenytoin (Dilantin) Anticonvulsant Management of 
generalized tonic-clonic 
(grand mal) seizures, 
partial seizures, status 
epilepticus, prevention of 
seizures following head 
trauma/neurosurgery 

Prevention of early post-
traumatic seizures following 
traumatic brain injury 

Pregabalin (Lyrica) Anticonvulsant, antineuralgic, 
analgesic 

Adjunctive therapy in tx of 
partial onset seizures, 
management of 
neuropathic pain 
associated with diabetic 
peripheral neuropathy or 
spinal cord injury, 
management of 
postherpetic neuralgia, 
fibromyalgia 

 

Primidone (Mysoline) Anticonvulsant Management of 
psychomotor, generalized 
tonic-clonic (grand mal) 
and focal seizures 

Tx essential tremor 

Rufinamide (Banzel) Anticonvulsant Adjunctive therapy to 
prevent or control 
seizures associated with 
Lennox-Gastaut 
syndrome 
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Tiagabine (Gabitril) Anticonvulsant Adjunctive therapy tx of 
partial seizures in adults 
and children 12 years or 
older 

 

Topiramate (Topamax) Anticonvulsant Monotherapy tx of partial 
onset or primary 
generalized tonic-clonic 
seizures in pts 2 years 
and older, adjunctive 
therapy partial onset, 
primary generalized tonic-
clonic seizures or 
seizures associated with 
Lennox-Gastaut 
syndrome in pts 2 years 
and older, prevention of 
migraine headache in pts 
12 years and older 

Neuropathic pain, diabetic 
neuropathy, prophylaxis of 
cluster headaches, infantile 
spasms 

Valproic acid (Depakote) Anticonvulsant, antimanic, 
antimigraine 

Monotherapy/adjunctive 
therapy of complex partial 
seizures, simple and 
complex absence 
seizures, adjunctive 
therapy of multiple 
seizures including 
absence seizures, tx 
manic episodes with 
bipolar disorder, 
prophylaxis of migraine 
headaches 

Refractory status epilepticus, 
diabetic neuropathy, mood 
stabilizer for behaviors in 
dementia 

Vigabatrin (Sabril) Anti-epileptic  Monotherapy infantile 
spasms, adjunctive 
therapy to treat complex 
partial seizures in adult 
and children 

 

Zonisamide (Zonegran) Anticonvulsant Adjunctive therapy in tx of 
partial seizures in adults, 
children older than 16 
years with epilepsy 

Bipolar disorder 

Insomnia    

Benzodiazepine receptor 
agonists 

   

Eszopiclone (Lunesta) Hypnotic Insomnia  

Zaleplon (Sonata) Sedative-Hypnotic Insomnia  

Zolpidem (Ambien) Sedative-Hypnotic Insomnia  

Benzodiazepines    

Estazolam  Sedative-Hypnotic Insomnia  



03.02.30 - Use of PRN Psychotropic Medications in Mental Health Settings, Rev. 9-3-21, Page 20 of 29 

Medication Classification Medication Usage Off-label Usage 

Flurazepam (Dalmante) Anxiolytic, anticonvulsant, 
sedative, hypnotic, and skeletal 
muscle relaxant properties 

Sleep initiation and 
maintenance disorders 

 

Lorazepam (Ativan) Anxiolytic, sedative-hypnotic, 
antiemetic, skeletal muscle 
relaxant, amnesiac, 
anticonvulsant, anti-tremor  

Anxiety disorders, short 
term relief of symptoms of 
anxiety, anxiety 
associated with 
depressive symptoms, 
insomnia due to anxiety 
or transient stress, status 
epilepticus, sedation 

Tx of alcohol withdrawal, 
psychogenic catatonia, partial 
complex seizures, agitation, 
antiemetic for chemotherapy, 
rapid tranquilization of 
agitated pt, status epilepticus 

Temazepam (Restoril) Benzodiazepine Insomnia  

Melatonin receptor agonist    

Ramelteon (Rozerem) Sedative-hypnotic Insomnia  

Orexin receptor antagonist    

Suvorexant (Belsomra) Nonbarbiturate hypnotic Insomnia  

Multiple Sclerosis (MS)    

Alemtuzumab (Lemtrada) Monoclonal antibodies Chronic lymphocytic 
leukemia and multiple 
sclerosis 

 

Daclizumab (Zinbryta) Monoclonal antibodies Multiple sclerosis  

Dalfampridine (Ampyra) Potassium channel blocker Multiple sclerosis  

Dimethyl fumarate (Tecfidera) Nrf2 activators Multiple sclerosis  

Fingolimod (Gilenva) Sphingosine I-phosphate 
receptor 

Multiple sclerosis  

Glatiramer (Copaxone) Immunomodulators Multiple sclerosis  

Interferon beta-1a (Avonex, 
Rebif) 

Interferon Multiple sclerosis  

Interferon beta-1b (Betaseron, 
Extavia) 

Interferon Multiple sclerosis  

Mitoxantrone (Novantrone) Antitumor antibiotic Multiple sclerosis, 
prostate cancer, certain 
types of leukemia 

 

Natalizumab (Tysabri) Monoclonal antibodies Crohn’s disease & 
multiple sclerosis 

 

Ocrelizumab (Ocrevus) Monoclonal antibodies Multiple sclerosis  

Peginterferon beta-1a (Plegridy) Immunomodulators Multiple sclerosis  

Siponimod (Mayzent) Sphingosine I-phosphate 
receptor 

Multiple sclerosis  

Teriflunomide (Aubagio) Pyrimidine synthesis inhibitor Multiple sclerosis  

Obsessive Compulsive 
Disorder (OCD) 

   

Anafranil (Clomipramine) Antidepressant Tx of obsessive-
compulsive disorder 

Depression, panic attacks 

Celexa (Citalopram) Antidepressant Treatment of unipolar 
major depression 

Treatment of alcohol abuse, 
diabetic neuropathy, 
obsessive-compulsive 
disorder, smoking cessation, 
GAD, panic disorder 
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Lexapro (Escitalopram) Antidepressant Treatment of major 
depressive disorder, 
general anxiety disorder 

Seasonal affective disorder 
(SAD) in children and adults, 
pervasive developmental 
disorders, vasomotor 
symptoms associated with 
menopause 

Luvox (Fluvoxamine) Antidepressant Major depression, 
obsessive-compulsive, 
binge eating and vomiting 
in moderate to severe 
bulimia nervosa, 
premenstrual dysphoric, 
panic disorder with or 
without agoraphobia, 
treatment of resistant or 
bipolar I (with 
Olanzapine) 

Fibromyalgia, PTSD, 
Raynaud’s phenomena, 
social anxiety, selective 
mutism 

Paxil (Paroxetine) Antidepressant Major depression 
disorder, obsessive-
compulsive, binge eating 
and vomiting in moderate 
to severe bulimia 
nervosa, premenstrual 
dysphoric disorder 
(PMDD), panic disorder 
with or without 
agoraphobia, treatment of 
resistant or bipolar I 
depression (with 
Olanzapine) 

Treatment of fibromyalgia, 
PTSD, Raynaud’s 
phenomena, social anxiety 
disorder, selective mutism 

Zoloft (Sertraline) Antidepressant, anxiolytic, 
obsessive-compulsive disorder 
adjunct 

Major depression 
disorder, panic disorder, 
obsessive-compulsive, 
PTSD, premenstrual 
dysphoric, general 
anxiety disorder 

Eating disorders, bulimia 
nervosa, generalized anxiety 
disorder 

Panic Disorder    

Alprazolam (Ativan) Anxiolytic, sedative-hypnotic, 
antiemetic, skeletal muscle 
relaxant, amnesiac, 
anticonvulsant, anti-tremor 

Anxiety disorder, short-
term relief of symptoms of 
anxiety, anxiety 
associated with 
depressive symptoms, 
insomnia due to anxiety 
or transient stress 

Tx alcohol withdrawal, 
psychogenic catatonia, partial 
complex seizures, agitation, 
antiemetic for chemotherapy; 
rapid tranquilization of 
agitated pt, status epilepticus 
in children 

Clonazepam (Klonopin) Anticonvulsant, antianxiety Adjunct in tx of Lennox-
Gastaut syndrome (petit 
mal variant epilepsy) 
akinetic, myoclonic 
seizures, absence 

Burning mouth syndrome, 
REM sleep behavior disorder, 
essential tremor 
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seizures (petit mal) 
unresponsive to 
succinimides, tx panic 
disorder 

Effexor (Venlafaxine) Antidepressant Depression, generalized 
anxiety disorder, social 
anxiety disorder, panic 
disorder with or without 
agoraphobia 

Treatment ADHD, obsessive-
compulsive, hot flashes, 
diabetic neuropathy, PTSD 

Paxil (Paroxetine) Antidepressant Major depression 
disorder, obsessive-
compulsive, binge eating 
and vomiting in moderate 
to severe bulimia 
nervosa, premenstrual 
dysphoric disorder 
(PMDD), panic disorder 
with or without 
agoraphobia, treatment of 
resistant or bipolar I 
depression (with 
Olanzapine) 

Treatment of fibromyalgia, 
PTSD, Raynaud’s 
phenomena, social anxiety 
disorder, selective mutism 

Zoloft (Sertraline) Antidepressant, anxiolytic, 
obsessive-compulsive disorder 
adjunct 

Major depression 
disorder, panic disorder, 
obsessive-compulsive, 
PTSD, premenstrual 
dysphoric, general 
anxiety disorder 

Eating disorders, bulimia 
nervosa, generalized anxiety 
disorder 

Posttraumatic Stress 
Disorder PTSD) 

   

Abilify (Aripiprazole) Atypical antipsychotic Tx schizophrenia, bipolar, 
adjunct treatment in major 
depressive disorder, tx of 
irritability associated with 
autism in children 6-17 
years old, Tourette’s 
disorder 

Schizoaffective, depression 
with psychotic features, 
aggression, bipolar disorder 
(children), conduct disorder 
(children) psychosis/agitation 
related to Alzheimer’s 
dementia 

Elavil (Amitriptyline) Antidepressant Treatment of unipolar, 
major depression 

Neuropathic pain, related to 
diabetic neuropathy or 
postherpetic neuralgia, 
migraine, depression in 
children, PTSD 

Celexa (Citalopram) Antidepressant Treatment of unipolar 
major depression 

Treatment of alcohol abuse, 
diabetic neuropathy, 
obsessive-compulsive 
disorder, smoking cessation, 
GAD, panic disorder 

Depakote (Valproic Acid) Anticonvulsant, antimanic, 
antimigraine 

Monotherapy/adjunctive 
therapy of complex partial 

Refractory status epilepticus, 
diabetic neuropathy, mood 
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seizures, simple and 
complex absence 
seizures, adjunctive 
therapy of multiple 
seizures including 
absence seizures, tx 
manic episodes with 
bipolar disorder, 
prophylaxis of migraine 
headaches 

stabilizer for behaviors in 
dementia 

Effexor (Venlafaxine) Antidepressant Depression, generalized 
anxiety disorder, social 
anxiety disorder, panic 
disorder with or without 
agoraphobia 

Treatment ADHD, obsessive-
compulsive, hot flashes, 
diabetic neuropathy, PTSD 

Geodon (Ziprasidone) Atypical Antipsychotic Tx schizophrenia, acute 
agitation in pts with 
schizophrenia, tx of acute 
mania or mixed episodes 
associated with bipolar 
with or without psychosis 

Major depressive (adjunct to 
antidepressant) 

Inderal (Propranolol) Antihypertension, antianginal, 
antiarrhythmic, antimigraine 

Tx of angina pectoris, 
supraventricular 
arrhythmias, ventricular 
tachycardia, symptomatic 
tx of obstructive 
hypertrophic, 
cardiomyopathy, tx of 
proliferating infantile 
hemangioma requiring 
systemic therapy, 
migraine headache 
prophylaxis, 
pheochromocytoma, 
prevention of MI 

Adjunct tx for anxiety, tremor 
due to Parkinson’s disease, 
alcohol withdrawal, 
aggressive behavior, 
schizophrenia, antipsychotic 
induced akathisia, variceal 
hemorrhage, acute panic 

Lamictal (Lamotrigine) Anticonvulsant Adjunctive therapy in 
adults & children 2 years 
and older with 
generalized tonic-clonic 
seizures, partial seizures, 
generalized seizures of 
Lennox-Gastaut 
syndrome, long term tx 
bipolar, tx of pts 2 years 
and older with primary 
generalized tonic-clonic 
seizures 

 

Lexapro (Escitalopram) Antidepressant Treatment of major 
depressive disorder, 
general anxiety disorder 

Seasonal affective disorder 
(SAD) in children and adults, 
pervasive developmental 
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disorders, vasomotor 
symptoms associated with 
menopause 

Minipress (Prazosin) Alpha-1 blocker Treats high blood 
pressure 

Treat nightmares of PTSD, 
anxiety, stress 

Nardil (Phenelzine) Antidepressant Depression and anxiety 
disorder 

Used off-labeled as a second 
or third line agency for anxiety 

Paxil (Paroxetine) Antidepressant 
 

Major depression 
disorder, obsessive-
compulsive, binge eating 
and vomiting in moderate 
to severe bulimia 
nervosa, premenstrual 
dysphoric disorder 
(PMDD), panic disorder 
with or without 
agoraphobia, treatment of 
resistant or bipolar I 
depression (with 
Olanzapine) 

Treatment of fibromyalgia, 
PTSD, Raynaud’s 
phenomena, social anxiety 
disorder, selective mutism 

Prozac (Fluoxetine) Antidepressant, antiobsessive-
compulsive, antianxiety 

Major depression 
disorder, panic disorder, 
obsessive-compulsive, 
social anxiety disorder, 
generalized anxiety 
disorder, premenstrual 
dysphoric, post traumatic 
disorder 

Social anxiety in children, 
self-injurious behavior, 
treatment of depression and 
OCD in children 

Risperdal (Risperidone) Antimanic, Atypical 
antipsychotic 

Tx of schizophrenia, 
irritability/aggression 
associated with Autistic 
children, tx of acute 
mania associated with 
bipolar 

Tourette’s’ syndrome, PTSD, 
major depressive disorder 

Seroquel (Quetiapine) Atypical antipsychotic Tx of schizophrenia, 
acute manic episodes 
associated with bipolar, 
maintenance tx bipolar 
disorder as an adjunct to 
lithium or Depakote, tx of 
acute depressive 
episodes associated with 
bipolar disorder 

Delirium in critically ill, 
psychosis/agitation related 
Alzheimer’s, treatment of 
Autism, treatment resistant 
obsessive-compulsive 

Tofranil (Imipramine) Antidepressant Tx of depression and 
nerve pain 

Tx of bedwetting of children 6 
years and older, tx of PTSD, 
general anxiety, depression 
that occurs with anxiety 

Topamax (Topiramate) Anticonvulsant Monotherapy tx of partial 
onset or primary 

Neuropathic pain, diabetic 
neuropathy, prophylaxis of 
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generalized tonic-clonic 
seizures in pts 2 years 
and older, adjunctive 
therapy partial onset, 
primary generalized tonic-
clonic seizures or 
seizures associated with 
Lennox-Gastaut 
syndrome in pts 2 years 
and older, prevention of 
migraine headache in pts 
12 years and older 

cluster headaches, infantile 
spasms 

Zoloft (Sertraline) Antidepressant, anxiolytic, 
obsessive-compulsive disorder 
adjunct 

Major depression 
disorder, panic disorder, 
obsessive-compulsive, 
PTSD, premenstrual 
dysphoric, general 
anxiety disorder 

Eating disorders, bulimia 
nervosa, generalized anxiety 
disorder 

Zyprexa (Olanzapine) Atypical antipsychotic Schizophrenia, acute 
mania associated with 
bipolar I 

Prevention of chemotherapy 
induced nausea/vomiting. 
Acute treatment of delirium. 
Treatment of anorexia 
nervosa, Tourette syndrome, 
tic disorder 

Psychotic Disorders    

Abilify (Aripiprazole) Atypical antipsychotic Tx schizophrenia, bipolar, 
adjunct treatment in major 
depressive disorder, tx of 
irritability associated with 
autism in children 6-17 
years old, Tourette’s 
disorder 

Schizoaffective, depression 
with psychotic features, 
aggression, bipolar disorder 
(children), conduct disorder 
(children) psychosis/agitation 
related to Alzheimer’s 
dementia 

Clozaril (Clozapine) Atypical antipsychotic  Management of severely 
ill schizophrenic pts who 
have failed to respond to 
other antipsychotic 
therapy, tx of recurrent 
suicidal behavior in 
schizophrenia or 
schizoaffective 

Schizoaffective, bipolar, 
childhood psychosis, 
obsessive-compulsive, 
agitation related to 
Alzheimer’s disease 

Fanapt (Iloperidone) Atypical antipsychotic Acute treatment of 
schizophrenia 

 

Geodon (Ziprasidone) Atypical Antipsychotic Tx schizophrenia, acute 
agitation in pts with 
schizophrenia, tx of acute 
mania or mixed episodes 
associated with bipolar 
with or without psychosis 

Major depressive (adjunct to 
antidepressant) 
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Haldol (Haloperidol) Antipsychotic, antiemetic, 
antidyskinetic 

Schizophrenia, Tourette’s 
disorder, severe 
behavioral problems in 
children with combative 
explosive hyperexcitability 
without immediate 
provocation, management 
of psychotic disorder, 
short-term of hyperactive 
children 

Treatment of 
nonschizophrenia psychosis, 
psychosis, alcohol 
dependence, 
psychosis/agitation related to 
Alzheimer’s dementia, 
emergency sedation of 
severely agitation/psychotic 
pts 

Invega (Paliperidone) Atypical antipsychotic Treatment of 
schizophrenia and 
schizoaffective disorder 

Treatment of irritability 
associated with autism 
disorder 

Latuda (Lurasidone) Atypical antipsychotic Treatment of 
schizophrenia in adults 
and adolescents (13-17 
years) Treatment of 
depression associated 
with bipolar I disorder as 
monotherapy children 10 
and older and as adjunct 
therapy with lithium or 
Depakote 

 

Loxapine (Adasuve)  Antipsychotic (1st generation) Tx of acute treatment of 
agitation associated with 
schizophrenia or bipolar I 

Tx of irritability with 
adolescents with Autism as 
add on therapy 

Mellaril (Thioridazine)  Phenothiazine Schizophrenia, can help 
to prevent suicide in 
people who are likely to 
harm themselves, reduce 
aggression and desire to 
hurt others 

 

Navane (Thiothixene) Antipsychotic of the 
thioxanthene series 

 Schizophrenia and 
psychosis with bipolar 

 

Nuplazid (Pimavanserin) Atypical antipsychotic Tx of Parkinson’s disease 
psychosis 

Being researched for 
treatment of Alzheimer’s 
disease psychosis, 
schizophrenia, agitation, and 
major depressive disorder 

Prolixin (Fluphenazine) Antipsychotic (1st generation) Schizophrenia, 
management of 
manifestations of 
psychotic disorders 

Manage chronic tic disorders 
and Huntington disease for 
control of abnormal 
movements and chorea 

Rexulti (Brexpiprazole) Atypical antipsychotic Schizophrenia 
depression, adjunct 
treatment for depression 

Borderline personality 
disorder, bipolar disorder 

Risperdal (Risperidone) Antimanic, Atypical 
antipsychotic 

Tx of schizophrenia, 
irritability/aggression 
associated with Autistic 

Tourette’s’ syndrome, PTSD, 
major depressive disorder 
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children, tx of acute 
mania associated with 
bipolar 

Saphris (Asenapine) Atypical antipsychotic Bipolar I disorder and 
schizophrenia 

 

Seroquel (Quetiapine) Atypical antipsychotic Tx of schizophrenia, 
acute manic episodes 
associated with bipolar, 
maintenance tx bipolar 
disorder as an adjunct to 
lithium or Depakote, tx of 
acute depressive 
episodes associated with 
bipolar disorder 

Delirium in critically ill, 
psychosis/agitation related to 
Alzheimer dementia. 
Treatment of autism, 
treatment-resistant 
obsessive-compulsive 
disorder 

Thorazine (Chlorpromazine) Antipsychotic (1st generation) Schizophrenia, psychotic 
disorders, manic phase of 
bipolar, severe behavioral 
problems in children, 
nausea and vomiting, 
anxiety before surgery, 
intractable hiccups, acute 
intermittent Porphyria 

Migraine headache, treatment 
of dementia 

Vraylar (Cariprazine)  Atypical antipsychotic Schizophrenia, bipolar 
mania, bipolar depression 

Psychosis/agitation 
associated with dementia 

Zyprexa (Olanzapine) Atypical antipsychotic Schizophrenia, acute 
mania associated with 
bipolar I 

Prevention of chemotherapy 
induced nausea/vomiting. 
Acute treatment of delirium. 
Treatment of anorexia 
nervosa, Tourette syndrome, 
tic disorder 

Schizophrenia    

Abilify (Aripiprazole) Atypical antipsychotic Tx schizophrenia, bipolar, 
adjunct treatment in major 
depressive disorder, tx of 
irritability associated with 
autism in children 6-17 
years old, Tourette’s 
disorder 

Schizoaffective, depression 
with psychotic features, 
aggression, bipolar disorder 
(children), conduct disorder 
(children) psychosis/agitation 
related to Alzheimer’s 
dementia 

Clozaril (Clozapine) Atypical antipsychotic Management of severely 
ill schizophrenic pts who 
have failed to respond to 
other antipsychotic 
therapy, tx of recurrent 
suicidal 

Schizoaffective, bipolar, 
childhood psychosis, 
obsessive-compulsive, 
agitation related to 
Alzheimer’s disease 

Fanapt (Iloperidone) Atypical antipsychotic Acute treatment of 
schizophrenia 

 

Geodon (Ziprasidone) Atypical Antipsychotic Tx schizophrenia, acute 
agitation in pts with 
schizophrenia, tx of acute 

Major depressive (adjunct to 
antidepressant) 
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mania or mixed episodes 
associated with bipolar 
with or without psychosis 

Haldol (Haloperidol) Antipsychotic, antiemetic, 
antidyskinetic 

Schizophrenia, Tourette’s 
disorder, severe 
behavioral problems in 
children with combative 
explosive hyperexcitability 
without immediate 
provocation, management 
of psychotic disorder, 
short-term of hyperactive 
children 

Treatment of 
nonschizophrenia psychosis, 
psychosis, alcohol 
dependence, 
psychosis/agitation related to 
Alzheimer’s dementia, 
emergency sedation of 
severely agitation/psychotic 
pts 

Invega (Paliperidone) Atypical antipsychotic Treatment of 
schizophrenia and 
schizoaffective disorder 

Treatment of irritability 
associated with autism 
disorder 

Latuda (Lurasidone) Atypical antipsychotic Treatment of 
schizophrenia in adults 
and adolescents (13-17 
years) Treatment of 
depression associated 
with bipolar I disorder as 
monotherapy children 10 
and older and as adjunct 
therapy with lithium or 
Depakote 

 

Loxapine (Adasuve) Antipsychotic (1st generation) Tx of acute treatment of 
agitation associated with 
schizophrenia or bipolar I 

Tx of irritability with 
adolescents with Autism as 
add on therapy 

Mellaril (Thioridazine) Phenothiazine Schizophrenia, can help 
to prevent suicide in 
people who are likely to 
harm themselves, reduce 
aggression and desire to 
hurt others 

 

Navane (Thiothixene) Antipsychotic of the 
thioxanthene series 

Schizophrenia and 
psychosis with bipolar 

 

Nuplazid (Pimavanserin) Atypical antipsychotic Tx of Parkinson’s disease 
psychosis 

Being researched for 
treatment of Alzheimer’s 
disease psychosis, 
schizophrenia, agitation, and 
major depressive disorder 

Prolixin (Fluphenazine) Antipsychotic (1st generation) Schizophrenia, 
management of 
manifestations of 
psychotic disorders 

Manage chronic tic disorders 
and Huntington disease for 
control of abnormal 
movements and chorea 

Rexulti (Brexpiprazole) Atypical antipsychotic Schizophrenia 
depression, adjunctive 
treatment for depression 

Borderline personality 
disorder, bipolar disorder 
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Medication Classification Medication Usage Off-label Usage 

Risperdal (Risperidone) Antimanic, Atypical 
antipsychotic 

Tx of schizophrenia, 
irritability/aggression 
associated with Autistic 
children, tx of acute 
mania associated with 
bipolar 

Tourette’s’ syndrome, PTSD, 
major depressive disorder 

Saphris (Asenapine) Atypical antipsychotic Bipolar I disorder and 
schizophrenia 

 

Seroquel (Quetiapine) Atypical antipsychotic Tx of schizophrenia, 
acute manic episodes 
associated with bipolar, 
maintenance tx bipolar 
disorder as an adjunct to 
lithium or Depakote, tx of 
acute depressive 
episodes associated with 
bipolar disorder 

Delirium in critically ill, 
psychosis/agitation related to 
Alzheimer dementia. 
Treatment of autism, 
treatment-resistant 
obsessive-compulsive 
disorder 

Thorazine (Chlorpromazine) Antipsychotic (1st generation) Schizophrenia, psychotic 
disorders, manic phase of 
bipolar, severe behavioral 
problems in children, 
nausea and vomiting, 
anxiety before surgery, 
intractable hiccups, acute 
intermittent Porphyria 

Migraine headache, treatment 
of dementia 

Vraylar (Cariprazine) Atypical antipsychotic Schizophrenia, bipolar 
mania, bipolar depression 

Psychosis/agitation 
associated with dementia 

Zyprexa (Olanzapine) Atypical antipsychotic Schizophrenia, acute 
mania associated with 
bipolar I 

Prevention of chemotherapy 
induced nausea/vomiting. 
Acute treatment of delirium. 
Treatment of anorexia 
nervosa, Tourette syndrome, 
tic disorder 
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Purpose: 

The purpose of this policy is to ensure SCCMHA’s compliance with statutes enacted by 

the Michigan Legislature in response to concerns regarding the misuse of controlled 

substances. These statutes impose specific requirements on prescribers who prescribe 

controlled substances and on pharmacists who fill those prescriptions. 

Policy: 

Background:  

According to the State of Michigan, prescription drug misuse is a serious problem 

and drug overdose deaths have been on the rise across the state. Two types of prescription 

drugs are the leading cause of misuse. These are painkillers (opioids) and tranquilizers 

(benzodiazepines). Opioids include both illegal drugs, such as heroin, and prescription pain 

medicines. Common opioids used to treat pain include oxycodone, hydrocodone, 

morphine, methadone, and codeine.  

A development in the opioid crisis has been the increase of synthetic opioids. 

Synthetic opioids are chemically manufactured drugs. Synthetic opioids that are appearing 

across Michigan include fentanyl and carfentanil. These drugs are far more powerful and 

deadly than other opioids. Synthetic opioids are often mixed with heroin. Heroin users are 

often unaware that these powerful drugs are mixed into their heroin. Synthetic opioids have 

been contributing to the increase in overdose deaths (per Reference E.). 

 

Policy: 

In an effort to promote the health and well-being as well as assure the safety of persons 

served, licensed prescribers within the SCCMHA provider network shall refrain from 
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prescribing opioids to consumers and adhere to the standards for prescribing controlled 

substances delineated in this policy. 

Application: 

This policy applies to all licensed prescribers within the SCCMHA service delivery 

network. 

Standards:  

A. Before a controlled substance is prescribed to a consumer in an outpatient setting1, 

the prescriber shall provide the following to the consumer and their family as 

indicated and with the consent of the adult consumer: 

1. Education regarding the controlled substance. 

2. Instructions regarding how to properly dispose of an expired, unused, or 

unwanted controlled substance. 

3. Information regarding the penalties for distribution of a controlled 

substance in Michigan. 

NOTE: In Michigan, a guilty conviction for manufacturing, creating, 

delivering, or possessing with intent to manufacture, create, or 

deliver a controlled substance may result in a felony. 

4. Require the consumer to enter into a controlled substance use contract that 

stipulates the frequency, circumstances, and parameters around the criteria 

for the prescriber to prescribe, and continue prescribing, the controlled 

substances as well as the reasons and rationale when the prescriber will no 

longer prescribe the controlled substance (see Exhibit A and Exhibit B). 

5. Review the SCCMHA Controlled Substance Agreement with the consumer 

and ensure the consumer understands the agreement using Teach-Back. 

B. SCCMHA will uphold sanctions that the State of Michigan imposes on prescribers 

who fail to provide adult consumers as well as minors and their guardians with 

proper education regarding the risks of misuse. 

C. A licensed prescriber shall not prescribe a controlled substance listed in Schedules 

II – V unless the prescriber has a bona-fide prescriber-patient relationship with the 

consumer as defined in relevant legislation (PA 101 of 2018) which includes the 

following conditions:  

1. The prescriber has reviewed the consumer’s medical or clinical records and 

completed a full assessment of the consumer’s medical history and current 

medical condition, including a relevant medical evaluation of the consumer 

conducted in person or via telehealth.  

2. The prescriber has created and maintained records of the consumer’s 

condition in accordance with medically accepted standards.  

D. If the prescriber provides a controlled substance, the prescriber shall provide 

follow-up care to the consumer to monitor the efficacy of the use of the controlled 

substance as a treatment of the consumer’s medical condition. 

1. If the prescriber is unable to provide follow-up care, they shall refer the 

consumer to the consumer’s primary care provider for follow-up care. 

 
1 This requirement does not apply if the controlled substance is prescribed for use in an inpatient setting. 

http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2018-PA-0101.pdf
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a. If the consumer does not have a primary care provider, the prescriber 

shall refer the consumer to a licensed prescriber who is 

geographically accessible to the consumer.  

Definitions: 

Bona-Fide Prescriber-Patient Relationship:  A relationship in which the provider has 

ongoing responsibility for the assessment, care, and treatment of a patient's medical 

condition and where the provider has reviewed the consumer’s medical or clinical records 

and completed a full assessment of the consumer’s medical history and current medical 

condition, including a relevant medical evaluation of the consumer conducted in person or 

via telehealth and maintains records of the consumer’s condition in accordance with 

medically accepted standards.  

Drug Schedules: According to the DEA (US Drug Enforcement Administration), drugs, 

substances, and certain chemicals used to make drugs are classified into five (5) distinct 

categories or schedules depending upon the drug’s acceptable medical use and the drug’s 

abuse or dependency potential. The abuse rate is a determinate factor in the scheduling of 

the drug; for example, Schedule I drugs have a high potential for misuse and the potential 

to create severe psychological and/or physical dependence. As the drug schedule changes 

(i.e., Schedule II, Schedule III, etc.), so does the abuse potential. Schedule V drugs 

represent the least potential for abuse. 

Schedule I drugs, substances, or chemicals are defined as drugs with no currently 

accepted medical use and a high potential for abuse. Examples of Schedule I drugs include: 

heroin, lysergic acid diethylamide (LSD), marijuana (cannabis), 3,4-

methylenedioxymethamphetamine (ecstasy), methaqualone, and peyote. 

Schedule II drugs, substances, or chemicals are defined as drugs with a high 

potential for abuse, with use potentially leading to severe psychological or physical 

dependence. These drugs are also considered dangerous. Examples of Schedule II drugs 

include: Combination products with less than 15 milligrams of hydrocodone per dosage 

unit (Vicodin), cocaine, methamphetamine, methadone, hydromorphone (Dilaudid), 

meperidine (Demerol), oxycodone (OxyContin), fentanyl, Dexedrine, Adderall, and 

Ritalin. 

Schedule III drugs, substances, or chemicals are defined as drugs with a moderate 

to low potential for physical and psychological dependence. Schedule III drugs abuse 

potential is less than Schedule I and Schedule II drugs but more than Schedule IV. 

Examples of Schedule III drugs include: Products containing less than 90 milligrams of 

codeine per dosage unit (Tylenol with codeine), ketamine, anabolic steroids, and 

testosterone. 

Schedule IV drugs, substances, or chemicals are defined as drugs with a low 

potential for abuse and low risk of dependence. Examples of Schedule IV drugs include: 

Xanax, Soma, Darvon, Darvocet, Valium, Ativan, Talwin, Ambien, and Tramadol. 

Schedule V drugs, substances, or chemicals are defined as drugs with lower 

potential for abuse than Schedule IV and consist of preparations containing limited 

quantities of certain narcotics. Schedule V drugs are generally used for antidiarrheal, 

antitussive, and analgesic purposes. Examples of Schedule V drugs include: cough 

preparations with less than 200 milligrams of codeine or per 100 milliliters (Robitussin 

AC), Lomotil, Motofen, Lyrica, and Parepectolin. 
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Michigan Automated Prescription System (MAPS): Michigan’s prescription drug 

monitoring program (PDMP) which is administered by the Department of Licensing and 

Regulatory Affairs (LARA). MAPS is a software tool that provides prescribers and 

dispensers with real-time prescription data and analytics regarding controlled substances 

and Schedules II – V drugs that have been dispensed. MAPS assists clinicians in making 

informed decisions and provides resources to better assess a patient’s risk for a substance 

use disorder.  

Prescribers: Physicians, dentists, physician assistants, and nurse practitioners who 

prescribe controlled substances. Prescribers of controlled medications must register with 

the DEA (Drug Enforcement Administration) as well as comply with applicable state 

licensure laws. 

References:  

A. Public Act 247 of 2017: http://www.legislature.mi.gov/documents/2017-

2018/publicact/pdf/2017-PA-0247.pdf 

B. Public Act 249 of 2017: http://www.legislature.mi.gov/documents/2017-

2018/publicact/pdf/2017-PA-0249.pdf 

C. Public Act 101 of 2018: http://www.legislature.mi.gov/documents/2017-

2018/publicact/pdf/2018-PA-0101.pdf 

D. SCCMHA Policy 03.02.38 – Prescription Monitoring Program Compliance 

E. SCCMHA Policy 02.03.09.39 – Teach-Back 

F. State of Michigan OUD information and resources: 

https://www.michigan.gov/opioids/ 

Exhibits: 

A. SCCMHA Controlled Substance Agreement – Adult 

B. SCCMHA Controlled Substance Agreement – Child/Adolescent 
 

Procedure: 

None  

http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2017-PA-0247.pdf
http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2017-PA-0247.pdf
http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2017-PA-0249.pdf
http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2017-PA-0249.pdf
http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2018-PA-0101.pdf
http://www.legislature.mi.gov/documents/2017-2018/publicact/pdf/2018-PA-0101.pdf
https://www.michigan.gov/opioids/
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Exhibit A 
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Exhibit B 
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Purpose:  

The purpose of this policy is to delineate the services and supports provided by SCCMHA 

which are designed to improve consumer outcomes by addressing whole-person health care 

needs through the provision of comprehensive, integrated behavioral health (mental health 

and substance use disorder) treatment, general health care, and care coordination and 

management services as well as improve the consumer’s experience of care, improve 

population health, and reduce the per capita cost of health care spending. 

Application: 

This policy applies to all SCCMHA-funded providers and programs. 

Policy:  

Background: 

More than one in four Americans have multiple (two or more) concurrent chronic 

health conditions or chronic illnesses. Chronic health conditions include physical health 

illnesses such as diabetes, heart disease and hypertension as well as mental health 

conditions such as severe mental illnesses, substance use disorders, dementia and other 

cognitive disorders, and intellectual/developmental disabilities. The prevalence of multiple 

chronic health conditions increases with age and is substantial among older adults, even 

though many Americans with multiple chronic health conditions are under the age of sixty-

five. As the number of chronic conditions in an individual increase, the risk of mortality, 

poor functional status, unnecessary hospitalizations, adverse drug events, duplicative tests, 

and conflicting medical advice all increase as well.  

In addition to the above statistics, it has been well-documented that adults with 

severe mental illness (SMI) have significantly higher mortality rates and die, on average, 

twenty-five years earlier than their counterparts in the general population. Those with 

substance use disorders experience even shorter life spans. Furthermore, their deaths are 
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frequently attributable to preventable or treatable health conditions such as diabetes, heart 

disease and hypertension. Mortality increases substantially when adults with SMI have a 

co-occurring substance use disorder. Additionally, behavioral health treatment approaches 

can contribute to high risk health conditions. An example is second generation 

antipsychotic medications (SGAs) which are highly associated with weight gain, diabetes, 

abnormal cholesterol levels and metabolic syndrome. 

The State of Michigan made a commitment to implementing Medicaid Health 

Homes in 2014-2015 through a State Plan Amendment in response to Section 1945 within 

Title XIX of the Social Security Act of the Affordable Care Act of 2010, which allowed 

States to amend their state plan amendments to provide care coordination services through 

Health Homes for individuals with multiple chronic health conditions.  

The focus of the Michigan health home model, initiated on July 1, 2014, was 

targeted toward Medicaid beneficiaries with SMI. The health home promoted a model of 

service delivery made up of six components – (1) comprehensive care management; (2) 

care coordination; (3) health promotion; (4) comprehensive transitional care from inpatient 

to other settings, including follow-up; (5) individual and family support services; and (6) 

referral to community and social support services (each of which  are described in the 

standards below) to provide care management and coordination services centered on the 

integration of behavioral and physical health objectives, with the expressed intention to 

transform the way care teams organize and coordinate care. Additionally, it was intended 

that this change involved the coordination of population health data and information in care 

management, the use of health information technology and the use of evidence-based care 

management guidelines.  

The Protecting Access to Medicare Act (PAMA) of 2014 requires the establishment 

of demonstration programs to improve community behavioral health services and funded 

as part of Medicaid. PAMA specifies criteria for Certified Community Behavioral 

Health Clinics (CCBHCs). These criteria fall into six areas: (1) staffing, (2) availability 

and accessibility of services, (3) care coordination, (4) scope of services, (5) quality and 

other reporting, and (6) organizational authority.  

In 2020 SCCMHA1 began to participate in a two-year SAMHSA (Substance Abuse 

and Mental Health Services Administration) expansion grant-funded opportunity to 

transform into a CCBHC. And, in 2021, SCCMHA began to participate in a two-year 

CCBHC MDHHS (Michigan Department of Health and Human Services) SAMHSA 

demonstration grant-funded opportunity that includes a key element for sustainability of 

CCBHCs: enhanced reimbursement via a value-based prospective payment system with 

performance incentives. CCBHC builds on the foundation of the health home components 

and expands access to services for eligible populations. 

In keeping with CCBHC criteria, SCCMHA serves all consumers with mental 

illness, substance use disorders, and severe emotional disturbance as well as those with an 

intellectual/developmental disability and co-occurring mental illness and/or substance use 

disorder with a focus on whole health and comprehensive access to a full range of medical, 
 

1 SCCMHA’s efforts to integrate behavioral health and general health care began several years ago and these 

efforts were subsequently supported by federal and state funding from grants. SCCMHA applied to 

SAMHSA for a PBHCI (Primary and Behavioral Health Care Integration) grant in 2012 and was awarded 

funds in 2014. SCCMHA was part of a SAMHSA award to MDHHS by SAMHSA for a PIPBHC (Promoting 

Integration of Primary and Behavioral Health Care) grant along with CMHSPs in Barry and Shiawassee 

counties in 2018.  
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behavioral and supportive services. SCCMHA also provides the nine types of CCBHC  

core services: (1) crisis mental health services including a 24-hour mobile crisis team, 

emergency crisis intervention, and crisis stabilization; (2) screening, assessment, and 

diagnosis including risk assessment; (3) patient-Centered treatment planning, including 

risk assessment and crisis planning; (4) outpatient mental health and substance use disorder 

services; (5) outpatient clinic primary care screening and monitoring of key health 

indicators and health risk; (6) targeted case management; (7) psychiatric rehabilitation 

services; (8) peer support, counselor services, and family support services; and (9) 

intensive community-based mental health care for members of the armed forces and 

veterans. 

In an effort to address the above-noted health disparities using the Health Home 

and CCBHC models, SCCMHA focuses on whole-person-centered care through 

comprehensive population management that addresses all stages of health and disease with 

the goal of maximizing the consumer’s current functionality and preventing the 

development of additional chronic conditions and their complications.  

Overall, SCCMHA seeks to provide self-management support to empower 

consumers to self-manage their care, collaborate with providers, and to maintain their 

health. SCCMHA helps consumers to become engaged in their own care by assessing their 

level of activation and addressing deficits through self-management support strategies that 

include both education, coaching and motivational interviewing.  

In addition, SCCMHA has worked to redesign the care system that consumers 

interact with by forming interdisciplinary treatment teams that are characterized by 

established roles, effective communication, and mechanisms for coordinating care between 

members of the team in a seamless manner.  

Care coordination, a central component of the SCCMHA delivery system, is a key 

strategy for ensuring that consumers do not “fall through the cracks”. Consumers most 

likely to benefit from care coordination include those living with a mental health and/or 

substance use disorder with higher utilization of services and those living with multiple 

comorbid conditions. Complex care management within the SCCMHA service delivery 

structure focuses upon consumer activation and education along with disease management. 

The interdisciplinary treatment team assesses each consumer’s level of ability to engage in 

their own self-care and provides ongoing monitoring of the consumer’s participation in and 

response to treatment. Specific team members such as RNs (registered nurses), PTs 

(physical therapists), MAs (medical assistants), OTs (occupational therapists), Speech and 

Language Therapists, RDs (registered dieticians), CHWs (community health workers), and 

peers, along with the rest of the team (e.g., psychiatrists, case managers, therapists, 

employment specialists, housing specialists, etc.) utilize their unique skills and training to 

enhance comprehensive whole-health care service delivery. 

Policy: 

 The SCCMHA service array shall include comprehensive care management for 

consumers with complex comorbidities, care coordination, health promotion, 

comprehensive transitional care, individual and family support services and referrals to 

community and social support services provided in a manner that is based upon the unique 

needs and conditions of each consumer served. Furthermore, services shall be provided in 

a person/family-centered, developmentally appropriate, trauma-informed, recovery-

oriented, culturally/linguistically competent manner and in accordance with nationally 
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accepted standards as described below using shared decision-making approaches to 

empower consumers and their families. 

Standards: 

A. Population served: SCCMHA shall serve consumers with a mental health 

condition, substance use disorder, severe emotional disturbance, 

intellectual/developmental disability and one or more chronic health conditions as 

well as those who are at risk of developing a chronic health condition.  

1. Individuals seeking eligibility for SCCMHA services shall be screened at 

intake (per the Eligibility Assessment and Determination for Consumers 

Requesting SCCMHA Services policy – 09.06.07.01) and triaged based 

upon acuity of need. 

2. Consumers shall be identified for whole-person care services at the time of 

admission through the use of population health data stratification (derived 

from Care Connect 360 and ZENITH-ICDP2) as well as through quality 

improvement initiatives. 

a. Consumers’ claims data shall be reviewed at admission using Care 

Connect 360 data, which generates individualized encounter data 

profiles, which group similar diagnoses for Emergency Department 

(ED) and inpatient utilization, in addition to pharmacy, primary and 

specialty care, and psychiatric services  

B.   Other populations served: SCCMHA shall serve children and youth with a 

serious emotional disorder as well as individuals with an intellectual/developmental 

disability who have a co-occurring mental health and/or substance use diagnosis. 

1.    Incorporating the same identification methodology above, children and 

youth are identified for participation in whole-person care with the goal to 

improve primary care engagement and connectivity, increased adherence to 

EPSDT services including immunizations and to address the prevalence of 

obesity in this group.    

C. A health assessment shall be completed for each consumer served which shall 

include appropriate testing to monitor health status. 

1. Consumers who elect to participate in whole-person care shall be assessed 

for self-identified chronic health conditions, level of activation and overall 

rating of their health status  

2. All enrollees shall be offered baseline, six month and annual health testing 

and screening.  

3. Consumers shall be assessed at initial enrollment for chronic health 

conditions identified through existing databases (Care Connect 360 or 

ZENITH-ICDP) in addition to the identified chronic health conditions 

within the initial assessment (in the EHR).  

a. Baseline health metrics shall be taken at this appointment, which 

include six-month and annual health testing.  

1). Testing at baseline for adults shall include CLIA waived 

administration of HbA1c, lipid panel, blood pressure, BMI, 

waist circumference, and carbon monoxide levels.  

 
2 ICDP = Integrated Care Delivery Platform 
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2). Testing at baseline for children shall include blood pressure, 

weight, height and waist circumference. 

3). A nurse or MA shall administer biometrics at regular 

intervals or at least every six months as well as annual lipid 

panel and HbA1c tests for adults.  

b. Health literacy score, self-assessment of overall health, current 

perception of level of pain, as well as the establishment of a 

consumer identified wellness goal, shall be part of the initial and 

annual assessments.  

c. Information shall be shared with primary care providers and 

documented within the appropriate electronic health records 

(EHRs).  

d. Based upon the overall health status of the consumer, a nurse or 

other general health care professional shall review the assessment 

and make recommendations to the consumer’s interdisciplinary 

treatment team, including the consumer’s case holder, for wellness 

education, nutritional support or initiate a referral to the Enhanced 

Health Services department for assessment.  

e. Consumers shall be encouraged to make an appointment with their 

primary care provider.  

1). SCCMHA shall schedule appointments with the on-site 

primary care provider via that provider’s s HER scheduling 

module. 

f. If the consumer identifies a primary care physician other than 

SCCMHA’s on-site provider, the RN or Medical Assistant (MA) 

shall contact the provider with the information gathered in the 

assessment and, with the consumer’s or guardian’s consent, share 

the wellness goal(s) established by the consumer. 

4. A Personal Health Review shall be conducted at the time of admission into 

specialty services and documented in the EHR.  

a. Consumers presenting with multiple chronic health conditions shall 

be immediately referred to the SCCMHA Health Home and 

Wellness Center for outreach and engagement.  

1). Case holders shall be apprised at the time of admission to 

recognize the need for management of identified chronic 

health conditions within the Person-Centered Plan.  

b. Adult consumers shall be assessed for the following chronic health 

conditions: hypertension, obesity, diabetes, COPD/asthma, kidney 

function/disease. (See Exhibit H) 

c. A personal health review shall be conducted and routine screening 

for obesity and elevated blood pressure shall be provided to 

children/adolescents. (See Exhibit I) 
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d. The Patient Stress Questionnaire3 shall be administered to adult 

consumers along with screening for suicidality (PHQ-9) and the 

DAST-10 (Drug Abuse Screening Test) and AUDIT-C as indicated 

as well as the CTAC Trauma Screening Checklist, GAD-7 for 

anxiety, and the Columbia-Suicide Severity Rating Scale . 

e. Adolescent consumers shall be administered a PHQ-A to screen for 

depression, the CRAFFT+N to screen for substance use issues, the 

CTAC Trauma Screening Checklist, and the ASQ for suicidality.  

5. Medication reconciliation shall be performed at the time of intake, at each 

six-month biometric testing, and as part of comprehensive transitional care.  

NOTE: Medication reconciliation is required as part of the 9-Touch 

protocol after hospital inpatient discharge (Care Transition 

Policy).  

D. SCCMHA shall ensure that each consumer has a comprehensive care plan that 

includes the provision of services that are quality-driven, cost effective, culturally 

appropriate, trauma-informed, person-/family centered, developmentally 

appropriate, and evidenced-based. 

1. An interdisciplinary team shall develop a care plan that is guided by the 

consumer and includes person-centered health goals or a “wellness goal” 

that incorporates self-management objectives.  

2. The assessment and consumer wellness goal shall determine 

recommendations to the consumer. 

3. SCCMHA shall provide access to community and social support services 

as a focus within the person-centered plan, including access to the 

clubhouse and the wellness-focused SCCMHA-funded Drop-In Center to 

further support adult individuals in their overall recovery goals.  

4. The person-centered plan shall address the general (i.e., physical health) 

needs as well as behavioral health needs, and shared with the consumer and 

the consumer’s identified primary physical health care provider.  

a. Ongoing monitoring of the person-centered plan shall be conducted 

and updates shall be made as needed or on an annual basis at a 

minimum by the case holder (per SCCMHA policy 02.03.03).  

5. The consumer’s cultural preferences shall be taken into consideration with 

the overall goal of health care integration that is achieved by informing and 

coordinating all care with the consumer’s identified physical health 

providers. 

E. Care coordination services shall be provided to each consumer that include, but 

are not limited to: an individualized plan of care; prevention and health promotion; 

general healthcare; mental health and substance use disorder treatment; linkages to 

community support and social services; employment; housing; educational systems 

comprehensive care management for consumers with complex comorbidities; 

transitional care from the hospital to the community;.  

 
3 The Patient Stress Questionnaire is adapted from PHQ-9 (Patient Health Questionnaire), GAD7 Scale 

(Generalized Anxiety Disorder), PC-PTSD (Primary Care PTSD Screen) and AUDIT (Alcohol Use 

Disorders Identification Test). 
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1. Communication as part of care coordination will occur at the time of 

transition between inpatient and outpatient care, changes in level of care and 

with outpatient care providers in accordance with SCCMHA Policy 

10.01.01.01 – Care Transitions which outlines the “9-Touch” approach and 

specifies a series of assessment, face-to-face meetings, medication 

reconciliation and other transition of care activities specific to hospital 

discharge back to home or community. 

2. Care coordination with consumer’s primary care physician shall be 

initiated to ensure that consumers have access to hospital and specialty 

medical care.  

a. As part of the person-centered planning process (in accordance with 

SCCMHA policies 0.3.02.01 and 02.03.03), the consumer’s overall 

health and nutrition status will be reviewed and a determination 

made as to whether there are issues to bring to the attention of the 

primary health care provider.  

b. In close communication with identified physical health providers, 

interdisciplinary treatment team members shall monitor and assess 

consumer health for acuity and exacerbation of identified chronic 

health conditions or for life-threatening conditions that require 

immediate attention.  

NOTE: SCCMHA staff is trained to immediately contact 

emergency transportation to transport a consumer to the 

nearby emergency room for care for consumers who 

report or present with symptoms that indicate a medical 

crisis.  

d. Care coordination shall be provided in conjunction with case holders 

and physical health providers to ensure that consumers follow up 

with referrals to specialty medical providers and follow consumers 

for three weeks post hospital discharge with the 9-Touch protocol 

that utilizes face-to-face visits to assess recovery from treatment.  

e. The physician assigned by the Medicaid Health Plan (MHP) will 

be indicated in the electronic health record as the Primary Health 

Care Physician for the consumer.  

1). Each consumer will be routinely asked to update or identify 

the name of their primary care physician (in accordance 

SCCMHA policy).  

2). Each consumer will be requested to consent to allow for 

SCCMHA to coordinate care with the identified primary 

health care provider if consent is not present or current for 

that provider.  

3). Consumers who do not identify a primary care physician at 

the time of intake shall be recommended to select the 

physical health provider co-located at SCCMHA and contact 

their MHP to inform the MHP of their selection.  
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4). The absence of a primary care provider shall be indicated as 

a health and safety concern in the consumer’s Individual 

Plan of Service.  

5). If the consumer prefers to select from other available 

physicians, the consumer shall be provided education on 

how to contact their MHP to identify a primary care 

provider.  

F. SCCMHA service delivery shall encompass continuing care strategies, including 

care coordination and transitional care from the hospital to the community as well 

as the full array of SCCMHA and community-based services and supports. 

1. Comprehensive transitional care from inpatient to other settings, 

including follow-up, shall encompass a set of actions that are designed to 

ensure the coordination and continuity of health care, and consider the 

consumer’s goals, preferences and clinical status.  

a. Activities shall include (but not be limited to): 

1). Receiving notification of discharges and admissions from 

hospitals and other care facilities. 

2). Performing outreach to consumers to ensure appropriate 

follow-up after transition. 

3). Reviewing discharge summaries. 

4). Conducting medication reconciliation. 

5). Assessing a consumer’s risk status to reduce avoidable 

readmissions. 

b. Admissions, discharges and transfers (ADTs) transmitted through 

the HIE (health information exchange) shall be reviewed twice 

daily for the purpose of tracking all admissions, discharges and 

transfers.  

1). Consumers who transition from one setting to another shall 

be assessed for level of care based upon diagnoses.  

2). Interdisciplinary treatment teams shall be notified of 

consumer activity.  

3). Interdisciplinary treatment teams shall meet to determine the 

level of support needed by the consumer and their natural 

support system to ensure that the consumer is provided 

adequate and appropriate support and follow-up for smooth 

transitions of care that optimize the potential for positive 

outcomes.  

G. The interdisciplinary treatment team shall ensure that a full array of services is 

available and coordinated. 

1. Any gaps in treatment shall be identified and services outside of SCCMHA 

shall be arranged when necessary.  

a. Any gaps in behavioral health treatment shall be identified and 

services outside of SCCMHA shall be arranged when necessary in 

conjunction with the case holder. 
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b. Any gaps in physical health care shall be identified through 

ongoing assessment and communicated to the consumer’s primary 

care provider.  

1). Activities shall include, but not be limited to: 

a). Ensuring follow-up with specialist and ancillary 

provider referrals initiated by the primary care 

physician for routine or post hospitalization care. 

b). Securing referrals from the consumer’s primary care 

physician for PT, OT and Speech and Language 

Therapy assessment when indicated.  

c). Assisting consumers in obtaining DME (durable 

medical equipment) or a script for DME from the 

prescribing provider. 

d). Assisting the consumer in accessing or securing 

referrals for community provided health education 

classes. 

e). Assisting the consumer in accessing dental care. 

f). Providing navigation assistance to consumers who 

request assistance in managing their health care. 

2. All referrals and follow-up conducted to ensure the efficacy of those 

referrals shall be documented in the consumer’s HER. 

H. SCCMHA shall offer services that include prevention and health promotion, 

general healthcare, mental health and substance use disorder treatment, and 

linkages to long-term care services and other community supports and resources.  

1. Health education, especially education that focuses upon management of 

chronic health conditions, shall be targeted to consumers and their families 

when appropriate.  

a. This education shall include teaching the consumer about how to 

manage their mental and physical health, pursue recovery and 

wellness including exercise, diet and nutrition. 

b. Classes for diabetes, hypertension, asthma, smoking/tobacco/vaping 

cessation, safe sex, and managing high cholesterol shall be provided 

or made available to consumers in accordance with need and 

identified health goals. 

c. Approaches for educating consumers shall be predicated on the 

administration of a health literacy evaluation (Exhibit E) and 

engagement of consumers as well as their family or support systems, 

consider reading and numeracy comprehension, learning styles and 

other factors that may impact the ability to understand and follow a 

plan of care.  

2. Health promotion activities shall include the provision of health education 

to the consumer (and their identified family member[s] when appropriate) 

that is specific to the consumer’s chronic illness or needs as identified in the 

assessment.  

3. SCCMHA shall help consumers access the following health and wellness 

activities and programs:  
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a. Smoking cessation program 

b. Journey for Control Diabetes classes 

c. Drop-In Blood Pressure Clinics 

d. DIMENSIONS: Tobacco Free Program 

e. Peer walking appointments 

f. Nutritional assessment and education  

g. Weight Loss Class and Mindful Eating 

h. Diabetes education classes 

i. SCCMHA-sponsored Consumer Health Fairs 

j. Education that focuses on self-management of hypertension  

k. Yoga  

l. SCCMHA’s Learning Links programs for consumers 

m. WHAM (Whole Health Action Management) provided by the 

Friends for Recovery Drop-In Center 

n. myStrengthTM   

o. Auricular Acupuncture (National Acupuncture Detoxification 

Association (NADA) Acupuncture) 

4. One-to-one educational sessions shall also be made available to consumers 

who prefer individual support. 

5. SCCMHA shall provide access to interventions for consumers, as clinically 

indicated, in order to improve and support personal health goals, including, 

but not limited to: 

a. Cognitive Behavior Therapy 

b. Integrated Dual Disorders Treatment groups (for co-occurring 

mental health and substance use disorders)  

c. TREM (Trauma Recovery and Empowerment Model) groups 

d. DBT (Dialectical Behavior Therapy) 

e. FPE (Family Psychoeducation) 

f. Motivational Enhancement Therapy 

g. Medication Assisted Treatment (MAT) 

h. Seeking Safety 

i. Ask Me 3 

j. 5 A’s 

k. SBIRT/YSBIRT (Screening, Brief Intervention, Referral to 

Treatment) 

I. Individual and family support services provided by SCCMHA shall include the 

coordination of access to and delivery of services that support effective 

management of chronic conditions. 

J. Referral to community and social support services4 by SCCMHA shall include, 

but not be limited to, the establishment of referral and follow-up procedures in order 

to ensure that consumers in need of community-based social support services are 

assisted to overcome access or service barriers in a manner that fosters the 

development of self-efficacy and builds self-management skills.  

1. Referrals to community and social support shall entail facilitating access to 

support assistance for individuals to address medical, behavioral, 

 
4 It is well established that by addressing the social determinants of health, overall health is improved. 
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educational, social and community issues that may impact overall health 

and address social determinants of health (SDOH) as needed.  

a. SCCMHA shall develop collaborative relationships with 

community and/or social support services.  

b. The Saginaw Community Care HUB shall provide a central referral 

registry and contract with Community Care Agencies (CCAs) that 

employ Community Health Workers (CHWs).  

1). CHWs shall be available to assist consumers in addressing 

relevant SDOH as well as the systems that are in place to 

deal with acute illnesses and chronic health conditions. 

c. Consumers shall be offered and encouraged to join in peer support 

organizations, self-help groups, senior centers, exercise facilities 

and other community-based programs based upon their preferences.  

d. Transportation shall be provided to overcome attendance barriers. 

2. All referrals and follow-up conducted to ensure the efficacy of those 

referrals shall be documented in the consumer’s HER. 

K. Disease management services shall be individualized and target identified chronic 

illnesses provided through the use of consumer level claims data encounters.  

L. SCCMHA shall endeavor to maintain a close collaboration in a partly integrated 

system or level 45 Health Home and Wellness Center whereby mental health and 

health care providers share the same site and have some shared systems, such as 

scheduling and charting, as well as regular face-to-face interactions among primary 

care and SCCMHA behavioral health providers, coordinated treatment plans for 

patients with complex needs, and a basic understanding of each other’s roles and 

culture6. 

1. While job descriptions outline roles and responsibilities that align with 

professional scope of practice, interdisciplinary treatment team members 

shall present their services as a team without designation of role to the 

consumer in order to offer the consumer their own “wellness” team which 

is focused upon the consumer’s overall health and wellness as well as on 

the provision of support for the consumer’s health improvement efforts 

from anyone on the team.  

2. Primary health care shall be provided on-site at SCCMHA’s main 

location in the Health Home and Wellness Center.  

a. The designated PCP (primary care provider) shall provide a primary 

care practitioner, nurse (RN) and medical assistant (MA) three days 

per week to the SCCMHA Health Home and Wellness Center 

through a Memorandum of Understanding (MOU). 

b. SCCMHA consumers may opt to receive care at this co-located 

physical health clinic by identifying this PCP as their primary care 

provider to their Managed Care Organization.  

 
5 The level of integration is most aptly described by Doherty, McDaniel and Baird (1995, 1996) who proposed 

the first classification for integrated health care by identifying five levels of collaboration and integration. 
6 “We are a team in the care of consumers” best describes the level of care integration at this time (Collins, 

et.al., 2010; Peek, 2007; Reynolds, 2006: Seaburn, Lorenz, Gunn, Gawinski & Mauksch, 1996; Strohsal, 

1998).  

http://www.saginawhub.org/web/
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3. The consumer’s primary care provider shall be considered part of the 

team as is the case holder, peer support specialist (PSS), wellness specialist, 

behavioral health consultant, physical therapist (PT), occupational therapist 

(OT), registered dietician (RD), RN, and, in some cases, a Community 

Health Worker (CHW) along with the psychiatrist, case manager, and 

therapist. 

4. Health Home and Wellness Center team members shall conduct a “huddle” 

each day before the clinic opens to review consumer information, including 

behavioral health diagnosis, risk level, recent ED admissions and overdue 

annual labs, including information related to a consumer’s physical health 

care appointments within the co-located physical health care provider clinic.  

5. Consumers shall receive behavioral health care based upon their specific 

needs in the initial assessment and/or when presenting for psychiatric 

inpatient care.  

a. Behavioral health care shall be provided to consumers through the 

SCCMHA specialty Medicaid benefit and their services shall be 

complimented by the presence of a Behavioral Health Consultant 

(BHC) who shall be present during on-site PCP clinic hours. 

b. Consumers enrolled with the on-site primary health care clinic shall 

have the assistance of a fully licensed master’s social worker 

(LMSW) who provides behavioral health consultation during 

primary care visits.  

1). While it is the express purpose of the BHC to address needs 

of consumers in real time during an office visit with brief 

interventions and follow up as needed, the BHC shall 

maintain direct contact with the consumer’s case holder and 

shall coordinate necessary support if the consumer presents 

with immediate needs.  

c. Psychiatrists and other SCCMHA practitioners, including 

complimentary providers such as OT, PT, RD, the SCCMHA Health 

Educator, peer support specialists, and wellness coaches shall be 

located within the same physical space as the physical health clinic 

and interact with consumers who are physically present within the 

SCCMHA Health Home and Wellness Center.  

6. SCCMHA shall staff an on-site laboratory for lab draws for both 

psychiatric and primary care physician providers as well as house a full-

service pharmacy which is located on the same floor within close proximity 

of Health Home and Wellness Center.  

M. The Health Home and Wellness Center shall provide services during core business 

hours, 8:00 a.m. – 6:00 p.m. five days per week and shall coordinate these hours 

with the on-site physical health provider that provides services between 8:30 a.m. 

– 4:45 p.m. three days per week.  

1. Health Home and Wellness center personnel and complimentary staff shall 

be available during core business hours and conduct care coordination and 

wellness services five days per week.  
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a. Walk-ins without a prior appointment shall be welcomed into the 

Health Home and Wellness Center. 

2. Additional resources shall be made available through the designated 

primary care provider’s other clinics with walk-in capacity that are located 

within the vicinity of SCCMHA.  

3. SCCMHA shall provide twenty four-hour, seven-day per week response to 

consumers with emergency health care needs including mental health and 

substance use disorder treatment access. 

a. Case holders shall serve as the initial point of contact when a 

consumer is requesting access to Health Home and Wellness Center 

services outside of core business hours, 8:00 a.m. – 6:00 p.m. 

Monday through Friday.  

4. SCCMHA-employed psychiatric providers, including mid-level 

practitioners, shall be located within a few steps of the physical health clinic 

and shall be available during core business hours for consultation with the 

on-site primary care provider or behavioral health services.  

a. Health Home and Wellness Center staff shall be available during 

core business hours and can be reached by case holders to arrange 

or secure access to health care services or primary care visits for the 

consumers they serve. 

5. Consumers may contact Health Home and Wellness Center staff directly by 

telephone to arrange for wellness consultation and may schedule 

appointments in conjunction with their psychiatrist visit or medication 

reviews, therapy appointments, prescription pick-up, or for laboratory 

services (which are all located on the same floor in one location).  

6. SCCMHA staff shall access the PCP’s EHR for the purpose of advance 

scheduling, same day scheduling of physician office appointments at the 

PCP clinic, and viewing scheduled physical health appointments. 

a. Health Home and Wellness Center staff shall routinely review case 

management scheduled appointments and psychiatric appointments 

to connect with consumers who have either no-showed their 

appointments with the Health Home and Wellness Center or PCP 

practitioner or who are due for follow up appointments or services.  

7. SCCMHA’s front desk staff shall aid in scheduling consumers who are 

scheduled for a physician office visit and are able to schedule follow up 

visits upon conclusion of their visit.  

8. Outbound phone calls to consumers for appointment reminders, no-show 

follow-up, and wellness checks shall be performed as part of comprehensive 

care management that includes reporting of blood sugar and blood pressure 

readings, monitoring exercise activity, food logs and assistance with 

transportation to provider appointments and community and social 

supports. 

a. Frequent outbound telephone calls shall be initiated to consumers to 

follow up with lab value results, emergency room encounters, 

coordination of transportation to and from physical health provider 
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appointments including specialist providers as well as dentists and 

optometrists.  

1). The Health Home and Wellness Center Specialist shall place 

reminder calls to consumers who are either enrolled or 

would benefit from enrollment in self-management classes 

such as diabetes, smoking cessation and nutritional 

education. 

a).  The Health Home and Wellness Center Specialist 

shall reach out to consumers who are registered as 

well as contact potential consumers and their case 

holders to assess their interest in participating.  

N. Health information technology (HIT) shall be used to inform and facilitate the 

work of the Health Home and Wellness Center and to guide quality improvement 

efforts.  

1. Data shall be used at the population and individual levels to inform clinical 

decision-making, provide feedback to clinicians and consumers, as well as 

to deliver reminders to providers and consumers. 

2. Information shall be gathered to identify consumers who are at greater risk 

of morbidity and mortality due to multiple chronic health conditions, 

hospitalizations, and re-admissions at the time of eligibility determination 

and throughout their enrollment in SCCMHA specialty benefit services.  

3. Clinical decision-making, care plan development, and quality improvement 

activities shall be informed by ongoing surveillance and data mining of two 

Medicaid claims databases populated by the State of Michigan.  

a. SCCMHA shall utilize available clinical information systems, 

ZENITH-ICDP and Care Connect 360, which capture and report 

population-level data for the purpose of clinical decision-making 

and care coordination for SCCMHA adult consumers with chronic 

health conditions.  

NOTE: This data is organized at the aggregate and individual 

level with the intention of optimizing individual outcomes 

and influencing quality improvement.  

NOTE: Claims data is aggregated for the purpose of grouping 

chronic health conditions to inform clinical decision-

making.  

b. SCCMHA shall collect and analyze data obtained through Care 

Connect 360 which includes medical and behavioral health claims 

data that provide summaries of consumer institutional encounters. 

c. SCCMHA shall utilize notification of admissions, discharges and 

transfers (ADTs) for SCCMHA consumers which are 

communicated twice daily through the ZENITH-ICDP site and 

transmitted via the Health Information Exchange (HIE). 

NOTE: Individual consumers are identified with their chronic 

health conditions, including behavioral health conditions.  
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NOTE: Risk status is calculated by ZENITH-ICDP using a 

predictive modeling tool, LACE, and it is noted within the 

consumer profile. 

NOTE: The reason for admission is documented and LACE 

scoring is used to predict the level of risk a consumer has 

for readmission to the hospital.  

1). This data shall be reviewed by the Supervisor of Clinical 

Practice and other team members for the purpose of 

identifying consumers who may be at risk of hospital 

readmission. 

a).  Consumers who are at high risk shall be identified 

and assigned to a nurse who coordinates with the 

consumer’s case holder to ensure the transition of 

care using the 9-Touch protocol for that consumer.  

b). Consumers who are identified as admitted to a 

hospital inpatient setting shall be assessed by a nurse 

for transition of care protocols and care coordination 

to ensure that the consumer successfully transitions 

from inpatient care back to their home or to the 

community.  

c).  Interventions and assessments shall be documented 

within the electronic health record.  

d). Additional data (from Care Connect 360 and 

ZENITH-ICDP) shall also be reviewed at the time of 

admission into SCCMHA’s services.  

4. Interdisciplinary treatment teams shall utilize SCCMHA’s electronic 

health record for the purpose of viewing and documenting physical and 

behavioral health information collected in the chart documents.  

a. Information regarding health indicators, health education and health 

promotion activities, individual contacts and overall risk status shall 

be used to inform clinical decision making.  

1. Health metrics are captured in SCCMHA’s EHR in the 

“Vitals” section. Information collected includes blood 

pressure, lipid panel, A1c, BMI, waist circumference and 

CO levels.  

O.  SCCMHA shall provide cross-system, bi-directional primary care and behavioral 

health staff training on integrated care as well as foster greater awareness and 

understanding of both mental illness, substance use disorder and physical health 

issues that impact consumers as well as the cultures of both primary and behavioral 

health care. Trainings may include, but not be limited to the following: 

1. Consumer Health (physical health conditions) 

2. Taking Care of Yourself (physical and emotional health conditions) 

3. Understanding Disabilities 

4. Understanding Medications 

5. Integrated Treatment of Co-occurring Mental Health & Substance Use 

Disorders 
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6. Modifying Approaches and Medications Used to Treat the Disease of 

Opiate Addiction 

7. PTSD and Substance Abuse Disorder 

8. The Medical Aspects of Behavioral Health and the Role of Behaviorism in 

Recovery  

9. Trauma 101 

10. Virtual Hallucinations 

11. CBT for Hoarding Disorder 

12. Mental Health Ambassador Training 

13. Mental Health First Aid 

P. SCCMHA shall engage in quality improvement (QI) activities with Performance 

Improvement Projects (PIPs) reported to the SCCMHA Board of Directors. 

1. SCCMHA shall conduct surveys of consumer satisfaction in order to 

inform care processes and ascertain areas for improvement (see Exhibit H). 

2. Performance Improvement Projects shall include diabetes screening for 

consumers taking second generation antipsychotics (SGAs) and blood 

pressure monitoring for consumers with uncontrolled hypertension. 

3. SCCMHA will use population health methodologies to stratify consumers 

for prioritization of interventions, work flow improvements and aligning 

resources.  

4. SCCMHA will actively initiate PDSA (Plan-Do-Study-Act) cycles to 

process information and data. 

Q. SCCMHA will collaborate with its PCP partner to implement and maintain shared 

plans of care. 

R. SCCMHA shall make the option of telehealth visits available to consumers who 

wish to meet virtually. 

Definitions: 

9-Touch Protocol: A model which assesses for successful care coordination and team 

planning of transition from hospital to home that specifies a series of assessment, face-to-

face meetings, medication reconciliation and other transition of care activities specific to 

hospital discharge back to home or community. The protocol also includes assessment of 

supports, and adherence to medical discharge directions, understanding of medical 

conditions, and arranging follow-up care post discharge. 

Auricular Acupuncture: A standardized 1- to 5-point auricular needling protocol that is 

delivered in a group setting as part of a treatment program for substance use disorders as 

well as other behavioral health conditions (e.g., PTSD, depression, stress). 

 “Better Together”: SCCMHA, with the support of SCCMHA Human Resources and the 

Health Home team, develop, staff and promote a wellness education and awareness 

program that includes lunch and learns, screening clinics and educational sessions that 

focus upon consumer and SCCMHA employee wellness. These opportunities are open to 

both consumers and employees of SCCMHA. “Better Together” identifies topical health 

issues or themes and develops learning opportunities to support self-management. Based 

upon population health data from Care Connect 360, “Better Together” 2016 focused upon 

uncontrolled hypertension due to its prevalence as the leading chronic health condition 

among SCCMHA consumers. 
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Care Coordination: Care management activities that include the implementation of the 

care plan through appropriate linkages, referrals, coordination and follow-up to needed 

services and support. 

Chronic Illnesses: Conditions that last a year or more and require ongoing medical 

attention and/or limit activities of daily living. 

Community Health Worker: A frontline public health worker who is a trusted member 

of and/or has an unusually close understanding of the community served. This trusting 

relationship enables the CHW to serve as a liaison/link/intermediary between health/social 

services and the community to facilitate access to services and improve the quality and 

cultural competence of service delivery. A CHW also builds individual and community 

capacity by increasing health knowledge and self-sufficiency through a range of activities 

such as outreach, community education, informal counseling, social support and advocacy. 

(American Public Health Association Community Health Worker Section, 2009) 

Comprehensive Care Management: The identification, assessment and monitoring of 

populations likely to benefit from Health Home services 

Culture: The beliefs, customs, social norms, and material traits of a racial, religious, or 

social group. It affects the group members’ viewpoints: how they act; how they think; and 

how they see themselves in relation to the rest of the world Culture is also defined as a 

particular society that has its own beliefs, ways of life, art, etc. or a way of thinking, 

behaving, or working that exists in a place or organization (such as a business). Culture is 

transmitted through language, symbols, and rituals. Cultural differences can be manifested 

in help-seeking behaviors, language and communication styles, symptom patterns and 

expressions, nontraditional healing practices, and the role and desirability of an 

intervention or treatment. 

Ethnicity: A population or group having a common cultural heritage that is distinguished 

by customs, characteristics, language, and common history. 

Diversity: Differences in geographic location (rural, urban), sexual orientation, age, 

religion or spiritual practice, socioeconomic status, and physical and mental capacity. 

Family of Choice: Supportive friendship networks that function as family, often due to 

rejection or lack of disclosure to the biological family. Persons an individual sees as 

significant in his or her life. It may include none, all, or some members of his or her family 

of origin as well as include individuals such as significant others or partners, friends, 

coworkers, etc. 

Health Home: A healthcare delivery approach to improve consumer outcomes by 

addressing whole-person health care needs through the provision of comprehensive, 

integrated behavioral health (mental health and substance use disorder), medical, care 

coordination and management services. 

Health Literacy: The ability to read, understand and act upon health information. Health 

literacy has been shown to be critical to good patient care and positive health outcomes; 

when patients lack the ability to understand and act upon medical information, it can put 

their health at risk. 

LACE Index: A tool that identifies individuals who are at risk for hospital readmission or 

death within thirty days of discharge. It incorporates four parameters: “L” stands for length 

of stay of the index admission; “A” stands for acuity of admission; “C” stands for 

comorbidities of patients; and “E” stands for the number of Emergency Department visits 
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within the last six months. LACE scores range from 1–19.  A score of 0 – 4 = Low; 5 – 9 

= Moderate; and a score of ≥ 10 = High risk of readmission. 

Metabolic Syndrome: A cluster of conditions including increased blood pressure, high 

blood sugar, excess body fat around the waist, and abnormal cholesterol or triglyceride 

levels that occur together thereby increasing risk of heart disease, stroke and diabetes. 

myStrengthTM: An evidence-based web-based application that is suitable for both adults 

and adolescents. myStrengthTM assists individuals with decision support for a wide range 

of behavioral health and substance use disorders including comprehensive resources on 

parenting, nutrition and mindfulness. myStrengthTM is a confidential and free service to 

consumers who have internet access. 

Patient Protection and Affordable Care Act (PPACA): Passed by Congress and signed 

into law by the President in March 2010, this law provides a variety of approaches intended 

to improve health care system of the United States. 

PDSA Cycle: Testing a change by developing a plan to test the change (Plan), carrying out 

the test (Do), observing and learning from the consequences (Study), and determining what 

modifications should be made to the test (Act). 

Social Determinants of Health (SDOH): The conditions in which people are born, grow, 

work, live, and age, and the wider set of forces and systems shaping the conditions of daily 

life. These forces and systems include economic policies and systems, development 

agendas, social norms, social policies and political systems. 

References:  

A. Doherty, W., McDaniel, S., Baird, M. (1996). Five Levels of Primary 

Care/Behavioral Healthcare Collaboration. Behavioral Healthcare Tomorrow 5(5): 

25-7. 

(https://www.researchgate.net/publication/13135683_Five_Levels_of_Primary_C

areBehavioral_Healthcare_Collaboration) 

B. MSA Bulletin 14-23 (Michigan Department of Community Health) May 30, 2014: 

Introduction of Health Homes in Selected Counties of Grand Traverse, Manistee 

and Washtenaw. 

C. SCCMHA Policy 02.03.03 – Person-Centered Planning 

D. SCCMHA Policy 02.03.09.40 – SBIRT/YSBIRT  

E. SCCMHA Policy 03.02.45 – Interdisciplinary Treatment Teams  

F. SCCMHA Policy 10.01.01 – Hospital Discharge Planning 

G. SCCMHA Policy 10.01.01.01 – Care Transitions 

H. The Newest Vital Sign (NVS) – Pfizer: www.pfizerhealthliteracy.com 

I. The Patient Protection and Affordable Care Act (PPACA, P.L. 111-148), as 

amended by the Health Care and Education Reconciliation Act of 2010 (HCERA, 

P.L. 111-152), and collectively referred to as the Affordable Care Act of 2010 

(ACA).  

Exhibits: 

A. Health Home Flow Charts 

B. Four Quadrant Model 

C. Example of ZENITH-ICDP information 

D. Consumer Fact Sheet 

E. Newest Vital Sign (NVS) 

https://www.researchgate.net/publication/13135683_Five_Levels_of_Primary_CareBehavioral_Healthcare_Collaboration
https://www.researchgate.net/publication/13135683_Five_Levels_of_Primary_CareBehavioral_Healthcare_Collaboration
http://www.pfizerhealthliteracy.com/
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F. Stress Questionnaire 

G. Consumer Satisfaction Survey 

H. Personal Health Review – Adult 

I. Personal Health Review - Children 

J. Adult NOMs 

K. Child NOMs 

L. Ask Me 3 

M. The 5 A’s 
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03.02.46 - Whole-Person Care, 11-2-21, Page 21 of 62 

 

 

 

 

 

Huddle 
8:15-8:30

Check in 
w/ FDA

Vitals are 
obtained 

by MA

See 
provider 
for med 
review

See RN for 
education

Schedule 
next appt.

FDA messages 

who’s here 

MA update 

allergies, non-

CMH meds, 

PCP  

MA turn TV on 

for telepsych. 

Notify caseholders 

of NCNS via 

Sentri. 

RN performs a 

recheck and 

AIMS when 

needed 

MA/RN report to 

Dr. any changes 

or abnormal vitals 

MA & RN work 

together to have labs, 

RX, education printed, 

consents signed  

Other RN duties: call in RX refills, Care Alerts, 9-Touch, PIPBHC assessments, 

Personal Health Reviews  

Other MA duties: schedule ‘other’ appointments (PCP, EKG) prior auths, keeps 

lab & vital rooms clean- including controls, use ICDP, lab draws 

 

FDA 

schedules 

according to 

Dr’s timeline 

Have labs 

drawn 

Schedule reviewed- 

MA & RN 

determine consumer 

needs (AIMS, 

HDC)  

Consults 

End of day 

MA- request and send records (labs/results), 

correspondence, consents, referrals, prior auths RN- 

Clozaril REMS, MAPS, injection, direct contact with 

guardians, assist prior auths 
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Exhibit I 



03.02.46 - Whole-Person Care, 11-2-21, Page 37 of 62 

  



03.02.46 - Whole-Person Care, 11-2-21, Page 38 of 62 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exhibit J 



03.02.46 - Whole-Person Care, 11-2-21, Page 39 of 62 

 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 40 of 62 

 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



03.02.46 - Whole-Person Care, 11-2-21, Page 41 of 62 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 42 of 62 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 43 of 62 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 44 of 62 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



03.02.46 - Whole-Person Care, 11-2-21, Page 45 of 62 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 46 of 62 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 47 of 62 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 48 of 62 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 



03.02.46 - Whole-Person Care, 11-2-21, Page 49 of 62 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 



03.02.46 - Whole-Person Care, 11-2-21, Page 50 of 62 
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Purpose: 

The purpose of this Policy is to define the intent and organizational infrastructure necessary 

to support psychiatric supervision in the design, delivery and quality of client care provided 

by Saginaw County Community Mental Health Authority (SCCMHA) in its direct and 

contractual service network. This policy is also intended to clarify the role of the Medical 

Director in the SCCMHA network. 

Policy: 

It is the policy of SCCMHA to provide supports and services to persons with intellectual 

and developmental disabilities, serious and persistent mental illness, severe emotional 

disturbance, substance use disorders, and persons dually diagnosed with coexisting 

conditions including substance use disorders and general health/medical conditions in a 

psychiatrically supervised service delivery system. Further, it is the policy of SCCMHA 

that the role and context of psychiatric supervision be clearly delineated in policy, 

providing for quality assurance and improvement, staff development, and the most efficient 

use of psychiatric resources in all settings. It is also the policy of SCCMHA that the 

SCCMHA Medical Director provide network direction and oversight in the provision of 

psychiatry as well as primary care collaboration throughout the SCCMHA network of 

service programs. 

Application: 

This policy applies to the entire SCCMHA Provider Network. 
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Standards: 

A. The position and job duties of the SCCMHA Medical Director will be determined 

by the Chief Executive Officer (CEO) who shall ensure that the position of Medical 

Director is filled in compliance with the Michigan Mental Health Code. 

B. The role of the Medical Director will be included in the SCCMHA table of 

organization, supported in policy and resource allocation. 

C. All contractual network providers that offer interdisciplinary team services shall 

provide psychiatric supervision of covered services as required by Medicaid and 

contractually by SCCMHA. 

D. The SCCMHA CEO shall include the Medical Director in the table of organization, 

management and quality improvement systems allowing for adequate review and 

participation in service delivery and quality management decisions. 

E. The SCCMHA CEO shall ensure adequate resources to support the role of the 

Medical Director in activities described in this policy. 

F. The SCCMHA Medical Director shall participate in regional and state forums for 

community mental health medical leadership and shall advise the CEO and 

management team, as well as network psychiatrists, of emerging issues and new 

health care policy from the Michigan Department of Health and Human Services. 

G. The participation of the Medical Director shall be documented in minutes of 

management and quality improvement meetings.  

H. The Medical Director will participate in the credentialing of employed/contracted 

psychiatrists, physician assistants and nurse practitioners as well as for the network 

providers for all program clinics, as part of the SCCMHA credentialing program. 

I. The Medical Director shall establish and document regular communication with 

psychiatric staff of the agency to ensure their full knowledge of emerging issues in 

management and quality as well as facilitate inclusion of their involvement in the 

development of policy and procedure related to service delivery. 

J. SCCMHA Service Provider Agreements for network providers shall include the 

requirements of psychiatric supervision of all primary team providers. 

K. The Medical Director shall establish and document communication with the 

psychiatric staff of the contracted provider network to disseminate information 

related to best practices, SCCMHA provider network requirements, and public 

mental health policy. 

L. The CEO, Medical Director, service directors and program supervisors shall ensure 

that service delivery systems are in compliance with the Michigan Medicaid 

Provider Manual, CARF (or any other applicable accreditation or certification) and 

Michigan Department of Health and Human Services requirements for community 

mental health service programs. 

1. Services provided in this system will not require the routine signature of the 

treating psychiatrist, physician assistant or nurse practitioner on clinical 

documents unless otherwise required by policy or payor (e.g.; commercial 

payors, Medicaid waiver). 

M. The service directors shall consult with the Medical Director in the development of 

new program directives, quality assurance measures and process improvements 

which are related to client care and service delivery.  
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N. The Medical Director shall ensure that legal, accreditation and regulatory required 

policies and procedures are in place which address health and safety and 

environmental health matters and shall assist service directors, program supervisors 

and the SCCMHA Human Resources Director in the interpretation of related issues. 

O. The Medical Director, service directors and program supervisors shall routinely 

review needs and plan training for staff.  

1. Topics shall include, but not be limited to, diagnosis and assessment of 

intellectual/developmental disabilities, substance use disorders, mental 

illness, and severe emotional disturbance and psychopharmacological 

interventions for these conditions, including medication side effects, 

interactions and evidence-based practices, as well as person-centered and 

trauma informed treatment, recovery, co-occurring disorders, healthcare 

integration and wellness.  

2. Staff input, including network supervisors, physicians, physician assistants 

or nurse practitioners, regarding training needs will be taken into 

consideration.  

3. Participation in these trainings will be documented. 

P. Service directors, program supervisors and the Medical Director shall schedule 

regularly available time as needed for therapists, case managers and supports 

coordinators to seek individual client consultation.  

1. The Medical Director shall participate in the development of procedures 

related to appropriate use of psychiatric consultation. 

Q. Psychiatric supervision of Crisis Intervention Services shall be by consultation 

request of the Crisis Intervention Services therapist or supervisor. 

1. Supervision may occur by phone or via HIPAA compliant teleconference 

consultation in host settings (jail, hospital, emergency room or nursing 

home) or in the context of scheduled case review meetings. 

R. Crisis intervention staff are required to present for review any pre-admission 

screening decision resulting in a denial of admission that the consumer did not agree 

with (regardless of whether the consumer requests a formal second opinion). 

S. When Crisis Intervention Services staff are working in host medical settings they 

shall be considered to be working under the supervision of the attending physicians.  

1. SCCMHA will provide phone consultation at the request of the attending 

physician or crisis intervention therapist. 

T. The Medical Director shall provide informal consultations and/or second opinions 

for network psychiatrists and promote effective physician collaboration and 

consultation practices including with primary or specialty care physicians to 

promote optimal consumer health care delivery and outcomes in varied community 

settings. 

1. This includes communicating with network psychiatrists, physician 

assistants, nurse practitioners and other community physicians as indicated 

in relevant SCCMHA policies or other public healthcare initiatives. 

2. This may include proactive consumer queries regarding functional status 

and satisfaction, as well as courtesy notices to partner physicians on changes 

in medications and/or treatment plans and discharge detail from service 

programs to help ensure continuity of care.  
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U. The Medical Director shall provide oversight of prescribing patterns of the staff 

and network psychiatrists and other prescribers making recommendations as 

warranted.  

1. The Medical Director shall require staff/contracted psychiatrists and 

network psychiatrists to use the Michigan Automated Prescription System 

(MAPS) when prescribing and require the use of appropriate laboratory 

testing available to assist in prescribing decisions and prescribe the full 

array of substance use disorder medications.   

V. The Medical Director shall provide consultation to primary care physicians as 

needed.   

W. The Medical Director will participate in relevant committees and meetings as 

needed. 

Definitions: 

Attending Physician: In a medical host setting (e.g., hospital), the attending physician is 

the physician immediately responsible for the care of the patient for whom the community 

mental health staff are providing consultation. This physician carries the legal role of 

Respondent Superior. 

Covered Services: Services defined and required by the Michigan Department of Health 

and Human Services or contractually provided by Saginaw County Community Mental 

Health Authority 

Host Settings: Service delivery settings operated by other agencies or institutions in which 

SCCMHA staff are providing consultation services or direct services. These may include 

schools, pediatric offices, shelters, and the jail or detention center. When the host setting 

is a medical facility, special psychiatric supervision procedures apply. 

Prescribing Health Care Professionals: Psychiatrists, Nurse Practitioners, Physician 

Assistants.  

Primary Team Providers: Contractual service providers who function as primary care 

providers for SCCMHA consumers and who serve as facilitators of the person-centered 

planning process. 

References:  

A. Michigan Mental Health Code, Public Act 258 of 1974 as amended, Section: 

http://www.legislature.mi.gov/(S(k0s2thfrnstxwrw3qtc3bs5n))/mileg.aspx?page=

getObject&objectName=mcl-330-

1231&highlight=Mental%20Health%20Code330.1231 

B. MDHHS/SCCMHA Master Contract: Article 3.10 

C. Michigan Medicaid Provider Manual: http://www.mdch.state.mi.us/dch-

medicaid/manuals/MedicaidProviderManual.pdf 

D. SCCMHA Policy 04.01.01 – Quality Improvement Program 

Exhibits: 

None 

Procedure: 

None 

http://www.legislature.mi.gov/(S(k0s2thfrnstxwrw3qtc3bs5n))/mileg.aspx?page=getObject&objectName=mcl-330-1231&highlight=Mental%20Health%20Code330.1231
http://www.legislature.mi.gov/(S(k0s2thfrnstxwrw3qtc3bs5n))/mileg.aspx?page=getObject&objectName=mcl-330-1231&highlight=Mental%20Health%20Code330.1231
http://www.legislature.mi.gov/(S(k0s2thfrnstxwrw3qtc3bs5n))/mileg.aspx?page=getObject&objectName=mcl-330-1231&highlight=Mental%20Health%20Code330.1231
http://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
http://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
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Purpose: 

The purpose of this policy is to provide a framework to support effective communication 

strategies that can be of help in the delivery of services to consumers. 

Application: 

This policy applies to all SCCMHA-funded providers of services and supports to 

consumers and their families/natural support systems. 

Policy: 

SCCMHA recognizes that, although communication is essential for the effective 

delivery of healthcare services, there is often a mismatch between a provider’s level of 

communication and a consumer’s level of comprehension. Studies show that health care 

consumers often misinterpret or do not understand much of the information given to them 

by clinicians and this lack of understanding can lead to medication errors; missed 

appointments; inadequate knowledge and care for chronic health conditions; poor 

adherence to treatment regimens and self-care behaviors; poor comprehension of health 

information; adverse health outcomes; and increased health care costs.  

A significant reason for this is inadequate health literacy – i.e., a limited ability to 

obtain, process, and understand basic health information and services needed to make 

appropriate health decisions and follow instructions for treatment. In addition, research 

shows that consumers remember and understand less than half of what clinicians explain 

to them. 

Health literacy is comprised of two components: (1) the ability of consumers to 

read, understand, and act upon health related information, and (2) the capacity of 

professionals and organizations to communicate effectively so that consumers can make 

informed decisions and take appropriate actions to protect and promote their health. 
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Consumers need information they can understand and use to make informed 

decisions and take actions that protect and promote their health.  

SCCMHA recognizes that providers can improve consumers’ knowledge about 

their health care by confirming that consumers understand what they need to know and by 

adopting a consumer-friendly communication style that encourages questions. 

SCCMHA supports the delivery of person-centered health information and services 

as well as lifelong learning and skills development to promote good health.  

SCCMHA believes that: (1) consumers have the right to health information that 

helps them make informed decisions, and (2) health services should be delivered in ways 

that are understandable and beneficial to health, longevity, and quality of life.  

SCCMHA assumes that everyone may have difficulty understanding information 

and strives to create an environment in which consumers of all literacy levels can thrive. 

Standards: 

A. Providers shall endeavor to adhere to the following methods for improving 

communication with consumers: 

1. Greet consumers with a smile and a welcoming attitude. 

2. Maintain appropriate eye contact throughout the encounter. 

3. Take time to foster a consumer/family-centered approach to the provider-

consumer/family interaction. 

4. Speak clearly and at a slow to moderate pace. 

5. Communicate in clear, plain, simple, nonmedical (jargon-free), 

conversational language and convey information with short words and short 

sentences and that contain only essential information, and check to make 

sure consumers have understood the information prior to ending the 

conversation. 

a. Prioritize what needs to be discussed and limit information to three 

to five key points. 

b. Focus on the two or three most important concepts. 

6. Use graphics. 

a. Show or draw pictures or illustrations to help improve recall. 

b. Enhance understanding by combining pictures with written or verbal 

explanations 

c. Keep pictures simple to promote comprehension. 

7. Limit the amount of information provided, and repeat it in order to enhance 

recall because information is best remembered when it is delivered in small 

pieces that are pertinent to the tasks at hand.  

a. Use the “chunk and check” method to break down the information 

into smaller more manageable chunks rather than providing it all at 

once and, in between each chunk, use methods such as teach-back 

to check for understanding before moving on. 

8. Use the Teach-Back (Exhibit B) technique to confirm understanding by 

asking consumers to repeat instructions. 

a. In Teach-Back providers take responsibility for adequate teaching.  

1) If consumers cannot explain or demonstrate what they 

should do, practitioners must assume that they did not 
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provide consumers with an adequate explanation or 

understandable instructions. 

9. Encourage consumers and their supporters (family, friends, etc.) to ask 

questions.  

a. Make consumers feel comfortable asking questions.  

b. Enlist the aid of others (family or friends), with the consent of the 

consumer, to promote understanding. 

c. Consider using the Ask-Me-3 (Exhibit A) program which 

encourages consumers to ask, and providers to answer, three basic 

questions during every encounter: 

1). What is my main problem? 

2). What do I need to do (about the problem)? 

3). Why is it important for me to do this? 

B. Practitioners shall provide consumers with access to accurate and actionable health 

information. 

C. Providers shall convey a general attitude of helpfulness. 

D. Providers shall routinely offer all consumers assistance in completing forms. 

E. Providers shall strive to only collect consumer health information that is essential 

to service delivery. 

F. Providers shall converse with, collect information from, and provide assistance to 

consumers in their preferred language. 

G. Providers shall actively listen, encourage questions, and address concerns. 

H. Providers shall share practical information and provide specific instructions, using 

relevant examples and analogies. 

I. Providers shall, whenever feasible, seek consumer input on health-related 

messaging that is geared to consumers. 

J. Providers shall use written materials that are easy to understand in accordance with 

the following formatting and language standards: 

1. Written at or below the 6th-grade level or lower (at the 3rd to 5th grade levels 

if possible) 

2. Use short words which are one or two syllables 

a.  Avoid technical words or jargon and define any medical terms that 

need to be used 

3. Contain short sentences 

a. Avoid complex or multipart sentences 

4. Contain short paragraphs that contain no more than two or three sentences 

5. Written in the active voice 

6. Avoid all but the most simple tables and graphs 

7. Use large font (minimum 12 point) with serifs (to make the individual letters 

more distinctive and easier to recognize quickly) 

8. Contain a good amount of empty space on the page 

9. Contain headings and subheadings to separate blocks of text 

10. Contain bulleted lists rather than blocks of text in paragraphs 

K. Providers shall consider making follow-up phone calls to consumers after a face-

to-face encounter when there is a need to reinforce particularly important 

information. 
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L. Providers shall offer developmentally and culturally sensitive education materials 

that focus on instructions for key behaviors that the consumer must put into action. 

M. Nurses or other trained providers shall use the Newest Vital Sign (NVS) to assess 

consumers’ health literacy using the materials and standards set forth by Pfizer Inc., 

the developer of NVS, found in Exhibit C. 

1. The results of the NVS shall be documented in the consumer’s electronic 

health record in the consumer demographics section (see Exhibit D). 

Definitions: 

Health Literacy: The ability to obtain, process, and understand basic health information 

and services needed to make appropriate health decisions and follow instructions for 

treatment. (Institute of Medicine, 2004) 

Several factors can contribute to an individual’s health literacy, including the 

person’s general literacy (i.e., the ability to read, write, and understand written text and 

numbers), the individual’s amount of experience with the health care system, the 

complexity of the information being presented, cultural factors that may influence 

decision-making, and the manner in which the material is communicated. 

Health literacy requires knowledge from many topic areas, including the body, 

healthy behaviors, and the workings of the health care system. It is influenced by the 

language spoken; the ability to communicate clearly and listen carefully; and age, 

socioeconomic status, cultural background, past experiences, cognitive abilities, and 

mental health. Each of these factors affects how individuals communicate, understand, and 

respond to health information. For example, it can be difficult for anyone, irrespective of 

their literacy skills, to remember instructions or read a medication label when feeling ill. 

At the proficient level, individuals have fully developed health literacy skills and 

can read and understand virtually all text and numerical information they might encounter 

in health care settings. Individuals with intermediate health literacy skills can deal with 

most of the text and numerical information they encounter in health care settings, although 

they would have difficulty dealing with dense or complicated text and documents. People 

with basic health literacy skills can perform the basic tasks of reading and understanding a 

short pamphlet that explains the importance of a screening test. People with health literacy 

skills below the basic level are typically unable to perform the basic tasks needed to achieve 

full function in today’s society, including interactions with the health care system. (Weiss, 

2007) 

Current data indicate that more than a third of American adults (89 million people) 

lack sufficient health literacy to effectively undertake and execute needed medical 

treatments and preventive health care. Inadequate health literacy affects all segments of the 

population, but it is more common in certain demographic groups, including persons who 

are elderly, socioeconomically challenged, members of minority groups, and those with 

limited English language proficiency.  

It should be noted that limited understanding of health concepts and health 

information is not solely a problem of persons with low literacy skills. Highly literate, well-

educated individuals also report difficulty understanding information provided to them by 

clinicians, typically usually because clinicians use vocabulary and discuss physiological 

concepts unfamiliar to those who do not have a medical education. 
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Exhibits: 

A. Ask-Me-3 Poster (Institute for Healthcare Improvement [IHI]) 

B. Teach-Back Poster (Children’s Hospital of Wisconsin) 

C. Newest Vital Sign (NVS) 

D. Consumer Demographics Section of SENTRI 

Procedure: 

None 

  

https://www.nap.edu/read/10883/chapter/1
https://nces.ed.gov/naal/
https://www.ncbi.nlm.nih.gov/books/NBK44257/pdf/Bookshelf_NBK44257.pdf
http://www.askme3.org/
https://www.pfizer.com/health/literacy
https://health.gov/communication/HLActionPlan/pdf/Health_Literacy_Action_Plan.pdf
https://health.gov/communication/HLActionPlan/pdf/Health_Literacy_Action_Plan.pdf
https://med.fsu.edu/userFiles/file/ahec_health_clinicians_manual.pdf
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Continuing Education Unit Procedure or Plan Manual  

Saginaw County Community Mental Health Authority 

Subject: Home Manager 

Vital Sign and Medication 

Competency Evaluation  

Chapter: 09 

Department Procedures 

Subject No: 09.04.02.11 

 

 
 

Effective Date:  

8/7/2020 

Date of Review/Revision: 

1/10/22 

Approved By: 

Jennifer Keilitz, Director 

of Network Services, 

Public Policy & 

Continuing Education  

 

 

 

Authored By: 

Alecia Schabel 

 

Reviewed By: 

Colleen Sproul 

Matthew Nagy 

Valerie Toney 

Supersedes: 

 

 

Purpose: 

It is required by Adult Foster Care (AFC) Licensing that Adult Foster Care Home 

licensees, administrators and direct care staff complete educational requirements as 

specified in R 400.14201, R 400.14203 and R 400.14204 of the Department of Human 

Services Licensing Rules for Adult Foster Care Small Group Homes for 12 or Less 

effective May 24, 1994.  As the MDHHS/PIHP State Training Guidelines Workgroup 

(STGW) has started standardizing training requirements, SCCMHA requires Specialized 

Licensed Residential Home Managers receive effective Home Manager Vital Sign and 

Medication Competency Evaluation once training is complete. 

 

Application: 

Specialized Residential Licensed AFC Home Managers  

General Licensed Residential Home Managers upon request 

 

Policy: 

It is the policy of SCCMHA to offer continuing education and training by licensed and 

skilled professionals for Specialized Licensed Residential Home Managers which includes 

Home Manager Vital Sign and Medication Competency Evaluation by qualified SCCMHA 

nursing staff. This ensures Home Managers can evaluate direct care staff in medication 

administration and vital sign competency.  

 



09.04.02.11 – Home Manager Vital Sign and Medication Competency Evaluation, Rev. 1-10-22, Page 2 of 

13 

Standards: 

Specialized Licensed Residential Home Managers are required to complete Basic Health 

and Medication/Renewal Training through the SCCMHA CEU Trainers. Home Manager 

Vital Sign and Medication Competency Evaluation will be scheduled within 30 days of 

hire date or Home Manager title change date. One of the SCCMHA Nurse-Health Care 

Services & Coordination will ensure the Specialized Licensed Residential Home Manager 

has demonstrated minimal competency in administering medications and vital signs by 

meeting a minimum set of training standards. The evaluation of competency specified in 

the SCCMHA Medication and Vital Signs Competency Evaluation Form will determine 

the Home Manager’s ability to observe the staff they supervise as direct care staff 

demonstrate their own medication administration and vital sign competency.  

 

In order for Specialized Licensed Residential Home Managers to train and evaluate 

competency for suppository administration with direct care staff they supervise, 

Specialized Licensed Residential Home Managers will arrange for use of the suppository 

mannequin. Specialized Licensed Residential Home Managers will evaluate direct care 

staff utilizing the same standards for minimal competency as reflected in the SCCMHA 

Medication and Vital Signs Competency Evaluation Form.  

 

A signed and dated SCCMHA Medication and Vital Signs Competency Evaluation Form 

for medication administration, vital signs and rectal suppositories will be provided to the 

Specialized Licensed Residential Home Manager and Continuing Education Unit. 

 

 

Definitions: 

Specialized Residential- Licensed Adult Foster Care (AFC) homes that have obtained 

special certification through Michigan Department of Health and Human Services 

(MDHHS) licensing and hold a contract with SCCMHA.   

 

Licensed Residential- Licensed Adult Foster Care (AFC) homes where SCCMHA may 

place consumers for supervision and are not under contract with SCCMHA.   

 

Competency – Having the requisite or adequate abilities or qualities as well as the capacity 

to appropriately function and respond  

 

Medications – oral, elixirs, topical medications, ear, eye, nasal, suppositories and fleet 

enemas 

 

Vital signs - Temperature, Blood Pressure, Pulse and Respiration 

 

Evaluation – Observation of skills 

 

Newly hired - within the first 30 days of hire and/or becoming a Licensed Residential Home 

Manager 

 

CEU - Continuing Education Unit 



09.04.02.11 – Home Manager Vital Sign and Medication Competency Evaluation, Rev. 1-10-22, Page 3 of 

13 

References:  

A. R 400.14201, R 400.14203 and R 400.14204 of the Department of Human Services 

Licensing Rules for Adult Foster Care Small Group Homes for 12 or Less 

 

B. SCCMHA Policy – 05.06.06.02 SCCMHA Training for General AFC Licensees, 

Licensee Designees, and Direct Care Staff 

 

C. SCCMHA Policy - 03.02.17 Medication Management in Licensed Residential Settings 
 

D. STGW Training & Curriculum Guidelines for Direct care staff created by the Statewide 

Training Guidelines Work (STGW) Group - a committee of the community mental health 

association of Michigan 

 

 

Exhibits: 

A. Medication (routes other than oral) Return Demonstration Guide  

 

B. SCCMHA Medication Competency Evaluation Form 

 

C. SCCMHA Vital Signs Competency Evaluation Form 

 

Procedure: 

 

ACTION RESPONSIBILITY 

SCCMHA Home Manager Vital Sign and 

Medication Competency Evaluation 

scheduled is completed and turned into 

SCCMHA CEU 

 

SCCMHA CEU adds Home Manager 

Vital Sign and Medication Competency 

Evaluation schedule to the training 

calendar 

 

Identification of new Home Manager is 

provided to Continuing Education Unit 

 

Request for Home Manager Vital Sign 

and Medication Competency Evaluation 

 

Verification of Basic Health and Basic 

Medication training completion & passed.  

 

If Basic Health and Basic Medication is 

not confirmed: registration and 

completion of Basic Health and Basic 

SCCMHA Nurse-Health Care Services & 

Coordination 

 

 

 

Continuing Education Specialist 

 

 

 

 

Specialized or General Licensed 

Residential Facility 

 

Specialized or General Licensed 

Residential Facility 

 

Continuing Education Specialist 

 

 

Continuing Education Specialist 

Specialized or General Licensed 

Residential Home Manager 
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Medication or Medication Renewal 

training. 

 

Basic Health and Basic Medication or 

Medication Renewal training completed 

and passed.   

 

Once confirmation of Basic Health and 

Basic Medication training, SCCMHA 

Nurse-Health Care Services & 

Coordination is notified of Home 

Manager Vital Sign and Medication 

Competency Evaluation request 

 

Home Manager Vital Sign and 

Medication Competency Evaluation is 

scheduled 

 

Home Manager Vital Sign and 

Medication Competency Evaluation is 

completed using the SCCMHA 

Medication and Vital Signs Competency 

Evaluation Form. Upon successful 

completion of Home Manager Vital Sign 

and Medication Competency Evaluation, 

the home manager will be considered 

qualified to evaluate the group home staff 

they supervise. The purpose for 

competency evaluation of direct care staff 

will be clearly communicated to all Home 

Managers. Ensuring competency 

evaluation of Specialized or General 

Licensed Residential Home Manager’s 

provides them with the skills necessary to 

competently evaluate the group home 

staff under their supervision.  

 

Signed and dated SCCMHA Medication 

and Vital Signs Competency Evaluation 

Forms are distributed to Home Manager 

and Continuing Education Unit 

 

Documentation of completed Home 

Manager Vital Sign and Medication 

Competency Evaluation within the Sentri 

system (identified as: Home Manager 

 

 

 

Specialized or General Licensed 

Residential Home Manager 

SCCMHA Trainer 

 

Specialized or General Licensed 

Residential Home Manager 

Continuing Education Specialist 

 

 

 

 

Continuing Education Specialist 

 

 

 

SCCMHA Nurse-Health Care Services & 

Coordination 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Nurse-Health Care Services & 

Coordination 

 

 

 

Continuing Education Specialist or Typist 
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Vital Sign and Medication Competency 

Evaluation) within 30 days of completion 

 

Suppository Mannequin Check Out 

SCCMHA Nurses hold the suppository 

mannequins. Specialized or Licensed 

Residential Home Manager will request a 

suppository mannequin through a check-

out system by contacting the designated 

SCCMHA Nurse-Health Care Services & 

Coordination either at A.) the conclusion 

of Home Manager Vital Sign and 

Medication Competency Evaluation or B.) 

at the time of their choosing by contacting 

a SCCMHA nurse 

 

3-year Medication renewal requirement. 

Including Home Manager Vital Sign and 

Medication Competency Evaluation. 

 

Reviews to assure each staff has the 

completed competency evaluation 

according to this procedure 

 

 

 

Specialized or Licensed Residential Home 

Manager 

SCCMHA Nurse-Health Care Services & 

Coordination 

 

 

 

 

 

 

 

 

 

Specialized or Licensed Residential Home 

Manager/Facility 

 

 

SCCMHA Provider Network Auditing 

Team.  
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Clinical Services Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject:  

Consumer Clinical Team 

Orientation 

Chapter:  09.06.00 –  

Clinical Services 

Subject No: 09.06.00.12 

 

Clinical Services 

 

Effective Date:  

6/18/13 

Date of Review/Revision: 

7/21/16, 3/9/17, 3/1/18, 

3/20/19, 2/10/20, 3/17/21, 

11/8/21 

Approved By: 

Kristie Wolbert, Executive 

Director of Clinical 

Services  

 

 

 

Authored By:   

Linda Santino 

 

Reviewed By:   

Clinical Directors 

Supersedes: 

 

 

 

 

Purpose:  

To establish the expectation that all individuals served by SCCMHA receive an 

orientation to the treatment team, that this orientation is provided in a timely manner, and 

is presented in a manner that is understandable to the persons served. 

 

Application: 

All Primary Treatment Teams (SCCMHA and Network Providers) providing services to 

individuals receiving services through SCCMHA. 

 

Policy: 

It is the policy of SCCMHA that all consumers will receive a formal orientation to their 

designated treatment team within 14 days of the intake appointment.   

 

Standards: 

 

• All consumers will receive an orientation to their treatment team within 14 days 

of their intake appointment. 

• This orientation is provided by the Supervisor of the treatment team or a designee. 

• The team orientation at a minimum will include information about the following: 

o Introduction to staff 

o Arrival/departure procedures 

o Availability of peer support/parent support services 

o Review of security procedures 

o Information regarding a crisis response team would be activated (if 

applicable) 
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o Any limitation on cell phone usage within the facility 

o Weapons and drugs are prohibited 

o Location of restroom. 

o Evacuation plans 

o Location of exits, smoking areas, first aid kits, fire alarm and fire 

extinguishers 

o The availability and location of the pharmacy if applicable.   

o Parking 

• This orientation does not replace any Consumer Orientation that each individual 

receives after being assigned to their primary support staff. 

 

Definitions: 

Team Orientation: An orientation to the treatment team that will be providing services to 

a new consumer of SCCMHA. 

 

References:  

CARF Behavioral Health Standards 

Policy # 02.01.05 Consumer Orientation 

 

Exhibits: 

Exhibit A - Team Orientation Checklist 

Exhibit B- Initial Orientation Checklist (Completed at CAI)  

 

Procedure: 

ACTION RESPONSIBILITY 

Each supervisor is responsible to assure that 

they have an adequate number of available 

orientation slots on their calendar to make it 

possible for Access staff to schedule an 

individual for an orientation within 14 days of 

intake.   

 

Once a person has been determined eligible for 

services and has been assigned to a primary 

team, access staff schedule the orientation 

within the Supervisor (or designee) of that 

primary team. 

 

The Supervisor (or designee) meets with the 

individual to welcome them and provide 

orientation to the team. 

 

The orientation is documented utilizing the 

Team Orientation Check List 

 

The check list is scanned into the consumer’s 

Supervisors of Primary Team and when 

applicable, their designee. 

 

 

 

 

 

Access Center Staff  

 

 

 

 

 

Assigned primary team supervisor 

 

 

 

Assigned primary team supervisor 

 

 

Medical Records Staff 
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electronic medical record as proof that the 

orientation occurred as required.  
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 Team Orientation Checklist   

Name:      Case Number:       

Intake Date:       

Item       
Date Reviewed  
(if other than 
Orientation) 

Staff introduced  Yes  No          

Arrival/Departure procedure reviewed  
(includes hours of operation) 

 Yes  No          

Peer Support Specialist/Parent Support services 
discussed (if applicable) 

 Yes  No   N/A       

Security procedures reviewed (if applicable)  Yes  No   N/A       

Availability of Health & Wellness Center  Yes  No   N/A       

Weapons & drugs prohibition in facility reviewed    Yes  No          

Information regarding Crisis Intervention Services 
availability and how to access.  

 Yes  No    
      

Information regarding Mobile Response and 
Stabilization Services availability and how to access. 

 Yes  No    
      

Information regarding the activation and use of the 
site Crisis Response Team (if applicable) 

 Yes  No   N/A       

Trauma Screening Reviewed  Yes  No          

Cell phone use in facility limitation reviewed  Yes  No          

Location of Restroom  Yes  No          

Evacuation Plan Information  Yes  No          

Location of Exits  Yes  No          

Smoke Free Campus  Yes  No          

Location/process for First Aid  Yes  No          

Location/process for Fire Alarms & Extinguishers  Yes  No          

Location of Pharmacy (if applicable)  Yes  No   N/A       

Parking or Transportation reviewed  Yes  No          

Other:             

 

       
Completed by: (print staff name) Signature and Credentials  Date Completed  

 
 

I affirm that I have received this orientation information on this date.         
 
 

       
Consumer Signature  Date Completed  

 

 
 

Scan: Admissions/Transfers/Discharges 11/11 updated 10/26/21 

 

Exhibit A – Team Orientation Checklist (may be modified for each team or provider) 
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Exhibit B – Initial Orientation Checklist (completed at CAI) 



 

 

 

 

 

Tab 8 

 
Network 

Services 
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Policy and Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Competency 

Requirements for the 

SCCMHA Provider 

Network 

Chapter: 02 -  

Customer Services & 

Recipient Rights 

Subject No: 05.06.03 

Effective Date:  

1/1/03 

Date of Review/Revision: 

9/19/03, 8/11/05, 5/3/06, 

8/15/06, 1/07, 6/29/07, 

7/30/07, 1/10/08, 6/25/09, 

6/22/11, 6/20/12, 6/5/14, 

5/2/16, 8/12/16, 6/1/17, 

6/1/18, 3/19/18, 6/11/19, 

6/1/20, 6/21/21, 7/23/21, 

10/25/21 

Approved By: 

Sandra M. Lindsey, CEO 

 

 

Responsible Director: 

Director of Network Services, 

Public Policy & Continuing 

Education   

 

Authored By:  

Jennifer Keilitz  

 

Additional Reviewers:  

Credentialing Committee 

Supersedes: 

 

 

Purpose: 

The purpose of this policy is to: 

• Ensure services are provided to consumers by individuals with appropriate, 

minimum levels of competency 

• Specify network requirements for pre-employment screening to ensure the safety 

and well-being of individuals served 

• Specify the qualifications and continuing education requirements for employees or 

contractors providing service to consumers to ensure competency 

• Specify the credentialing and scope and requirements for service provider staff and 

contractors 

• Outline the peer review process that provides guidelines for consistent network 

oversight of service providers and clinicians so that proper treatment and care of 

individuals occurs. 

• Prevent or limit personal risk for consumers receiving service from Saginaw 

County Community Mental Health Authority (SCCMHA) programs and providers  

• Minimize SCCMHA’s clinical risk exposure and prevent related incidents 

Policy: 

It is the policy of SCCMHA that all persons providing care, treatment and support 

for individuals with disabilities served by the SCCMHA provider network will be properly 

credentialed, screened, orientated, trained, supervised, evaluated and disciplined as 

appropriate. 



05.06.03 - Competency Requirements for the SCCMHA Provider Network, Rev. 10-25-21, Page 2 of 21  

It is the policy of SCCMHA that staff members and service provider organizations 

must meet minimum standards for background checks and appropriate continuing 

education requirements.  

It is the policy of SCCMHA that provider network members will have policies 

and/or procedures that ensure an acceptable code of conduct as well as skill, ability and 

competency of individuals involved in the care, treatment, and supervision of consumers.  

NOTE: It is the policy of SCCMHA that initial and ongoing steps will be taken, as 

outlined in this policy, to ensure that across the SCCMHA network, all staff, 

including physicians, other licensed health professionals and direct care 

staff, are sufficiently qualified to perform their jobs. Steps will occur 

throughout pre-employment, initial employment and ongoing employment 

(or contract) periods, including but not limited to whenever staff job duties 

or performance levels change. Individuals engaged in the provision of 

services through Evidence-Based Practices as endorsed by SCCMHA will be 

individually privileged in those specific practices. 

Application: 

This policy applies to all provider network members and persons providing direct 

or indirect service to consumers and their families. While SCCMHA does not direct the 

personnel practices of contracting providers, the human resource policies of contractors 

must meet or exceed the requirements of this policy. Further detail may be located for 

employees in the human resource policies and procedures of SCCMHA.  

It is expected that contractors will have written procedures, subject to audit by 

SCCMHA, that are directly applicable to these requirements, and that such will be 

summarized in each contractor’s current provider application on file with SCCMHA. 

The SCCMHA standards pertaining to competency are grouped into the three 

sections: pre-employment (qualifications and screening), employment (continuing 

education and supervision), and specific credential requirements (clinicians and 

credentialing). 

 

For consumers receiving services in bordering states, credentialing and 

recredentialing processes will ensure that network providers residing and providing 

services meet all applicable licensing and certification requirements within their state.   

Standards: 

A.  Qualifications and Screening 

1. Network organizations shall actively advertise and recruit for positions in 

venues likely to produce the desired qualifications and competencies of 

applicants. 

2. SCCMHA and other network provider organizations are encouraged to 

engage higher education institutions in the recruitment of employees, 

students and volunteers. 

3. Each employer, including SCCMHA, will verify credentials of position 

applicants, including proper licensure if required.  
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4. Each employer, including SCCMHA, will request a signed application or 

agreement from position candidates providing a complete work history and 

verifying that the individual’s application information is valid and truthful. 

5. SCCMHA shall not discriminate against any practitioner solely on the basis 

of license, registration or certification; or specialization in the treatment of 

high-risk populations or conditions that require costly treatment. 

6. SCCMHA and contractor provider employers will provide job candidates 

or those subject to re-credentialing with the option of stating reasons for any 

inability to perform essential job functions of the position, with or without 

accommodations. 

7. Applicants will provide sufficient references who will be contacted directly 

by the employing provider organization to verify personal character, 

work experience and vocational related abilities. 

8. Each employer, including SCCMHA, will conduct criminal background 

checks and perform other legally permissible and required, and applicant-

consented, criminal record inquiries as part of the pre-employment 

consideration process prior to hire.  

a. Any criminal record will be evaluated by the potential employer to 

assure consumers are not placed in situations of risk due to the 

personal or moral character of the service providing individual. 

b. In all cases, SCCMHA and other providers will not hire or maintain 

employment of individuals who do not satisfactorily pass the 

minimum standards for background checks. 

c. SCCMHA recommends and supports provider standards whenever 

appropriate beyond the legal minimum to assist in assuring 

consumer safety and service risk reduction. 

d. Effective October 1, 2015, re-checks of CBC must be conducted 

every two years for all individuals who have roles of providing 

direct services for consumers. 

e. Residential Providers who are required to complete fingerprinting 

as part of their licensing requirements do not need to complete 

background checks every two years as the fingerprinting has a 

“rapback” process that will notify providers of any concerns noted 

for employees working for them.   

9. All staff working with Children are required to have a Michigan Department 

of Health and Human Services (MDHHS) central registry check prior to 

hire. 

10. Letters or offers of hire will be contingent upon successful pre-employment 

verifications. 

11. Each employer, including SCCMHA, will verify any recipient rights history 

of the job candidate. 

a. This verification shall include a check with the recipient rights office 

of any county the potential employee may have worked prior to hire 

by employer. 

b. A history of substantiated rights violations or themes of allegations 

not substantiated that raise cautions about client safety and well-
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being for any employment candidates are expected to be considered 

a significant barrier for employment. 

12. All roles providing service to consumers will be described in job 

descriptions of SCCMHA or the contracting network provider. 

a. Individual contractors will have role descriptions included in the 

scope of work section of contract agreements. 

13. Candidates for positions or contracts will be qualified against requirements 

and duties contained in job descriptions or scope of contract work for 

individual practitioners. 

14. Network organizations are encouraged to continue to develop and refine 

methods of screening candidates that will assist to improve the assurance of 

the ethical, good moral character of individuals hired in service provision 

roles. 

15. SCCMHA and contracting organizations will initially and on an ongoing 

monthly basis, be checking for debarment, suspension or excluded status of 

Medicare or Medicaid participation of any employee, workforce 

member/staff, director, or officer associated with SCCMHA, including 

contractors; such status is prohibited for SCCMHA by federal requirements. 

a. SCCMHA shall review each organization’s credentialing policies 

and procedures as part of its provider auditing function. 

b. SCCMHA shall review each organization’s personnel files as part 

of its provider auditing function to assure compliance with 

credentialing and re-credentialing standards. 

c. All providers receiving funding from SCCMHA, including 

residential, community living supports and respite, must minimally 

complete monthly sanction checks for List of Excluded Individuals 

and Entities (LEIE) Search the Exclusions Database | Office of 

Inspector General (hhs.gov), System Award Management (SAM) 

database SAM.gov and the State of Michigan Sanction list MDHHS 

- List of Sanctioned Providers (michigan.gov).   

16. Direct or primary source verification is required for all positions with a 

Bachelor’s degree or above; for high school or GED required positions, 

SCCMHA recommends that the employer obtain some written proof of 

academic achievement. 

a. Primary source verification for positions that require a license, state 

certification or state registration to practice independently shall be 

conducted in accordance with MDHHS policy (Reference C) and as 

delineated in Standard C below. 

17. SCCMHA and other network provider employers will adhere to their 

specific policies regarding a drug free workplace, including pre-

employment declaration, as well as standards of work conduct regarding 

being under the influence of illegal drugs or alcohol. 

18. All applicable providers must obtain, actively maintain, and provide to 

SCCMHA, all necessary staff and organizational NPI (National 

Provider Identifier) numbers for all rendering of services, as well as 

proper state enrollment in Medicaid, through the Community Health 

https://exclusions.oig.hhs.gov/
https://exclusions.oig.hhs.gov/
https://sam.gov/portal/SAM#1
https://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_42542_42543_42546_42551-16459--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_42542_42543_42546_42551-16459--,00.html
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Automated Medicaid Processing System (CHAMPS), in order for 

SCCMHA to pay claims. (Claims are submitted at the provider’s actual 

cost amount and paid according to contract terms and rates.) 

Background Checks in Licensed Residential Settings 

The State of Michigan, specifically through Michigan Public Act 218 of 1979, and 

further through Public Acts 28 and 29 of 2006, requires that licensed residential 

providers and others ‘who provide direct service or have direct access’ to residents 

conduct background checks on staff members. Effective April 1, 2006, all new hires - 

and existing employees (or contractors if applicable) as soon as the system allows - 

must pass an automated system background check that includes fingerprinting, 

consent for the background check, and letters of hire contingent upon successful 

completion of the check. There are penalties for non-compliance with this state 

requirement.  

B.  Continuing Education and Supervision 

1. Except for licensed independent practitioners who are directly under 

contract with SCCMHA or subcontract with an SCCMHA contracted 

service provider, there will be a designated clinical or services supervisor 

for each person in a treatment, service or care giving role. 

2. Clinical and direct care staff will receive adequate orientation and specific 

service plan education prior to working independently with consumers. 

3. Supervisors will conduct monitoring of staff performance, with close 

monitoring to occur during initial employment or at any time when a 

performance improvement in indicated. 

4. Supervisors are responsible to oversee proper orientation and ongoing 

performance of individuals. 

5. Routine performance evaluations will be conducted and documented by 

supervisors for persons serving consumers, on an annual basis at minimum. 

a. Documentation should be more frequent whenever indicated or 

appropriate to address any performance problems. 

6. Supervisors are responsible to monitor consumer care provision by staff and 

to intervene whenever there is cause for concern about the safety or welfare 

of consumers. 

7. Staff development is considered a continuous process.  

a. Any areas requiring correction must be specified in an individual’s 

written performance evaluation and improvement plan.  

b. Staff should be given verbal and written supervisory feedback at any 

time whenever appropriate, including individually as well as 

through staff meetings or in-services. 

8. Supervisors are expected to respond promptly, assertively, thoroughly, and 

progressively to performance issues of personnel. 

9. SCCMHA will provide continuing education through an established 

schedule published for network members.  

a. SCCMHA sponsored programs will assist providers in meeting 

minimum requirements by program type and will offer continuing 

education credits whenever possible.  
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b. SCCMHA will also share external opportunity information with 

providers as appropriate. 

10. Providers are responsible to meet minimum continuing education 

expectations of SCCMHA and any personnel competency requirements for 

specific program licensure and/or accreditation.  

11. Any staff that is not fully licensed or does not have the appropriate 

credentials to provide services in accordance with Michigan Medicaid 

Manual or other licensing body will be required as part of their credentialing 

process to document who will provide supervision of the staff person until 

full licensure or credentialing is obtained.  Until such credentials or full 

licensure is obtained an appropriately credentialed or licensed individual 

will oversee and co-sign documents.   

12. Whenever a staff member is alleged of suspected physical or sexual abuse 

of a consumer, SCCMHA will request that the individual be immediately 

removed from consumer contact, according to the provider's procedures, 

pending an Office of Recipient Rights investigation. 

a. The SCCMHA Office of Recipient Rights will provide verbal 

clearance as soon as possible for the person to return to consumer 

duties if the claim is found to be unsubstantiated. 

13. Supervisors are expected to review and appropriately and promptly address 

any negative patterns of performance non-compliance for individuals or 

sites, such as through the review of incident reports or employee disciplines. 

14. Provider programs must ensure a review of any critical incidents or sentinel 

events according to their respective policies;  

a. SCCMHA reserves the right to request provider summary 

information of such reviews. 

15. Providers are responsible to ensure minimum levels of staffing to meet 

consumer needs and SCCMHA requirements, such as in adult foster care 

licensed settings. 

a. Staffing levels should always be commensurate with the person-

centered plan(s) and services being provided or purchased by 

SCCMHA. 

16. Paraprofessional staff that provide independent direct services for 

consumers, such as home-based assistants or peer support specialists, must 

have counter signatures from professional staff members on service 

documentation. 

17. Independent contractors who provide service associated with direct 

operated programs will be assessed annually, as appropriate, to meet 

accreditation or other requirements. 

a. Such assessment will include SCCMHA policy compliance as well 

as any other relevant standards. 

C.  Credentialing and Re-credentialing of Professional Staff 

1. Credentialing shall include the direct or primary source verification of 

licensure and/or education. 

a. Primary source verification of credentials shall include: 

1). Licensure or certification within 365 days of signature 
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2). Board Certification, or highest level of credentials attained 

if applicable, or completion of any required 

internships/residency programs, or other postgraduate 

training within 180 days of credentialing decision.   

3). Documentation or graduation from an accredited school  

4). National Practitioner Databank (NPDB)/Healthcare 

Integrity and Protection Databank (HIPDB) query or, in lieu 

of the NPDB/HIPDB query, all of the following must be 

verified within 180 days of credentialing decision: 

a. Minimum five-year history of professional liability 

claims resulting in a judgment or settlement.  

b. Disciplinary status with regulatory board or agency  

c. Medicare/Medicaid sanctions  

NOTE: Physician profile information obtained from the American 

Medical Association or American Osteopathic Association may be 

used to satisfy the primary source requirements  

2. Re-credentialing shall be conducted on each provider every two years at a 

minimum and include the following: 

a. Updated information obtained since initial credentialing was 

conducted 

b. Sanctions, complaints, and quality issues and interventions if 

appropriate, pertaining to the provider including: 

1). Any loss of licensure since last credentialing cycle. 

2).        Medicare/Medicaid sanctions  

3). State sanctions or limitations on licensure, registration or 

certification  

4). Consumer concerns which include grievances (complaints) 

and appeals information  

5). SCCMHA quality /auditing issues  

3. Licensure checks will be completed every year (two years as part of the re-

credentialing process and the non recredentialing year) to assure no 

sanctions have been noted by Licensing and Regulatory Affairs (LARA) 

and to assure the license is still active.   

4. Credentialing and re-credentialing shall be conducted and documented for 

the following health care professionals:  

a. Physicians (M.D.s and D.O.s)  

b. Physician's Assistants 

c. Psychologists (Licensed, Limited License, and Temporary License)  

d. Licensed Master's Social Workers, Licensed Bachelor's Social 

Workers, Limited License Social Workers, and Registered Social 

Service Technicians  

e. Licensed Professional Counselors  

f. Nurse Practitioners, Registered Nurses, and Licensed Practical 

Nurses  

g. Occupational Therapists and Occupational Therapist Assistants  

h. Physical Therapists and Physical Therapist Assistants  
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i. Speech Pathologists 

j. Any other independent behavioral health professional under 

contract with or employed by SCCMHA 

5. In the SCCMHA network, individuals with an LP (Licensed Psychologist), 

LLP (Limited Licensed Psychologist), or MSW (Master of Social Work) 

and LMSW (Licensed Master’s Social Worker) or LPC/LLPC (Licensed 

Professional Counselor or Limited Licensed Professional Counselor) only 

may provide the services of therapy or counseling, unless otherwise 

specified in writing by SCCMHA. 

a. Persons without proper licensure may not provide therapy, and those 

without completion of full licensure in these professions may 

provide therapy only temporarily, and only under the direct, 

documented supervision of an appropriately licensed professional 

upon written agreement of SCCMHA. 

b. Board certified or eligible psychiatrists may also provide therapy. 

c. Students can offer services under the NPI of their supervisor. 

6. Some positions may require by funding a CMHP (Child Mental Health 

Professional), QBHP (Qualified Behavioral Health Professional), QIDP 

(Qualified Intellectual Disability Professional, or QMHO (Qualified Mental 

Health Professional) and/or SATP (Substance Abuse Treatment 

Practitioner) or SATS (Substance Abuse Treatment Specialist), or other 

requirements of MDHHS and/or SCCMHA, and such will be noted in the 

job description when applicable. 

7. Case Managers must have a Bachelor’s Degree and/or meet the current state 

Medicaid requirements for academic backgrounds, and obtain the 

appropriate social work licensure at the level allowed by academic 

background. 

8. Individuals with credentials required by job description must maintain such 

status without any lapse.  

a. If credential status does change, the employee must notify the 

supervisor immediately and contractors must notify the SCCMHA 

contract manager immediately. 

b. All employers, including SCCMHA, will employ consistent 

organizational procedures to follow when direct service personnel 

are found to be without the required license to perform job duties.  

9. SCCMHA and other provider network organizations must retain current 

proof of credentials and licensure on file, as well as appropriate historical 

file information for services billed.  

a. SCCMHA will deny any claims and will not record and/or correct 

data on any reported applicable services found to have been 

provided by an insufficiently credentialed individual. 

10. SCCMHA reserves the right to verify proof of credentials, reference checks, 

criminal background checks, OIG (Office of Inspector General) checks or 

other human resource documents as referenced in this policy or the related 

human resource policies of the network organization where applicable 
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through the SCCMHA audit process, including for any subcontracted 

personnel and through direct verification methods. 

11. Re-credentialing will occur annually for contracting providers, psychiatrists 

and SCCMHA professional employees. 

12. SCCMHA will ensure that credentialing and re-credentialing processes will 

not discriminate against a health care professional solely on the basis of 

license or certification, and SCCMHA will further ensure 

nondiscrimination for any health care professional who serves high-risk 

populations or who specializes in the treatment of conditions that require 

costly treatment. 

13. Whenever SCCMHA or a contractor of SCCMHA delegates to another 

entity any of the responsibilities of credentialing or re-credentialing or 

selection of providers, SCCMHA will retain the right to approve the 

credentialing decision or to require discontinuance of services by the 

provider or individual who could not meet SCCMHA credentialing 

standards.  

a. Contractors will meet all requirements associated with the 

delegation of PIHP functions by SCCMHA.  

b. SCCMHA is responsible for oversight regarding delegated 

credentialing or re-credentialing decisions. 

D. Peer Review Process 

1. The SCCMHA Credentialing Committee shall provide oversight of the 

credentialing and re-credentialing process including: 

a. Development and update of credentialing criteria as needed, 

consistent with federal, State and SCCMHA requirements as well as 

applicable professional standards. 

b. Review and final decision-making for appeals of adverse 

credentialing decisions  

c. Ensuring adherence to timely appeal standards for adverse 

credentialing decisions.  

d. Development and monitoring of adherence to established timelines 

for the credentialing process.  

e. Determining, as needed, the utilization of participating providers to 

ensure all relevant information is incorporated in credentialing/re-

credentialing decisions,  

f. Ensuing contracted providers implement and adhere to the 

credentialing, and re-credentialing process, including approval, 

suspension, or termination contracted providers.  

g. Granting temporary or provisional credentials based upon a specific 

community/consumer need.  

2.        The Credentialing Committee is chaired by the SCCMHA Medical 

Director. The Credentialing Committee Chair is responsible for ensuring 

that thoughtful consideration is given to all applications presented to the 

Committee. As the chairperson, the SCCMHA Medical Director reviews 

and approves all independent practitioner files that have been deemed 

“clean”. 
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3.         The SCCMHA Credentialing Committee membership is comprised of 

members of the SCCMHA Leadership Team including the Director of 

Network Services, Public Policy & Continuing Education, Director of 

Human Resources as well as the SCCMHA Compliance Officer, and 

Supervisor of Provider Network Auditing. Consultants to the committee 

include: the Director of Care Management & Quality Systems, Executive 

Director of Clinical Services, and Director of Contracts & Procurement. 

The Committee also includes two (2) participating network practitioners 

who have no other role in SCCMHA’s management activities. The 

participating network practitioners must be reflective of the practitioners 

with whom SCCMHA directly contracts or employs. SCCMHA aims to 

capture a variety of perspectives and experience. 

4.         The Committee reviews any recommendation to suspend or terminate 

participation in the SCCMHA Provider Network based on adverse events 

or ongoing significant concerns. Examples of adverse events/concerns 

that may lead to a recommendation for suspension or termination include 

but are not limited to: 

a. Immediate consumer safety concerns 

b. Substantiated recipient rights violations 

c. Unresolved quality/compliance concerns 

d. Inability to effectively and appropriately staff cases 

e. Failure to meet minimum quality standards as defined by the 

provider’s SCCMHA contract 

f. Medicaid/Medicare sanctions 

g. Limitations or sanctions on state licensure, certification, or 

registration 

5.         Following each review, providers are notified of the Credentialing 

Committee’s decision within sixty (60) calendar days of the Committee’s 

meeting date in writing. Notifications are sent for both initial and 

recredentialing reviews and specify the duration of the credentialing 

period. Providers that fail to meet standards for credentialing or 

recredentialing are provided with information related to the factors for 

which they were found to be deficient. When possible, information 

regarding steps needed to remedy deficiencies will be provided in the 

notification letter. The letter will also contain a summary of the appeal 

rights and process to appeal negative decisions. 

E.        Provider Appeal Process 

1.       Providers have thirty (30) calendar days from the date of a negative 

decision to register an appeal. Appeals must be made by submitting the 

request, in writing, to the Chair of the SCCMHA Credentialing 

Committee. Providers who wish to request a hearing as part of the appeal 

process must include this request in the appeal letter. Appeals may be 

made regarding the denial of empaneling a prospective provider in the 

SCCMHA Provider Network or the termination of an existing provider or 

program from the network. Providers cannot appeal the length of an 

approved credentialing status. Appeals must include resolution of any 
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deficiencies identified during the credentialing/recredentialing process, as 

well as any relevant information related to the request for reconsideration 

of the credentialing/recredentialing decision. 

2.       Appeals will be reviewed by the SCCMHA CEO and a panel comprised 

of members of senior leadership as well as an independent consultant, 

none of whom are standing members of the SCCMHA Credentialing 

Committee. These individuals will have the requisite experience and/or 

training related to the practitioner or agency under consideration. The 

decision of the appeals panel is considered final and will be provided via 

written notification. 

3.       All appeal decisions shall be made within fourteen (14) business days and 

shall be communicated to the provider within three (3) business days of 

the decision. Existing network providers should reference their 

SCCMHA contract or SCCMHA staff personnel policies for additional 

remedies. 

 

Definitions: 

Good Moral Character is defined by Michigan statute (Act 381 of 1974, Section 338.41) 

as “the propensity on the part of the person to serve the public in the licensed area in a fair, 

honest and open manner.” 

Competency: Possessing the requisite or adequate abilities or qualities and as well as the 

capacity to appropriately function and respond in the provision of direct care, treatment or 

any covered services to individuals served by the SCCMHA system. 

Credentialing: The process of receiving and verifying evidence that basic requirements 

are met. 

Direct or Primary Source Verification: The verification of educational credentials with 

the educational institution attended and/or verification of licensure or certification with the 

state department from which it is issued by the employer or contracting organization. 

References:  

Internal 

A. SCCMHA Human Resource Policies 

B. SCCMHA Training Calendar (monthly) 

C. SCCMHA Training Protocols (most current version) 

D. SCCMHA Training Protocols Manual 

E. SCCMHA Provider Credentialing Handbook located on SCCMHA Website 

F. SCCMHA Policy 05.07.04 – Network Service Provider Appeals & Dispute 

Resolution 

G. SCCMHA Procedure 09.04.03.01 – Credentialing of SCCMHA Providers & Staff 

SCCMHA Procedure 09.04.03.15 – Privileging of Practitioners in Evidence-Based 

Practices  

External 

A. MDHHS Contract & Regional PIHP (MSHN)/CMHSP Contract  

B. Michigan Department of Health and Human Services, Behavioral Health and 

Developmental Disabilities Administration Credentialing and Re-Credentialing 

Processes: 
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https://www.michigan.gov/documents/mdhhs/Credentialing_and_Recredentialin

g_Process_P-7-1-1_638453_7.pdf 

C. Michigan Medicaid Provider Manual: http://www.mdch.state.mi.us/dch-

medicaid/manuals/MedicaidProviderManual.pdf 

D. MDHHS PIHP/CMHSP Provider Qualifications Per Medicaid Services & Codes 

(most current version) 

E. CMS (Centers for Medicaid and Medicare Services) Office of Inspector General 

(OIG):  Special Advisory Bulletin (hhs.gov) 

F. Michigan Department of Health and Human Services (MDHHS) list of sanctioned 

providers MDHHS - List of Sanctioned Providers (michigan.gov) 

Exhibits: 

A. SCCMHA Minimum Training Requirements 

B. Mid-State Health Network Minimum CMHSP Training Requirements 

C. SCCMHA Provider Manual Licensure, Registration, Certification & Accreditation 

Table 

D. SCCMHA Mission Statement, Vision Statement; Core Values and Operating 

Principles  

E. SCCMHA Authorization to Disclose Employee Information and Release of 

Liability 

Procedure: 

ACTION RESPONSIBILITY 

Verify references, credentials, criminal 

background checks and any related pre-

employment or pre-contracting screening 

according to designated policies and 

procedures.   

Maintain on file proofs of pre-

employment verifications as well as 

credentials and licensure and training.   

Conduct initial employment orientation. 

 

Actively participate in required 

orientation and training; seek to improve 

competencies through additional training 

appropriate to role and types of 

consumers served. 

Maintain minimum levels of training 

and/or credentials by job description. 

Immediately notify SCCMHA of any 

change in required credentials status. 

Suspend all claims submission and 

billing activity for staff who fail to 

maintain proper credentials, including 

any needed retroactive corrections. 

 

All SCCMHA Network Members and 

SCCMHA Human Resources Director or 

designee, SCCMHA Director of Contracts 

& Procurement 

 

 

 

 

 

 

SCCMHA Network service delivery 

personnel and contractors 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.michigan.gov/documents/mdhhs/Credentialing_and_Recredentialing_Process_P-7-1-1_638453_7.pdf
https://www.michigan.gov/documents/mdhhs/Credentialing_and_Recredentialing_Process_P-7-1-1_638453_7.pdf
http://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
http://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
https://oig.hhs.gov/documents/special-advisory-bulletins/891/effected.htm
https://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_42542_42543_42546_42551-16459--,00.html
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Ensure initial orientation and ongoing 

coaching and training to assigned 

personnel; actively monitor and supervise 

competencies and provide ongoing 

feedback and intervene as appropriate. 

Document performance and related 

goals.  

Take appropriate action according to 

applicable human resource/personnel 

policies when performance indicates. 

 

Oversees and co-signs any work 

performed by those staff working toward 

appropriate credential or licensure.   

 

Monitors clinical programs for employee 

compliance. 

 

 

Provide training resource and schedule 

information. 

Monitor contractor performance with 

training and other policy requirements. 

Report system cumulative compliance 

data through network audit report score 

summaries. 

Restrict claims or bills for persons not 

properly credentialed and issue sanctions 

as appropriate. 

Offer reciprocity for providers when 

indicated or requested. 

 

Reviews system performance against 

competency requirements. 

Recommends policy changes; review and 

recommend training priorities. 

Recommends disciplinary action to be 

taken by supervisors for non-credentialed 

staff in SCCMHA direct operated 

programs. 

 

Reviews Credentialing and 

Recredentialing of all Clinical staff to 

assure proper credentials are maintained 

and person is credentialed for services 

provided to SCCMHA Consumers.   

Supervisors of direct service individuals 

 

 

 

 

 

 

 

 

 

 

SCCMHA Human Resources Director, and 

All SCCMHA Network Providers 

 

 

SCCMHA Human Resources Director, and 

All SCCMHA Network Providers 

 

 

SCCMHA Director of Network Services, 

Public Policy & Continuing Education, 

SCCMHA Director of Contracts & 

Procurement, SCCMHA Continuing 

Education Supervisor, and SCCMHA 

Network Audit staff 

 

 

 

 

 

 

 

SCCMHA Credentialing Committee 

 

 

 

 

 

 

 

 

SCCMHA Credentialing Committee 
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Receives and reviews any Credentialing 

appeals and provides feedback to the 

appellate.    

 

 

 

 

SCCMHA Credentialing Committee 
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Exhibit A 
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Exhibit B 
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Exhibit C 

 
 

Provider Manual Table of Requirements 

 for 

Licensure, Registration, Certification and Accreditation 
 

PROVIDER shall submit copies of the required licensure, registration, certification and/or accreditation to Saginaw County Community Mental 

Health Authority in accordance with the time periods and terms specified in their Provider Participation Agreement.  PROVIDER shall also 

display such documents prominently on premises or service site. 
 

Provider Type Requirement Issuing Agency 

Licensed Independent Practitioner  License, Certification or Registration 

to Practice in Michigan 

Michigan Department of Community Health, Bureau of Health 

Professionals 

Inpatient Psychiatric Unit License for Acute Care Beds for 

Adult or Adolescent and /or 

License for Partial Hospitalization 

Michigan Department of Consumer and Industry Services, Bureau of 

Health Systems 

Crisis Residential Treatment Certification for Crisis Residential Michigan Department of Community Health, Bureau of Health Systems 

 

 Certification for Specialized 

Residential 

Michigan Department of Human Services, Office of Child and Adult 

Licensing  

 Adult Foster Care License Michigan Department of Human Services, Office of Child and Adult 

Licensing  

Specialized Residential Certification for Specialized 

Residential 

Michigan Department of Human Services, Office of Child and Adult 

Licensing  

 Adult Foster Care License Michigan Department of Human Services, Office of Child and Adult 

Licensing  

Outpatient Services Clinic or Agency 

Providers:  including Assertive 

Community Treatment, Case Management, 

Supports Coordination, Clinic Services and 

Vocational Rehabilitation 

Accreditation by one of the following: a) Joint Commission on Accreditation of Health Care Organizations 

b) Council on Accreditation of Rehabilitation Facilities 

c) Council on Accreditation  

d) Certification by Michigan Department of Community Health 

Enhanced Treatment and Support Services:  

Assertive Community Treatment, Home 

based Services, Case Management, Crisis 

Residential, Crisis Stabilization, 

Clubhouse 

Certification and/or Enrollment Michigan Department of Community Health, Division of Quality 

Management and Service Innovations 
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Exhibit D 
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Exhibit E 
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Policy and Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Credentialing and 

Recredentialing of 

SCCMHA Providers and 

Staff 

Chapter: 05 – 

Organizational 

Management 

Subject No: 05.06.03.01 

Effective Date: 10/25/21 Date of 

Review/Revision:  

Approved By: 

Sandra M. Lindsey, CEO 

 

 

Responsible Director: 

Network Services, Public 

Policy & Continuing 

Education   

 

Authored By:  

Barbara Glassheim 

Additional Reviewers:  

Supersedes: 

Credentialing of 

SCCMHA Providers and 

Staff Procedure 

09.04.03.01 (10/1/08) 

 

Purpose: 

The purpose of this policy is to ensure that: (1) the service provider network is 

appropriately credentialed and recredentialed; (2) SCCMHA is in full compliance with 

statutory, funding, professional requirements, and (3) consumers have access to qualified 

providers. 

Policy: 

Statutory, funding requirements, as noted in SCCMHA referenced policies, require 

processes to address credentialing and recredentialing service provider network healthcare 

professionals, as well as background verifications of officers, employees and service 

provider contractors. SCCMHA intends to apply consistent procedures and ensure 

compliance in the proper credentialing as well as recredentialing of SCCMHA service 

delivery network providers, including applicable staff members and individual contractors 

or subcontractors. 

SCCMHA seeks to ensure the competency of the service delivery network in the 

provision of specialty services and supports for mental health, developmental disability 

and substance use disorders treatment. Toward that goal, it is the policy of SCCMHA that 

certain credentialing and recredentialing activities will occur and be documented to ensure 

that all staff members and providers, in accordance with their assigned role in service 

delivery or business functions, obtain and maintain proper credentials for their job position 

and responsibilities as required by statute, policies and/or job description qualifications. 

SCCMHA and delegated service network contractors will conduct all credentialing and 

recredentialing processes in a nondiscriminatory manner in keeping with SCCMHA equal 

opportunity related policies.  This policy also addresses temporary and provisional 

credentialing. 
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This policy additionally addresses the background check requirements of the 

SCCMHA system, including criminal background, federally excluded provider status, 

recipient rights and driver’s license verifications. 

This policy does not address any determinations of acceptable scope of practice of 

professional disciplines. Scope of practice standards are addressed by licensing or 

certification entities, and are included within the Michigan Medicaid Provider Manual for 

behavioral health and intellectual and developmental disability supports and services. 

Application: 

This policy applies to all service delivery programs, both direct operated and contractual, 

and to any SCCMHA staff members when a credential is indicated by job description.  All 

employees and parties to signed service contracts with SCCMHA are subject to 

credentialing and recredentialing compliance in accordance with this policy. 

Standards: 

A. SCCMHA shall establish a credentialing committee which will be responsible for 

credentialing and recredentialing processes including: 

1. Monitoring of credentialing and recredentialing criteria set forth by federal, 

state, and SCCMHA as well as applicable professional standards in order 

inform relevant SCCMHA policies and practices. 

2. Developing and monitoring of adherence to established time lines for the 

credentialing/recredentialing process, including provider appeals of 

negative credentialing/recredentialing decisions.  

3. Determining, as needed, the utilization of participating providers to ensure 

all relevant information is incorporated in credentialing/recredentialing 

decisions.  

4. Ensuing contracted providers implement and adhere to SCCMHA’s 

credentialing, and recredentialing process, including approval, suspension, 

or termination contracted providers.  

5. Granting temporary/provisional credentials based upon a specific 

community/consumer need at SCCMHA’s sole discretion.  

B. SCCMHA credentialing and recredentialing processes and procedures will be 

updated and documented as needed to meet state and federal credentialing policies 

and any other pertinent regulatory requirements. 

C. Credentialing for applicable staff members or employees of contractors will occur 

at the time of initial employment through an employment application process; 

recredentialing will occur every two years thereafter. 

D. Credentialing for contracted providers will include an initial completed provider 

application document; recredentialing will be conducted through the provider 

application renewal process and/or auditing process. 

E. Credentialing/recredentialing will include obtaining a copy of the applicant’s 

relevant credential documents, including diploma(s) as required by the respective 

job description. 

F. Following completion of the initial application process, primary source verification 

activities will commence, and be conducted by authorized credentialing agents of 

SCCMHA. 
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G. The credentialing and recredentialing of individuals employed by or subcontracted 

by SCCMHA contracted service programs will be delegated to those contracted 

providers by SCCMHA.  

1. Delegation includes: compliance with this policy, conducting specific 

credentialing and recredentialing activities for applicable individuals, and 

establishing and maintaining credential file information and documents. 

H. Credentialing and recredentialing will include primary source verification of 

educational and academic achievement status; official transcripts must be obtained 

directly from the specific institution where the highest level of degree(s) was (were) 

obtained by the individual from an accredited school (s), or an authorized 

centralized clearing house resource may be used for this purpose.  

1. Whenever applicable, verification of board certification and completion of 

any required internships/residency programs or other postgraduate training 

will be included. 

I. A copy of licensure or registration will be obtained directly from the individual at 

the time of employment or contract initiation; subsequent direct verification with 

the State of Michigan will be conducted for both initial credentialing and 

recredentialing purposes related to professional licensure, registration or 

certifications. 

J. Credentialing or recredentialing for licensure or registration will be documented by 

date and verified by the credentialing agent by signature or initial. 

K. Credentialing and recredentialing proof documents will be maintained by 

SCCMHA for employees in the staff credential file in SENTRI and/or 

personnel/human resources file. 

L. Credentialing and recredentialing proof documents for individual contractors by 

SCCMHA will be maintained in the contract management files by fiscal year of the 

contract status. 

M. Credentialing and recredentialing proof documents of individuals who are 

employed by or subcontracted by SCCMHA contracted organizations, will be 

maintained in the human resource or contract files of that organization, and are 

subject to SCCMHA audit. 

N. Credentialing files for contractors will be completed within 120 days from the start 

of the credentialing or recredentialing process. 

O. Credentialing files for employees will be completed within 30 days from the start 

of the credentialing or recredentialing process.   

P. All professionals who provide therapy or other professional clinical services within 

the SCCMHA network of services must be properly credentialed and 

recredentialed. 

Q. The health care professionals addressed in this procedure to be credentialed include 

at minimum: 

1. Physicians (MDs or DOs), physician assistants 

2. Psychologists (fully licensed, limited license and temporary license) 

3. Social workers (licensed Master’s, licensed Bachelor’s, limited license and 

registered social work technicians) 

4. Licensed and limited licensed professional counselors 

5. Nurse practitioners, registered nurses, and licensed practical nurses 
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6. Occupational therapists and occupational therapist assistants 

7. Physical therapists and physical therapist assistants 

8. Speech pathologists 

9. Medical assistants 

R. The SCCMHA Human Resource Department and SCCMHA contracted provider 

organizations must complete direct (primary) source verification for any other 

additional staff or subcontracted individuals who have other academic/professional 

backgrounds associated with the individual’s stated application/resume information 

and job requirements at the highest level of education achieved relevant to the 

SCCMHA job or role function of the individual. 

1. Credentialing does not include verification of academic or other credentials 

obtained by the applicant when those credentials are not pertinent to the 

SCCMHA determined scope of service. 

S. Credentialing of employees is initiated prior to employment, at the time of the 

conditional job offer, and is completed either prior to the first day of work or within 

30 calendar days; recredentialing shall be conducted every two years. 

T. SCCMHA will not discriminate against a health care professional solely on the 

basis of license, registration or certification. In addition, SCCMHA will not 

discriminate against a health care professional who serves high-risk populations or 

who specializes in the treatment of conditions that require costly treatment.  

U. SCCMHA policies prohibit either the employment of or contracts with individuals 

or any providers who are excluded from participation under either Medicare or 

Medicaid or who otherwise have Medicare or Medicaid sanctions 

1. This credentialing policy requires compliance with these federal 

requirements that prohibit such excluded providers, including officers, 

directors, significant purchasers, and board as well as contractor(s)’ 

provider-level staff.  

V. SCCMHA, according to network management and regulatory compliance policies, 

has procedures for reporting to appropriate authorities, such as MDHHS (Michigan 

Department of Health and Human Services), the regional PIHP (prepaid inpatient 

health plan), the provider’s regulatory board or agency, the Attorney General, etc., 

any improper known provider or individual practitioner conduct which results in 

suspension or termination from the SCCMHA service network.  

1. SCCMHA’s actions will be consistent with current state and federal 

requirements, including content contained within the MDHHS/PIHP and/or 

CMHSP contract for Medicaid Managed Specialty Supports and Services. 

W. Oversight of the credentialing process is administratively assigned by SCCMHA 

CEO to the SCCMHA Medical Director. 

1. This oversight includes facilitation of credentialing committee meetings 

when necessary. 

X. Participating providers involved in the credentialing process are those being 

credentialed as individuals where applicable, and those who are serving as agents 

of SCCMHA to conduct credentialing activities of subcontractors or employees. 

1. Participating providers also may provide feedback on the credentialing 

process at any time, including filing an appeal with SCCMHA in 

accordance with SCCMHA provider dispute and appeal procedures. 
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2. Individuals seeking to be credentialed are expected to provide accurate 

information upon which credentialing decisions will be based. 

Y. Initial credentialing of applicants will include complete work history information 

via resume/vitae or employment application. 

Z. The initial credentialing application, through employment application processes or 

provider contract application/initiation processes, will include a signature of the 

individual, date of application submission, and will attest to: lack of present illegal 

drug use; any history of loss of license and/or felony convictions; any history of 

loss or limitation of privileges or disciplinary action, or other state sanctions or 

limitations on licensure, registration or certification; and attestation by the applicant 

of the accuracy and completeness of the application. 

AA. Recredentialing will include an update and/or verification of initial application 

information.  

BB. The file will include any pertinent information used to determine if the provider 

met SCCMHA credentialing standards. 

CC. Credentialing will not include any information regarding an applicant’s status 

related to allegations or pending investigations in process associated with licensure 

or registration. 

1. SCCMHA supports due process for all individual applicants in matters 

pertaining to unsubstantiated allegations of misconduct. 

DD. SCCMHA allows for temporary or provisional credentialing of an individual for up 

to 60 days. 

1. Temporary or provisional credentialing must include all items specified in 

the SCCMHA credentialing standards, including primary source 

verification requirements delineated in this procedure. 

2. Oversight of temporary or provisional credentialing will be provided by the 

administrative director responsible for credentialing, on behalf of the 

credentialing committee, working with the appropriate credentialing agent. 

3. Temporary or provisional credentialing of physicians requires the approval 

of the SCCMHA Medical Director. 

4. Temporary credentialing will follow the established SCCMHA processes, 

including application and primary source verification. 

5. A decision on temporary or provisional credentialing will be rendered as 

soon as possible, not to exceed 31 calendar days from the date of the initial 

application.   

EE. Credentialing by contracted providers as delegated by SCCMHA is subject to 

SCCMHA review. 

1. SCCMHA is responsible for the oversight of any delegated credentialing or 

recredentialing decisions within its service delivery network.  

2. Delegated credentialing must adhere to SCCMHA policy and procedure. 

3. SCCMHA retains the right to approve the credentialing or recredentialing 

conducted by a provider, or require discontinuation of service by 

individuals without the proper credentialed status. 

4. Improper or insufficient credentialing practices of a contractor may be cause 

for contractual sanction(s) by SCCMHA, requiring a corrective action plan, 

and could be cause for contract suspension or termination. 
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FF. SCCMHA may allow deemed status for an individual or organization already 

credentialed by another PIHP and/or CMHSP for the same service(s) upon review 

of the appropriate and completed credentialing documentation. 

1. SCCMHA will maintain this information in the appropriate provider’s 

contract file. 

GG. SCCMHA quality program requirements will be considered whenever relevant to 

credentialing processes. 

1. The Director of Network Services, Public Policy & Continuing Education, 

in consultation with the Director of Care Management & Quality Systems 

and/or Supervisor of Quality Systems & Public Information, is responsible 

for service network quality oversight and network compliance with 

credentialing requirements.  

a. The credentialing processes of SCCMHA are part of the overall 

quality and compliance program structures, as well as human 

resource and contract management policies and procedures. 

HH. SCCMHA beneficiary (consumer) concerns, which include grievances/complaints 

and appeals information, will be included in credentialing processes whenever 

deemed relevant by SCCMHA. 

1. For purposes of this procedure, relevant coordination will occur between 

the SCCMHA Medical Director who has overall responsibility for 

credentialing and recredentialing oversight, the Director of Network 

Services, Public Policy & Continuing Education, who is administratively 

responsible for provider network management and 

credentialing/recredentialing, and the Director of Customer Services & 

Recipient Rights, who is responsible for SCCMHA management of 

recipient grievance and appeals. 

II. If an individual or organization is denied credentialing or recredentialing by 

SCCMHA, the individual or organization will be notified in writing by SCCMHA 

of this adverse credentialing decision within 30 calendar days of the decision. 

1. The denial will include the reason(s) for the adverse decision. 

a. Reasons may include but are not limited to:  

1). Failure of the applicant to provide complete information as 

requested by the credentialing agent 

2). Inability of the SCCMHA credentialing agent to obtain proof 

of licensure or degree 

3). Presence of the applicant’s name on a current list of 

sanctioned Medicaid or Medicare providers. 

2. For providers with delegated credentialing/recredentialing authority, 

denials of individual or organizational providers will be reported to the 

Credentialing Committee by the appropriate credentialing agent 

immediately. 

JJ. SCCMHA will continue to offer provider appeal and dispute resolution processes 

per contract language and related policy and procedure, in accordance with state 

and federal regulations. 

KK. SCCMHA contract applications, employment applications, credentialing 

processes, and background checks for professionals, directors, officers and persons 
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involved in significant purchasing, will ensure the verification that such parties are 

not listed as federally excluded.  

1. For purposes of this policy, individuals defined as included in addition to 

applicable providers, are: SCCMHA Officers, Directors, Contracts & 

Properties Manager, Contract Management Assistant, Administrative 

Accounting Supervisor, and Accounting/Purchasing Assistant. 

LL. Recipient Rights history checks will include Saginaw County if the person has 

worked in Saginaw County as well as all of the counties in which the individual has 

worked. 

MM. Valid credentials are a condition of continued employment or contracting in the 

SCCMHA provider network.  

NN. Background Checks 

1. Background checks will be conducted for all individuals engaged in 

SCCMHA business, and include criminal background checks and recipient 

rights queries, as well as checks with federal exclusion/sanction sources and 

driver’s license records for applicable positions. 

2. Background checks for employees will be conducted by the Human 

Resources Department. 

3. Background checks for individual contractors will be conducted by the 

Contracts & Properties Unit.  

4. Background checks for SCCMHA Board officers will be conducted by the 

Administrator of Regulatory Compliance. 

5. Background checks must be conducted by provider 

organizations/contractors for individual employees and subcontractors 

associated with SCCMHA services. 

6. Background check documents will generally be maintained in appropriate 

human resource or contract files, including such files maintained by 

SCCMHA contracted providers. 

OO. Background Checks in Licensed Residential Settings 

1. The State of Michigan, specifically through Michigan Public Act 218 of 

1979, and further through Public Acts 28 and 29 of 2006, requires that 

licensed residential providers and others ‘who provide direct service or have 

direct access’ to residents conduct background checks on staff members.  

2. Effective April 1, 2006, all new hires, and existing employees (or 

contractors if applicable) as soon as the system allows, must pass an 

automated system background check that includes fingerprinting, consent 

for the background check, and letters of hire contingent upon successful 

completion of the check. There are penalties for non-compliance with this 

state requirement. 

PP. Criminal Background Re-Checks  

1. Effective October 1, 2015, all criminal background checks will be conducted 

every two years for all individuals in the SCCMHA service network who 

routinely work with consumers in direct service roles. 

2. For persons who were hired prior to October 1, 2013, at least one criminal 

background re-check will have been conducted by October 1, 2015, and at least 

every two years thereafter. 
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Definitions: 

Credentialing – Confirmation system of the qualification of healthcare providers. 

Credentialing Agent – Person authorized by SCCMHA, or by the contracted 

organizations to which SCCMHA delegates credentialing responsibility, who conducts and 

documents credentialing activities in compliance with this procedure. 

Credentialing Committee – SCCMHA designated committee to oversee policy and 

procedures relative to credentialing of staff and providers.  Members include: SCCMHA 

Medical Director, Director of Network Services, Public Policy & Continuing Education, 

Director of Human Resources, and Supervisor of Provider Network Auditing. Consultants 

to the committee include: SCCMHA Director of Care Management & Quality Systems, 

Executive Director of Clinical Services, Programs Manager of Contracts & Properties, and 

Administrator of Regulatory Compliance. 

Credential File – Includes initial and recredentialing related documents, may be housed 

within contract and human resource files of SCCMHA and/or SCCMHA contractor 

organizations for each person credentialed and includes any primary source verification 

documents and any other information pertinent to SCCMHA credentialing requirements. 

Deemed Status – SCCMHA acceptance of the credentialing decision of another PIHP for 

an individual or organizational provider; copies of the credentialing information will be 

requested and maintained by SCCMHA in the appropriate contract file. 

Direct (or Primary) Source Verification – Securing proof from the actual source that 

issued the credential in order to ensure authentication. 

National Practitioner Databank (NPDB): A web-based repository of reports containing 

information on medical malpractice payments and certain adverse actions related to health 

care practitioners, providers, and suppliers located at: https://www.npdb.hrsa.gov/. 

Primary Provider – Contracted organization providing case management or supports 

coordination services associated with an integrated service team. 

Recredentialing – Process of updating and re-verifying credential information; SCCMHA 

conducts recredentialing every two years. 

Verification – Securing proof of authentication for an individual’s credential(s). 

References:  

A. Michigan Department of Health and Human Services, Behavioral Health and 

Developmental Disabilities Administration Credentialing and Recredentialing 

Processes: 

https://www.michigan.gov/documents/mdhhs/Credentialing_and_Recredentialing

_Process_P-7-1-1_638453_7.pdf 

B. Michigan Department of Health and Human Services PIHP/Regional PIHP 

CMSHP Contract – Provider Credentialing 

C. Michigan Medicaid Provider Manual: http://www.mdch.state.mi.us/dch-

medicaid/manuals/MedicaidProviderManual.pdf 

D. SCCMHA Employment Application 

E. SCCMHA Employee Handbook Policy 301, Equal Employment Opportunity 

F. SCCMHA Policy 05.06.01 – Network Management & Development 

G. SCCMHA Policy 05.06.03 – Competency Requirements for the SCCMHA 

Provider Network 

H. SCCMHA Policy 05.06.07 – Prohibited Affiliations 

I. SCCMHA Policy 05.07.04 – Provider Appeals & Dispute Resolution 

https://www.npdb.hrsa.gov/
https://www.michigan.gov/documents/mdhhs/Credentialing_and_Recredentialing_Process_P-7-1-1_638453_7.pdf
https://www.michigan.gov/documents/mdhhs/Credentialing_and_Recredentialing_Process_P-7-1-1_638453_7.pdf
http://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
http://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
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J. SCCMHA Policy 09.03.02 – Regulatory Compliance 

K. SCCMHA Procedure 09.04.03.15 – Privileging of Practitioners in Evidence-

Based Practices  

L. SCCMHA Provider Credentialing Handbook 

Exhibits: 

A. Regulatory Compliance Verification Summary (sources) 

B. Authorization to Disclose Employee Information & Release of Liability 

C. A Word About Professional Licensure 

D. Staff Credentials Certification Form 

 

Procedure: 

ACTION RESPONSIBILITY 

SCCMHA Board approves the 

credentialing policy/procedure per state 

and federal requirements. 

 

Designates SCCMHA Medical Director 

responsible for oversight of credentialing.  

Maintains Board of Directors/Officers 

background check documents in board 

files. 

  

Serves as administrative staff member 

responsible for oversight; facilitates 

credentialing committee. 

 

Convenes as needed to provide 

administrative procedure and credentialing 

activity oversight; the committee delegates 

by policy or procedure the specific 

credentialing activities to be conducted on 

behalf of SCCMHA by credentialing 

agents. May review summary credentialing 

information at the discretion of the 

committee members. 

 

Provide consultation to the Credentialing 

Committee on various credentialing related 

issues whenever applicable, such as: 

quality program, clinical services, 

Medicaid requirement changes, provider 

performance and regulatory compliance. 

 

 

 

SCCMHA Board 

 

 

 

CEO 

 

 

 

 

Director of Network Services, Public 

Policy & Continuing Education 

 

 

 

SCCMHA Credentialing Committee 

Members: Director of Human Resources, 

Director of Network Services, Public 

Policy & Continuing Education, Medical 

Director, Provider Network Auditing 

Supervisor 

 

 

 

 

Key SCCMHA leadership staff members 

Consultants: Director of Clinical Services 

and Programs, Director of Care 

Management & Quality Systems and/or 

Supervisor of Quality Systems & Public 

Information, Manager of Contracts & 

Properties, Administrator of Regulatory 

Compliance and any others as indicated 
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Authorized by the Credential Committee 

through SCCMHA policy and procedure to 

conduct necessary credentialing activities; 

responsible to ensure that credentialing file 

documents are obtained and maintained. 

 

Acts as a credentialing agent for 

SCCMHA.  Conducts initial credentialing 

and recredentialing of network physicians 

associated with SCCMHA service delivery 

every two years; maintains a current 

physician credentialing roster and record 

which includes DEA, Medicaid ID number 

and licensure detail, as well as 

contact/location information.  Medical 

Director review includes all network 

affiliated psychiatrists, and approval of all 

temporary or provisional credentialing of 

psychiatrists.  Verifies and documents at 

the time of physician credentialing that 

psychiatrists have not been excluded for 

Medicare or Medicaid, and reviews 

excluded update lists from Michigan. 

 

Acts as a credentialing agent for 

SCCMHA. Conducts initial credentialing 

and recredentialing of employees every 

two years; conducts web-based verification 

academic status with National Student 

Clearinghouse as a condition of 

employment.  Verifies educational degrees 

and licensure and/or certifications prior 

employment; obtains written proofs from 

direct sources within 3 weeks of 

employment start date. Re-verifies 

licensure or registration every two years 

for recredentialing purposes for applicable 

employees.  Verifies rights background 

with the Office of Recipient Rights.  

Verifies and documents at time of pre-

employment that staff have not been 

excluded for Medicare or Medicaid, and 

reviews excluded update lists from 

Michigan. 

Acts as a credentialing agent for 

SCCMHA. Verifies credentials of 

 

Credentialing Agents 

 

 

 

 

 

SCCMHA Medical Director or 

designee/Administrative Assistant to the 

Medical Director or Network Services, 

Public Policy & Continuing Education 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Provider Auditing Unit and/or 

Human Resources Department 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Contract Management Unit 
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independent practitioners under direct 

contract with SCCMHA on every two 

years as part of the provider application 

renewal process; maintains credentialing 

and recredentialing proof document files of 

contracted individuals within SCCMHA 

provider contract records.  Validates and 

documents every two years through the 

provider application process that 

organizational providers meet 

requirements to operate within the state 

and have not been excluded for Medicare 

or Medicaid, and reviews excluded update 

list from Michigan.  May conduct random 

verifications of contract network personnel 

names as declared by providers in annual 

applications.  Seeks rights verifications on 

individual contractors with the Recipient 

Rights Office.  Verifies every two years 

through contract provider application 

process that organizational providers are 

licensed as necessary to operate within the 

state and have not been determined to be 

federally excluded.  Includes verification 

of background checks and driver’s license 

checks in contract renewal process. 

 

Conducts regulatory related background 

checks for all SCCMHA Board Officers, 

as requested by the CEO office for board 

records. Provides consultation for 

credentialing and background check 

regulations and associated 

funding/regulatory contract requirements.  

Disseminates federal provider sanction 

notices and lists as well as verification 

sources as issued by regulatory sources to 

SCCMHA contract and human resources 

and other credentialing agents.   

 

Conducts recipient rights checks for staff 

and providers at initial employment or 

contract status as a condition of 

employment or contract.  Maintains 

documentation on rights histories and 

assists with out of county verifications.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Regulatory Compliance Administrator 

 

 

 

 

 

 

 

 

 

 

 

 

Recipient Rights Office 
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Provides query format for use by the 

network, and returns completed forms to 

the Human Resource office or contracted 

providers.  May recommend (or require 

according to statute) specific sanctions 

upon substantiated recipient rights 

violations.  Coordinates beneficiary 

information relevant to credentialing 

processes. 

 

Oversees accuracy of individual 

credentials in SCCMHA information 

system.  Consults with the various 

credentialing agents on acceptable 

documentation (human resources, contract 

management unit, medical director’s 

office, contracting provider organizations) 

and other compliance details. 

Verifies retrospective compliance with 

SCCMHA delegated credentialing and 

recredentialing requirements as part of the 

provider network auditing process; reviews 

provider proof documents/files.  Receives 

updates on contractor credentialing within 

90 days for newly credentialed individuals.  

Maintains verification of compliance with 

SCCMHA credentialing procedure of 

providers within auditing files, including 

individuals who are employees or 

subcontracted.  

 

Conduct credentialing and recredentialing 

activities for applicable individuals as 

delegated by SCCMHA, and meet all 

requirements associated with this 

delegation including documentation.  

Maintain credential file information 

subject to SCCMHA review. 

 

Notify the Contracts & Properties Manager 

or Human Resource Department 

immediately upon loss of licensure or 

change in credential status. 

 

Ensure completion of recipient rights, 

background checks, and driver’s license 

 

Provider Network Auditing Supervisor  

 

 

 

 

 

 

 

 

 

Provider Network Auditing Unit 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Service Provider Network 

Contractors – Primary and Hospital 

Service Providers 

 

 

 

 

 

All individually credentialed 

providers/organizations with delegation 

responsibilities and professional 

employees 
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record checks. Provide feedback to 

SCCMHA for consideration in any 

credentialing process revisions.  Maintain 

background file information subject to 

SCCMHA audit.  Verify and document at 

time of pre-employment or pre-subcontract 

that individuals have not been excluded for 

Medicare or Medicaid.  

 

Provide feedback on the credentialing 

process.  Provide individual source 

documents upon which credentialing 

activities will commence to determine 

employment or contract finalization status. 

All SCCMHA Provider Contractor 

Organizations 

  

 

 

 

 

 

 

 

 

SCCMHA Service Provider Network  

Contractors/Subcontractors/Staff  
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Regulatory Compliance Verification Summary 

 

                                       

 

Source 

Entity Officers & 

Directors 

Medicaid 

ID 

possessors 

Licensed 

Clinicians 

Non-

Licensed 

Caregivers 

All Other 

Entities 

Excluded Parties 

List System 

(GSA) 

Prior to 

relationship 

and 

periodically 

 

N.A. 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

List of Excluded 

Entities & 

Individuals 

(OIG) 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Consumer & 

Industry Services 

(Mich.) 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

Prior to 

relationship 

and 

Monthly 

NPDB N.A. Prior to 

relationship 

and biennial 

Prior to 

relationship 

and biennial 

N.A. N.A. 

HIPDB N.A. Prior to 

relationship 

and biennial 

Prior to 

relationship 

and biennial 

N.A. N.A. 

Mich. State Police  

Optional 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Office of Recipient 

Rights 

 

Optional 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Dept. of Motor 

Vehicles 

Optional Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

Prior to 

relationship 

and w/cause 

 

Exhibit A 
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Exhibit B 
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A Word About Professional Licensure 

Proof of Licensure at Hire (where required) 
SCCMHA job descriptions are generally written based on the minimum qualifications for 
positions/classifications within the SCCMHA network.  If licensure is required, the 
individual must provide proof of licensure in order to apply for the specific 
position/classification.  For example, if the position/classification requires a minimum of 
a ‘limited license’ then the individual must have proof of having obtained the limited 
licensure at the time of employment/job application.  If the position requires a full 
license, then that is what is required at the time of application or hire.  Any candidate 
who does not have the licensure, or otherwise does not meet the minimum 
qualifications, will not be considered.   

Full or Limited Licensure 
SCCMHA may elect to use a limited license or a full license as the minimum qualification, 
in keeping with Medicaid/MDCH requirements.  For example, for case management 
positions within the SCCMHA network, one of the minimum qualifications according to 
the Medicaid QMHP definition is limited license social worker, so this minimum 
qualification is acceptable.  For positions involved in therapy or the provision of 
treatment practices, SCCMHA has elected to require a full licensure (vs. limited 
licensure) at hire, as included in the Medicaid Mental Health Professional definition.  
When either SCCMHA or Medicaid requires a full licensure status, a limited license is not 
acceptable. 

Job/Classification Title vs. Professional Licensure 
With very few exceptions as so specified in certain job descriptions, even if licensure 
status is required, most professional position/classification titles are not specific to a 
certain licensure status or credential.   For example, although Client Service Manager 
positions require (per Medicaid standards) a QMHP (Qualified Mental Health 
Professional) status - which includes social worker licensure as one possible means of 
qualification - the position/classification duties and responsibilities are that of a case 
manager, not a social worker, as other licensure or credentials could also meet the 
QMHP status minimum requirement.  Another example is a position/classification that 
requires the professional to conduct individual or group therapy; generally these 
positions/classifications require a master’s degree, but the specific type of licensure may 
vary and the job/classification title may not be specific to a certain licensure 
expectation. 

Supervision of Limited Licensure Individuals 
SCCMHA as an organization is supportive of the promotion of the completion of 
licensure for individuals where applicable, however, the oversight of specific licensure  
supervision, for any individual who might be hired in a position/classification who has a  

Exhibit C 
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limited licensure status is up to the individual, with the support of their supervisor, in 
securing their own arrangements for licensure supervision as needed.  There is no 
prohibition by SCCMHA preventing any such arrangement to occur between an 
individual and their supervisor, and in fact work hours at SCCMHA are appropriate to 
use to meet or address licensure requirements; it is up to each individual limited 
licensure status professional, however, and their supervisor (or another professional if 
other than the supervisor) to make all specific arrangements and/or keep 
documentation. It is up to the supervisor or other individual who voluntarily agrees to 
provide licensure supervision to make any needed accommodations.  This support of the 
supervisor in assisting persons to obtain licensure would be considered an appropriate 
professional courtesy.  If any individual who is hired with a limited license as required by 
their position fails to obtain full licensure in the time frame allowed by statute, they 
could be subject to loss of their position of employment for failure to meet the 
minimum job qualifications, in the same manner that any individual might fail to obtain 
or retain the licensure needed in order to continue their employment/job status at 
SCCMHA if required by the job classification.  All conditions or allowances related to 
salaried employees, HIPAA/confidentiality, work environment standards and other work 
requirements apply in any SCCMHA work settings when licensing supervision oversight 
activities are occurring. 

 
April 2010 
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Purpose: 

It is the expectation that SCCMHA will ensure a competent network of service providers.  

SCCMHA specifies required instruction in specific areas for service delivery providers of 

mental health and substance use disorder services.  When on-site audits and other 

compliance reviews of SCCMHA operations are conducted, proof of those required 

education standards for employees, staff and providers must be provided.  In addition, the 

provision of ongoing education and competency testing ensures at a minimum, compliance 

with the State and Federal standards, and also the provision of appropriate and quality 

services that maintain and promote the health, safety and goal achievement of persons 

served by the SCCMHA network.   
 

Policy: 

It is the policy of SCCMHA to have a continuing education program that meets State and 

Federal requirements, and ensures competent staff and provider network members.  In 

order to ensure a properly instructed and competent provider and staff workforce, 

SCCMHA chooses to both directly provide as well as procure, as needed, a full 

complement of routine and ad hoc quality and comprehensive training opportunities. 

SCCMHA requires staff and provider network members to meet minimum education 

requirements, including some annual renewals, in accordance with the person's and/or 

programs' role or scope of service delivery. SCCMHA expects that staff and providers will 

demonstrate competency in these areas in the performance of their work on behalf of 

SCCMHA. SCCMHA may also require from time to time, staff and provider attendance at 

ad hoc education programs to either meet new or changed requirements, to refresh 

expertise, or to ensure the maintenance of competency in certain continuing education 

areas.   
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Application: 

This policy applies to all staff and relevant members of the SCCMHA service provider  

Network. This policy pertains only to ongoing education; it does not address employee 

orientation, program specific in-services, or attendance at external conferences or 

workshops as approved by supervisors of employees, covered by other SCCMHA and/or 

HR policies and/or procedures, or such of any SCCMHA contractor. 

 

Standards: 

A.  SCCMHA will establish minimum education standards for providers and staff by type, 

department or position; updates will be provided to staff and contractors as appropriate. 

Standards will be used to measure performance and compliance.  

B.  SCCMHA minimum continuing education standards will be established with input from 

SCCMHA supervisors and management, and approved by the SCCMHA Management 

Team and Continuing Education Committee. 

C. SCCMHA will publish education protocols of core required courses, to include course 

topic/title, values, identified outcomes/objectives, duration and frequency of course, 

competency test tool, summary of course content, criteria for successful completion, 

targeted audience, pre-requisites (if any) and educator qualifications.  

D.  SCCMHA provided courses will adhere to an established, published education plan and 

calendar. The education plan will be approved by the SCCMHA Continuing Education 

Committee and the SCCMHA Management Team.  

E.  SCCMHA provided courses will adhere to written education protocols for all 

continuing education areas routinely conducted.  

F.  Routine courses contained in the SCCMHA minimum education requirements will be 

offered at regular intervals and advertised with sufficient notice to staff and/or provider 

relevant audiences.  

G.  Education protocols will be kept current by SCCMHA staff and will be adopted by 

SCCMHA through Management Team review.  

H.  Ad hoc courses sponsored or provided by SCCMHA must have an established protocol; 

ad hoc courses must be reviewed by the Continuing Education Supervisor who will 

submit the courses to the SCCMHA Continuing Education Committee and the 

SCCMHA Management Team for approval. 

I.  Education protocols will include the course topic and definition, values, outcomes or 

objective(s), summary of content, criteria for completion, desired or intended audience, 

duration, and frequency. 

J.  All SCCMHA education offerings that award continuing education credits will include 

the following:  

 a.  Advance notice to the correct audience(s)  

 b.  Course posting (may be electronic) that includes:  

1. The ACE statement and provider number for social workers 

2. Number of continuing education clock hours 

3. Presenter information 

4. Educational goals and objectives 

5. Written notice of CEUs granted 

6. Contact information for filing a grievance 

7. Accommodations for individuals with disabilities 
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8. How certificates will be awarded and time frames 

9. Criteria for successful completion 

10. Time frame 

11. Location 

12. Target audience 

13. Clarification on RSVP and/or mandatory attendance requirements  

c.  Agenda with presenter(s) information and written goals and objectives 

d.   Handouts/Written Materials.  

e.   Sign-in sheet and sign out sheet. 

f.    Certificate awarding CE credits. 

g.  Sufficient allowance of time for audience question and answers.  

h.  Method or tool to assess attendee competency on the course topic post training 

session. 

i.  Follow-up by educator on any specific course topic or session issues. 

j.   Audience Evaluation to assess adherence to the written goals and objectives 

k. Data entry to SCCMHA network services data base.  

K.  Handout materials for non-mandatory education sessions may be provided to absent 

audience members upon request at the discretion of SCCMHA.  

L.  Ad hoc courses will be evaluated for possible insertion into standing education 

programs.  

M.. SCCMHA will make arrangements to record standing courses whenever feasible to 

accommodate staff and provider needs and has an established check- out system for 

staff and provider use.  

N.  SCCMHA will establish a periodic continuing education work group - composed of the 

Continuing Education Supervisor, SCCMHA Human Resources, Provider/Clinical 

program representatives, as well as representatives from Medical Services, consumer 

representative(s), and Social Work Consultant – to review continuing education 

procedures, coordination and standards. 

O.  Providers who receive required education courses from sources other than SCCMHA 

must have approval from the designated continuing education unit staff or supervisors 

to meet minimum education requirements application; staff must have supervisory 

approval on external continuing education to meet minimum posted standards.  

P.  Providers may be offered the opportunity for some course offerings to ‘test out’ as proof 

of competency, in lieu of face-to-face attendance at an education session. 

Q. Participants may be offered reasonable opportunity for remedial education to ensure 

minimum competency level achievement. 

R. SCCMHA will continue to seek to develop alternative and flexible methods of education 

offerings, including on-line and/or self-testing course formats when feasible as well as 

virtual format.   

S.  SCCMHA in 2019 started offering clinical staff the opportunity to obtain additional 

trainings through the Relias ® training platform.  These do not replace the training 

provided by SCCMHA that is specifically designed to support SCCMHA mission and 

vision statement.  However, it is meant to offer additional training on topics where staff 

can develop additional skills to perform their work with consumers.  SCCMHA also 

encourages staff to use the Improving MI Practices website 

https://www.improvingmipractices.org/online/  to gain knowledge and skills.   

https://www.improvingmipractices.org/online/
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T.  Provider network members and SCCMHA supervisors and staff will receive routine, 

quarterly reports of individual course completion and compliance with minimum 

education requirements. 

U.  SCCMHA provider network audits will include measurement of performance in 

education areas. 

V. SCCMHA will require network providers to maintain at a minimum 95% compliance 

in education requirements. 

W.  SCCMHA Contracts & Properties Management Unit may consider issuing a sanction 

to providers who fail to meet the minimum education compliance requirement. 

X. SCCMHA Network Services & Public Policy Department will routinely publish 

acknowledgements of network providers who consistently meet or exceed the 

minimum required education requirements. 

Y.  Consumer focused education will be planned by the Continuing Education Unit and/or 

the Customer Services Department and published to providers. 

Z. Whenever feasible, SCCMHA will seek to obtain CEU and CAC credits to be available 

to participants of education offerings to meet professional continuing education 

requirements of staff and providers. 

AA.  For classroom-based courses, SCCMHA reserves the right to limit class audience size 

for optimal learning.   

BB.  SCCMHA will maintain for at least seven years in a secure location: 

 a. Names and resumes of continuing education supervisor and social work consultant 

 b. Participant name, profession, and license/certification/registration number as    

          applicable to position 

 c. Course title, date, location and credits awarded 

 d. Course outline/syllabus and learning objectives 

 e. Course instructor’s qualifications and professional affiliations 

 f. ADA requests and services provided 

 g. Grievances and resolutions 

 h. Course evaluations 

CC.  SCCMHA will implement all state and regional reciprocity standards to attempt to 

bring uniformity and consistency in providing introductory training of direct support 

staff and others involved in more than one CMHSP service. 

DD.   For ad hoc courses or external conferences or trainings that are not part of the regular 

mandatory training program of SCCMHA, supervisors must approve employee 

attendance; this requirement also applies to contracted provider staff. 

 

Definitions: 

For purposes of this policy, the following definitions apply: 

 

Competency – Having the requisite or adequate abilities or qualities as well as the capacity 

to appropriately function and respond. 

 

Continuing Education – May be standing education schedule or ad hoc; instruction 

programs specifically designed to meet certain standards and promote minimum level of 

competency.   
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Credentialing – Affirming the background and qualifications and/or education and course 

record of an individual; may be direct-source verification. 

 

Development – The ongoing enhancement of an individual’s knowledge and expansion or 

refinement of their skills in existing or new areas of expertise. 

 

In-Service - Department or program specific offerings that promote advancement of staff 

knowledge on a specific topic, including adherence to policies and procedures. 

 

Orientation – Acquainting an individual employee with their position duties, environment 

and resources to perform their job through proper introductions to supervisors and co-

workers and SCCMHA policies and practices; may be department specific and/or broad to 

the scope of SCCMHA.  

 

References:  

Improving MI Practices Website:  https://www.improvingmipractices.org/online/ 

SCCMHA Education Protocols Manual (most current version) 

SCCMHA Minimum Education Requirements  

SCCMHA Competency Requirements for the SCCMHA Provider Network Policy  

SCCMHA HR policies as applicable 

MDHHS Prepaid Inpatient Health Plans, Specialty Mental Health and Substance Use 

Disorder Services and Supports Network Management Reciprocity & Efficiency policy 

April 2014 

Network Providers Background Verification & Credentialing Procedure & Plan 

SCCMHA Provider Participation Agreement 

Relias® training platform.   

 

Exhibits: 

None 

 

Procedure: 

 

ACTION RESPONSIBILITY 

Approve SCCMHA annual continuing 

education program/plan, standing 

education protocols and minimum 

education requirements for SCCMHA 

network and staff. 

 

Approve and develop ad hoc courses and 

in-services to meet needs; ensure 

qualifications of instructors.   

 

Ensure staff and self-schedule of 

attendance/completion of required courses 

SCCMHA Management, Service 

Management Teams, & Continuing 

Education Committee (as documented in 

minutes) 

 

 

SCCMHA Continuing Education 

Supervisor 

 

 

Supervisors and Directors 

 

 

https://www.improvingmipractices.org/online/
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and monitor staff adherence to minimum 

education requirements.   

 

Assure arrival on time as continuing 

education cannot allow late arrivals and 

offer CE’s.  Any late arrivals to classes 

will be turned away at the security desk.   

 

Oversee Continuing Education Unit 

functions and development of continuing 

education schedules, protocols and 

resources.   

 

Chairs Continuing Education Committee   

 

 

 

Provides or coordinates all standing 

education offerings and materials.  

Ensures record keeping of course 

attendance and competency tests.  

Develops and refines education programs, 

protocols, and curricula. Provides 

consultation to providers and programs on 

continuing education issues. 

 

Meets on a quarterly and ad hoc basis as 

needed to review and provide feedback on 

SCCMHA continuing education program 

structure and goals.   

 

Provides input on continuing education 

issues and needs for the SCCMHA system 

and makes suggestions for improvement. 

 

 

 

 

 

Staff and Supervisors 

 

 

 

 

SCCMHA Director of Network Services, 

Public Policy, & Continuing Education   

 

 

 

SCCMHA Continuing Education 

Supervisor 

 

 

SCCMHA Continuing Education 

Supervisor 

 

 

 

 

 

 

 

Continuing Education Committee 

 

 

 

 

Quality Governance Committee 

SCCMHA Supervisors 

SCCMHA Provider Network Members 

Continuing Education Committee 
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Approved By: 

Sandra M. Lindsey, CEO 

 

 

 

Responsible Director: 
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Purpose: 

The purpose of this policy is to establish protocols for the development and implementation 

of quality continuing education courses for social workers. 

 

Policy: 

It is the policy of SCCMHA to ensure social workers have access to quality continuing 

educational opportunities that meet the Michigan Board of Social Work standards for 

Continuing Education Credits.  Licensed social workers in Michigan are required to 

complete forty-five (45) clock hours (which is the equivalent of forty-five (45), sixty 60-

minute blocks of time) hours of approved continuing education every three years to 

maintain a valid license including two (2) hours of pain management training and five (5) 

hours of ethics.   

 

Application: 

This policy applies to all SCCMHA staff and network service providers holding a State of 

Michigan social work license (i.e., LBSW, LMSW).  Effective July 1, 2005, the provisions 

of Michigan P.A. 61 of 2004 went into effect. These engendered significant amendments 

to the regulation of the practice of social work in the State of Michigan and made the 

following title changes: (1) Registered Social Work Technicians became Registered Social 

Service Technicians; (2) Registered Social Workers became Licensed Bachelor’s Social 

Workers; (3) Certified Social Workers became Licensed Master’s Social Workers. 

 

Standards: 

A. SCCMHA will, at its discretion, offer continuing education courses relevant to current 

social work theory, methods, and practices. 



05.06.06.01 - Continuing Education Credits for Social Workers, Rev. 1-10-22, Page 2 of 9 

B. SCCMHA sponsored continuing education courses shall reflect empirical research and 

best practices. 

C. The development, assessment and review of all SCCMHA sponsored continuing 

education courses will be implemented by the Continuing Education Committee 

comprised of the Director of Network Services & Continuing Education, the 

Continuing Education Supervisor and the Social Work Consultant, and others as 

applicable. 

D. Target licensure categories will be identified on all publications promoting SCCMHA 

continuing education courses. 

E. SCCMHA continuing education courses shall be planned in response to the educational 

needs of social workers in Michigan and meet relevant professional guidelines. Input 

from social workers and experts in the field will be sought in order to ensure accurate 

assessment of the quality of learning activities is made. 

F. SCCMHA will make every effort feasible to secure social work credits for required and 

optional courses offered, but cannot guarantee SCCMHA offerings will be able to meet 

all social work licensure requirements. 

G. SCCMHA adheres to NASW (National Association of Social Workers) guidelines 

pertaining to any limits or standards for CEs obtained via face-to-face, and/or on-line 

learning modalities. 

 

Definitions: 

Continuing Education (CE) is education oriented toward maintenance, improvement or 

enhancement of social work practice. 

 

References:  

A. SCCMHA Continuing Education Program Policy 

B. HR policies as applicable 

C.  Michigan P.A. 61 of 2004 

(https://www.michigan.gov/documents/mdch/mdch_sw_swpracticechangesduetol

icensure_216184_7.pdf) 

D. NASW Standards for Continuing Professional Education  

(https://www.socialworkers.org/LinkClick.aspx?fileticket=qrXmm_Wt7jU%3d

&portalid=0) 

E. ACE CE Handbook https://www.aswb.org/ace/ace-handbook/  

 

Exhibits: 

Exhibit A – SCCMHA Continuing Education Attendance Sign-in/Sign-Out Sheet 

Exhibit B – SCCMHA Participant Evaluation Form 

Exhibit C – SCCMHA Certificate of Completion 

Exhibit D – SCCMHA Training Announcement 

 

 

 

 

 

 

https://www.michigan.gov/documents/mdch/mdch_sw_swpracticechangesduetolicensure_216184_7.pdf
https://www.michigan.gov/documents/mdch/mdch_sw_swpracticechangesduetolicensure_216184_7.pdf
https://www.socialworkers.org/LinkClick.aspx?fileticket=qrXmm_Wt7jU%3d&portalid=0
https://www.socialworkers.org/LinkClick.aspx?fileticket=qrXmm_Wt7jU%3d&portalid=0
https://www.aswb.org/ace/ace-handbook/
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Procedure: 

 

ACTION RESPONSIBILITY 

Research, assess and review continuing 

education courses relevant to social 

work theory, methods and best practices. 

 

 

Develop and sponsor relevant 

continuing education courses. 

 

 

Approve SCCMHA continuing 

education work plan annually 

 

 

Ensure educational offerings include 

advance notice to appropriate audiences. 

 

 

 

Ensure training announcement 

publications include clarity on time, 

location, target audience, fees if any, 

special accommodations, credits 

awarded. 

 

Ensure training offerings have written 

protocols and a written agenda that 

summarizes content and desired 

outcomes. 

 

Submit appropriate materials to the 

Association of Social Work Boards 

(ASWB) Approved Continuing 

Education (ACE) to ensure SCCMHA 

can offer CEs for credit. 

 

 

Ensure training offerings adhere to 

written protocols and stated agenda. 

 

Ensure that verification of attendance is 

maintained with sign-in/sign-out 

signatures of enrollees. 

SCCMHA Director of Network Services 

& Continuing Education, Continuing 

Education Supervisor, Social Work 

Consultant. 

 

Trainer in coordination with Continuing 

Education Supervisor and/or Social Work 

Consultant. 

 

Service Management, Management 

Teams, & Continuing Education 

Committee 

 

Continuing Education Supervisor and 

Continuing Education Unit clerical 

support staff 

 

 

Continuing Education Supervisor 

 

 

 

 

 

Continuing Education Supervisor 

 

 

 

 

Continuing Education Supervisor 

 

 

 

 

 

 

Continuing Education Supervisor 

 

 

Continuing Education Supervisor 

 

 



05.06.06.01 - Continuing Education Credits for Social Workers, Rev. 1-10-22, Page 4 of 9 

 

Ensure training evaluations and/or 

competency exams (post-tests) are 

completed by attendees as a requirement 

of receiving course credit.  

 

Provide training certificate to attendees 

upon successful completion of each 

course within thirty (30) days of course 

completion. 

 

 

Maintain permanent records of each 

individual’s participation (based on time 

attendance) are made by entering the 

name of the attendee, training title, date 

and course hours into training data base 

within one week of course completion. 

 

Monitor accuracy of training data base. 

 

 

Maintain data of CEs earned by 

SCCMHA network staff. 

 

Oversee submission of CE activity 

reports to SCCMHA network staff, 

Human Resources Department, 

Supervisors, and other units and 

departments as required. 

 

Provide CE documentation to SCCMHA 

network staff for submission to 

Michigan Department of Community 

Health Licensing Board for individual 

Social Work License renewal. 

 

Maintain own file of CE proofs, which 

is subject to audit upon request and at 

the sole discretion of the state licensing 

office. 

 

Continuing Education Supervisor and/or 

presenter. 

 

 

 

Continuing Education Supervisor and 

clerical support staff. 

 

 

 

 

Continuing Education Clerical Support 

 

 

 

 

 

 

Continuing Education Supervisor 

 

 

Continuing Education Clerical Support 

and Continuing Education Supervisor 

 

Continuing Education Supervisor 

 

 

 

 

 

Continuing Education Supervisor 

 

 

 

 

 

Individual staff and providers 
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Exhibit A 
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Exhibit B 
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Exhibit C 
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Exhibit D 
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Effective Date:  

8/1/20 
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Approved By: 

Sandra M. Lindsey, CEO 

 

 

 

 

Responsible Director: 

Director of Network 

Services, Public Policy & 

Continuing Education 

 

Authored By:   

Alecia Schabel 

 

Additional Reviewers: 

Tim Hogan, Matt Nagy & 

Valerie Toney, Service 

Management Team  

Supersedes: 

 

 

 

 

Purpose: 

The purpose of this policy is to establish protocols for the development and implementation 

of quality continuing education virtual training courses. 

 

Policy: 

It is the policy of SCCMHA to ensure all staff have access to quality virtual continuing 

educational training opportunities which meet State and Federal requirements, and ensures 

competent staff and provider network members.   

 

Application: 

This policy applies to all SCCMHA staff and network providers who engage in virtual 

training. 

 

Standards: 

• SCCMHA will, at its discretion, offer virtual continuing education courses relevant to 

State and Federal requirements.  

• SCCMHA virtual continuing education courses shall be planned in response to the 

needs of staff not able to attend live training. 

• SCCMHA Continuing Education Unit staff will monitor all virtual training sessions 

• SCCMHA Staff and Network providers will follow appropriate virtual training 

guidelines: 
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1) Requirements for all staff:   

 

• All staff should do a test run of equipment to be used during the training 

session to assure the camera is working, the audio is working, and staff have 

knowledge of how to log into the virtual training session.   

• SCCMHA will set up demonstration (demo) sessions each week for staff to 

test their equipment to assure everything is working and staff can get the 

most out of the virtual training session.  

• All staff must log in 15 minutes prior to staring the training session to ensure 

they have access to the training session and all equipment is functioning 

well.   

• Please be sure staff follow all directives once the training is complete.  

• If participants attempt to participate 5 minutes after class starts, the 

participant will not be able to attend class.   

• All information covered in the first 5 minutes of class is the responsibility 

of the participant to obtain from other participants or the instructor at 

break time.   

• Any participant re-joining a virtual training late from break or lunch will 

not be able to re-join the class.   

• If a participant logs out of the virtual class early, the participant will not 

obtain credit for the virtual class.   

• All participants are expected to treat virtual trainings as they would any in 

class training, to minimize distraction for other participants in the class.  

This includes:   

• Dressing appropriately 

• Using appropriate discussion methods, the trainers advise to use 

• Keeping the video screen on during the entire class.  If disrupted more 

than 15 minutes you may not be allowed to receive credit for the 

training.  

• No sleeping 

• No playing with children or pets 

• No eating or drinking  

• Not driving or in a moving vehicle 

• All participants are expected to be fully engaged in the virtual training and 

are not allowed to use other technology such as cell phones, computers, etc. 

while participating in virtual training.   

• Participants that have personal a personal emergency situation that must be 

monitored during the virtual training will notify the trainer(s) prior to the 

start of the training to discuss.   

• Any system failures (loss of internet, loss of audio/video, etc.) must be 

called into the Continuing Education Unit at 989-797-3445 within 15 

minutes of loss. 

• If trainers notice non-participation they will first attempt to gain the 

attention of the participant via participation options in the virtual training 
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platform.  If the participant does not respond, the trainer will remove the 

participant from the virtual training.   

• All participants need to be tolerant and understanding that all participants 

learn differently and should be respectful of all other participants.   

• Staff are responsible for obtaining any required documents from the 

continuing education unit prior to the virtual class.   

 

2) Additional Requirements for Direct Care Staff:   

• All new direct care staff must read and sign the online orientation training 

and pass the test.  This includes direct care staff from Residential, 

community living supports and skill building programs.   

• Must pass all aspects of the training including any hands-on requirements 

as directed by the trainer(s). Participation is required: voting polls, 

questions, hand raising, discussion sessions, break out rooms, etc. 

• Testing only allowed once it has been verified the participant was active 

the entire training.  

• Direct Care staff can only fail a test 2 times then the participant will need 

to re-take the training in its entirety per SCCMHA Training for General 

AFC Licensees, Licensee Designees, and Direct Care Staff 05.06.06.02 

 

3)  Additional Requirements for Professional Staff:   

• Professional Staff Only:  If the trainer or moderator of the virtual class is 

unable to hear or see you we will NOT be able to offer credit or CE credits.  

ACE, the company we engage with to offer Continuing Education Credits 

for Social Workers, requires audio and visual engagement for CE credits to 

be issued.   

• Staff interested in obtaining a certificate for CE’s (for those trainings that 

offer CE’s); there will be an evaluation link issued by the trainer you are 

required to complete PRIOR to CEs being issued. If we do not receive this 

evaluation, you will not receive Social Work CEs. 
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Definitions: 

ZoomPro® – is a registered software product that SCCMHA is using as a virtual training 

platform 

Virtual training prerequisites – Online Orientation to Training; Virtual Training 

Participant Guidelines; virtual Demo Testing 

Virtual Demo Testing – 1-hour time to test audio & visual functions on training devices 

 

References:  

A. 05.06.06 SCCMHA Continuing Education Program 

B. 05.06.06.01 SCCMHA Continuing Education Credits for Social Workers 

C. ACE Handbook https://www.aswb.org/wp-content/uploads/2018/10/ACE-Handbook-

FINAL.pdf 

D. SCCMHA Zoom Troubleshooting Support Documents 

https://www.sccmha.org/intranet/continuing-education/online-training-support-

documents.html 

E. Human Resources policies as applicable 

 

Exhibits: 

Exhibit A – SCCMHA Virtual Training Participant Guidelines Professional Staff 

Exhibit B – SCCMHA Virtual Training Participant Guidelines DC (Direct Care) Staff 

Exhibit C – Zoom Audio Visual Power Point 

 

Procedure: 

ACTION RESPONSIBILITY 

Approval to offer virtual training  

 

Seek out and secure virtual training 

platform 

 

Develop and facilitate virtual training 

using a standard SCCMHA Logo template 

 

Virtual training announcement  

 

SCCMHA Management Team 

 

Chief Information Officer & Chief 

Quality and Compliance Officer 

 

SCCMHA Continuing Education 

Supervisor or designee 

Contracted Trainer 

SCCMHA Continuing Education 

Supervisor  

https://www.aswb.org/wp-content/uploads/2018/10/ACE-Handbook-FINAL.pdf
https://www.aswb.org/wp-content/uploads/2018/10/ACE-Handbook-FINAL.pdf
https://www.sccmha.org/intranet/continuing-education/online-training-support-documents.html
https://www.sccmha.org/intranet/continuing-education/online-training-support-documents.html
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Provide all virtual training registration 

confirmation notices: 

• Prerequisite information 

• Virtual Training links 

 

Offer Virtual training platform device 

support 

 

 

Complete virtual training prerequisites 

• Direct Care staff: Online 

Orientation, Online Demo Testing 

(Exhibit C), Online Training 

Participant Guidelines (Exhibit B) 

 

Zoom® Account Set up: 

• Enable video and audio capabilities 

• Enter the same first and last name 

given at registration during the 

Zoom® Log in process 

 

During training: 

• Log in PRIOR to start of training 

• Video screen is kept on at all times, 

all staff are monitored the entire 

training 

• No disruptions: no other 

technology used during training 

(cellphones, tablets, computers 

etc.) 

• If late to re-join the online training 

from break or lunch participant 

will not be able to re-join the class. 

• If there is a personal emergency 

situation that must be monitored 

during class hours, trainee will  

notify the trainer(s) before class 

starts to discuss 

• Must pass all aspects of the training 

including any hands-on 

requirements as directed by the 

trainer(s). Participation is required: 

voting polls, questions, hand 

raising, discussion sessions, break 

out rooms, etc. 

 

Continuing Education Specialist 

 

SCCMHA Continuing Education Unit 

Continuing Education Specialist 

 

SCCMHA Continuing Education Unit 

and SCCMHA Information Systems Unit 

 

 

SCCMHA Staff and Network Provider 

staff 

 

 

 

 

 

SCCMHA Staff and Network Provider 

staff 

 

 

 

 

SCCMHA Staff and Network Provider 

staff  
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• Any system failures (loss of 

internet, loss of audio/video, etc.) 

must be called into the Continuing 

Education Unit at 989-797-3445 

within 15 minutes of loss. 

• Testing only allowed once it has 

been verified the participant was 

active the entire training.  

• Direct Care staff only: Can only 

fail a test 2 times then the 

participant will need to re-take the 

training in its entirety per 

SCCMHA Training for General 

AFC Licensees, Licensee 

Designees, and Direct Care Staff 

05.06.06.02 

 

Monitor staff sign in, participation, testing, 

evaluation and sign out 

Ensure training offerings adhere to written 

protocols and stated agenda. 

 

Ensure competency exams (post-tests) are 

completed by attendees as a requirement of 

receiving course credit.  

 

 

Professional Staff only: Provide training 

certificate to attendees upon successful 

completion of each course within thirty 

(30) days of course completion. 

 

Maintain permanent records of each 

individual’s participation are made by 

entering the name of the attendee, training 

title, date and course hours into training 

data base within three days of course 

completion. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Continuing Education Unit 

Designated Staff: Continuing Education 

Supervisor; Trainers; and/or Continuing 

Education Assistant 

 

SCCMHA Continuing Education Unit 

Designated Staff: Continuing Education 

Supervisor; Trainers; and/or Continuing 

Education Assistant 

 

SCCMHA Continuing Education 

Assistant 

 

 

 

SCCMHA Continuing Education Unit 

clerical support staff and/or Trainers. 
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Exhibit A 
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Exhibit B 
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Exhibit C 
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Policy and Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Reciprocity and 

Portability of Training for 

Staff 

Chapter: 05 – 

Organizational 

Management 

Subject No:  05.06.06.05 

Effective Date:  

9/1/11 

 

Date of Review/Revision: 

5/15/14, 4/5/16, 5/30/17, 

6/13/18, 8/22/19, 7/7/21, 

10/11/21 

Approved By: 

Sandra M. Lindsey, CEO 

 

 

 

Responsible Director: 

Director of Network 

Services, Public Policy & 

Continuing Education  

 

Authored By:   

Jennifer Keilitz 

 

Additional Reviewers: 

Alecia Schabel 

Supersedes: 

05.06.10 

 

 

 

Purpose: 

This Reciprocity and Portability of Training for Staff Policy serves to establish consistency 

in approving training of staff seeking employment. This procedure should also help reduce 

administrative costs by avoiding redundant training and duplication of effort, particularly 

for those providers that contract with multiple Community Mental Health Service 

Programs (CMHSPs) or staff that are seeking additional skill development. 

 

Policy: 

As a practical and responsible approach to simplifying administrative process and bringing 

greater uniformity to Michigan’s CMHSP’s service delivery system, SCCMHA adopted a 

standard of training portability and reciprocity. On May 30, 2006, Saginaw County 

Community Mental Health Authority (SCCMHA) declared cooperation with the 

MACMHB (now Community Mental Health Association of Michigan) Reciprocity and 

Portability standard in a letter to the MACMHB President.  In April 2014, SCCMHA 

reviewed the MDHHS Prepaid Inpatient Health Plans (PIHP), Specialty Mental Health 

and Substance Use Disorder Services and Supports Network Management Reciprocity & 

Efficiency policy to incorporate necessary changes into the existing Reciprocity Policy to 

reflect current standards of MDHHS.  In January of 2015, SCCMHA reviewed the Mid-

State Health Network (MSHN) Service Provider Reciprocity Policy effective January 6, 

2015, to incorporate any additional requirements. Effective March 2021 SCCMHA 

Continuing Education Unit requested and received notice from STGW (State Training 

Guidelines Workgroup) that 16 trainings for Direct Care Staff are considered vetted and 

approved trainings for reciprocity throughout the state of Michigan.  This means that staff 
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that may move to other parts of the state can have current trainings accepted so as not to 

repeat the same trainings in other counties.   

 

Application: 

This procedure applies to the SCCMHA provider network Staff providing services to 

consumers of Saginaw County.   

 

Standards: 

A. SCCMHA will use and accept any Direct Care Staff curricula approved and 

endorsed by Michigan Department of Health and Human Services when proof of 

training can be validated. 

a. Proof of approved training is supplied by the State Training Guidelines 

Workgroup (STGW) on the Improving My Practices (IMP) website 

(www.improvingmipractices.org) See Exhibit B 

b. SCCMHA will consider a minimum of one year of uninterrupted service 

as valid training standing for Direct Care Staff. 

c. SCCMHA will require through provider participation agreement that new 

and untrained Direct Care Staff working in residential facilities located in 

Saginaw County “participate in the Direct Care Staff curriculum provided 

to all Authority participating provider’s staffing free of charge through the 

Authority’s Continuing Education Unit”. 

d. SCCMHA Continuing Education Unit will be responsible to review 

external Direct Care Staff training records for portability which will be 

reviewed using the STGW IMP website.  

e. When a Direct Care Staff has completed the required introductory 

training, SCCMHA will electronically send providers monthly curriculum 

reports with completion dates for each training.  

f. SCCMHA will mail embossed copies of training reports to Direct Care 

Staff at their provider address upon request. 

g. SCCMHA will mail via U.S. Postal Services, copies of training reports to 

Direct Care Staff to their private address upon request.   

h. Full time College Students who are seeking Direct Care employment 

within the SCCMHA network may qualify to have college classes 

substitute some required trainings. 

i. Must have a medical major (nursing, PA, NP, MD) 

ii. Only classes already completed and passed will be considered. 

iii. Introduction to Residential Services, Basic Health, Basic 

Medication, Nutrition and Food Safety training can be considered 

as substitutions. 

iv. Recipient Rights, Verbal De-Escalation/Physical Intervention for 

Safety and Working with People training will not be allowed to be 

substituted. These 3 trainings are required to be completed live at 

the SCCMHA training center. 

 

B. SCCMHA will require that certain skill sets, and core trainings are subject to 

renewal and/or recertification as outlined in the SCCMHA Mandatory Minimum 

http://www.improvingmipractices.org/
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Training Requirements Grid for Board Operated and Contracted Providers.  

Whenever possible, expedited alternatives will be considered including but not 

limited to length of direct service in a similar role, length of time since the last 

validated training, curricula content, written employer recommendations, testing 

out for competency in relevant training areas, abbreviated training, self-study 

packets and small group training for plans of correction or non-compliance 

findings.  SCCMHA will consider a minimum of one year of uninterrupted service 

as valid training standing. 

C. SCCMHA will consider CPR and First Aid fully portable as long as Staff presents 

current certification cards from a MDHHS approved curriculum or presents an 

official training transcript.  When an official transcript is offered in place of 

certification cards, the training may be subject to verification with the Authorized 

Provider by the Continuing Education Assistant or Supervisor. 

a. SCCMHA only recognizes CPR and First Aid training as provided by a 

certified American Heart Association or American Red Cross provider. 

D. SCCMHA has determined that Recipient Rights training is portable when 

conducted by a Rights Advisor in good standing as determined by the SCCMHA 

Director of Office of Recipient Rights. 

a. Via online MDHHS Community Mental Health Program Assessments 

E. SCCMHA Continuing Education Supervisor will maintain written protocols for 

training programs that include the scope of the training, content summary, class 

objectives, length of training, mode of training, competency requirements, intended 

audience, frequency offered, prerequisites, trainer qualifications, and renewal 

requirements.  These tools are located on the SCCMHA G drive in the Network 

Services training folder.  These are updated as required and reviewed at least every 

two years for any updates and changes.   

F. The goal of all training conducted by SCCMHA will be to ensure staff competency 

rather than measurement of number of classroom hours. 

G. Portability will not apply to training that addresses individual plans of service for 

the people being served; residential facility orientation; information about the 

people being served including but not limited to medications, health status, and 

information on how to best work with the person; and medication return 

demonstrations with the Home Manager or Registered Nurse. 

H. Portability will not apply to training activities mandated by accrediting or licensing 

bodies and when these mandated trainings are in conflict with the Reciprocity and 

Portability standard, the accrediting or licensing body will prevail. 

I. SCCMHA will maintain documentation of all training history as it relates to 

required training minimum standards and any provided Staff training history.  

Training records will include:  

a. Staff member’s name  

b. Course name 

c. Date of training, 

d. Indication of “pass”, “fail”, “audit” “not applicable” or “incomplete” 

e. Credit hours 

f. Clock hours 

g. Renewal date 
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h. Provider name and address 

i. Report date 

j. Verification statement including SCCMHA contact information 

J. SCCMHA will maintain in an electronic record, the name of the trainer that 

conducted each class held at SCCMHA and will make the information available 

upon request. 

K. For Clinical staff, with continuing education requirements, SCCMHA continuing 

education unit endorses the ability for staff to increase skill set beyond basic 

required training.   Such continuing education may be able to count for renewal 

training and continuing education requirements. For staff with continuing education 

requirements the following must occur to obtain credit for annual renewal trainings:   

a. For trainings on Relias ® staff can print the transcript and note the annual 

training requirement they would like obtain credit.  SCCMHA continuing 

education will review the description of the training to assure it meets the 

standards if it is not obvious.  i.e. training on engagement of consumers to 

develop a person centered plan may be able to count for continuing 

education credits for licensure as well as annual person centered planning 

renewal.   

b. For conference attendance staff should submit a copy of the conference 

proof of attendance for the specific session and maintain copies of the 

agenda or training materials in case there is need to verify the content of the 

training.  Please note on the training proof the annual training renewal staff 

request to obtain credit.   

c. Other trainings staff should submit proof of training attendance and content 

materials for acceptance as proof of training.  Staff should note the annual 

training they wish to obtain credit.    

L. SCCMHA will maintain a training record for every network provider of service, 

including Direct Care Staff, and will record approved external training in the staff 

member’s training record and store the electronic record. 

M. SCCMHA will maintain a paper copy of training proofs supplied by external 

providers including tests, sign-in sheets, training summary spread sheets, 

certificates, and training transcripts for no less than seven (7) years. 

N. SCCMHA will provide each provider with Staff’s monthly or quarterly training 

summary reports at the end of each SCCMHA training cycle, within 10 business 

days of the completion of the training cycle for direct care staff and close of the 

month for all other providers.  

O. Any Provider may ask that training reports be faxed, mailed, or emailed at any time.  

SCCMHA will make every attempt to respond to requests within two (2) business 

days. 

P. SCCMHA will make training reports available to other CMHSPs upon request.  

Reports will be sent electronically whenever possible. 

 

Definitions: 

External Provider: for purposes of this procedure, external provider is defined as every 

primary or secondary service delivery program, provider or unit outside of SCCMHA 

direct operated programs and individual employees of SCCMHA.  This includes secondary 
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provider programs which provide additional supports and services, including residential 

and other community support services for SCCMHA consumers, as authorized by primary 

service providers such as case management and support coordination. 

 

Portability:  When a home manager, provider, administrator, or other authorized person 

provides evidence of current training under an MDHHS approved curriculum, that 

individual may be hired to provide personal care, supervision and community living 

services under the jurisdiction of the cooperating CMHSP without repeating certain courses 

of the introductory training process.  Introductory training is considered portable when: 

1) It is based on a MDHHS approved or endorsed curriculum. Identified and approved 

by the State Training Guidelines Workgroup (STGW) on the Improving My 

Practices (IMP) website.   

2) Documented in a training report or transcript issued by the agency that conducted 

the training. 

3) Is current as defined by training taken within 6 months for persons who have not 

been employed as Direct Care Staff within the most recent 6-month period; persons 

who have worked as a Direct Care Staff within the most recent 12-month period. 

 

Reciprocity: Cooperating provider agency recognizes and accepts approved training 

provided by other cooperating provider agencies. 

 

References:  

1. MACMHB May 26, 2006, Practice Standard: Introductory Training of Direct Support 

Staff Who Provide Personal Care and Community Living Supports Reciprocity and 

Portability Agreement. Updated Regional Entity CEO Group Memorandum of 

Agreement signed 5/16/19.   

2. SCCMHA Continuing Education Program Policy: 05.06.06 

3. SCCMHA Mandatory Minimum Training Requirements Grid for Board Operated and 

Contracted Providers. 

4. SCCMHA Provider Participation Agreement 

5. State Training Guidelines Workgroup on the Improving My practices website. 

www.improvingMIpractices.com 

6. SCCMHA Education Protocols Manual 

7. Michigan Department of Health and Human Services Behavioral Health and 

Developmental Disabilities Administration Reciprocity Standards Revision Date July 

29, 2020.   

8. MSHN Service Provider Reciprocity Policy. 

9. CMHSP Rights Systems:  https://www.michigan.gov/mdhhs/0,5885,7-339-

71550_2941_4868_4901-161467--,00.html 

10. State Training Guidelines Workgroup (STGW) Implementation Training Guide 

https://www.improvingmipractices.org/application/files/6415/6622/3114/Training_Re

ciprocity_Implementation_Guide_Final_Version_07-01-19.pdf  

 

 

 

 

http://www.improvingmipractices.com/
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_4901-161467--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_4901-161467--,00.html
https://www.improvingmipractices.org/application/files/6415/6622/3114/Training_Reciprocity_Implementation_Guide_Final_Version_07-01-19.pdf
https://www.improvingmipractices.org/application/files/6415/6622/3114/Training_Reciprocity_Implementation_Guide_Final_Version_07-01-19.pdf
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Exhibits: 

Exhibit A:  Regional Entity CEO Group Memorandum of Agreement signed 5/16/19 

Exhibit B:  Example of Statewide Training Guidelines on the Improving My Practices 

Website 

 

Procedure: 

 

ACTION RESPONSIBILITY 

Remain vigilant for STGW and IMP 

website approved curricula updates and 

updated content for the curriculum.  

 

Review Staff training proof documents 

from network providers and determine if 

the curriculum used for training is either 

meets the minimum training standards.   

 

Approve, develop, acquire or make 

available, courses and in-services that will 

help ensure Staff are competent in 

specific and general evidence-based 

practices. 

 

Oversee the development of monthly 

training schedule. 

 

Develop the Direct Care Staff Group 

Home Curriculum Training monthly 

schedule. While developing the calendar, 

the online Outlook training room calendar 

should be referred to. A training room 

will be reserved by specific date & time 

for each training in the Direct Care Staff 

Group Home Curriculum. A specific 

trainer will be identified for each Direct 

Care Staff Group Home training. Once 

development of the training calendar is 

complete, it is forwarded on to the 

Continuing Education Specialist. 

 

Edit, publish, and distribute the Direct 

Care Staff Group Home Curriculum 

Training monthly training schedule to the 

residential provider network. 

 

SCCMHA Continuing Education 

Supervisor 

 

 

SCCMHA Continuing Education 

Supervisor or designee 

 

 

 

SCCMHA Continuing Education 

Committee and SCCMHA Continuing 

Education Supervisor 

 

 

 

SCCMHA Continuing Education 

Supervisor 

 

SCCMHA Certified Trainers 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Continuing Education 

Specialist 
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Establish minimum training requirements 

for all SCCMHA Board Operated and 

Network Providers including Direct Care 

Staff in coordination with MSHN 

requirements. 

 

Approve minimum training requirements 

for all SCCMHA Board Operated and 

Network Providers. 

 

Provide residential service providers with 

supplemental training material to enhance 

Direct Care Staff’s professional skills. 

 

Maintain current and accurate electronic 

training records for SCCMHA provider 

network Staff and provide copies of 

training records, transcripts and 

certificates as requested on a regular 

basis. 

 

Respond promptly to requests for proof of 

training, training records and transcripts 

from CMHSPs and other cooperating 

provider agencies. 

 

 

Maintain categorized files of classroom 

training and in-service sign-in sheets and 

paper copies of training proof documents 

for no less than seven (7) years. 

 

 

Verify external training records and 

certificates submitted directly to the 

Continuing Education Unit by Direct Care 

Staff with the training provider. 

 

 

 

 

 

 

 

SCCMHA Continuing Education 

Committee 

 

 

 

 

SCCMHA Management and Service 

Management Team & SCCMHA 

Continuing Education Committee 

 

SCCMHA Certified Trainer, SCCMHA 

Continuing Education Supervisor, 

SCCMHA Continuing Education 

Specialist 

SCCMHA Continuing Education 

Specialist, SCCMHA Continuing 

Education Clerk and SCCMHA Trainers 

 

 

 

 

SCCMHA Continuing Education 

Specialist, SCCMHA Continuing 

Education Clerk, SCCMHA Continuing 

Education Supervisor 

 

 

SCCMHA Continuing Education 

Specialist, SCCMHA Continuing 

Education Clerk 

SCCMHA Continuing Education 

Supervisor 

 

Continuing Education Supervisor, 

SCCMHA Continuing Education 

Specialist, SCCMHA Continuing 

Education Clerk 
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Exhibit A 
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Example Only, visit www.improvingmipractices.org/resources/advisory-groups/statewide-training-

guidelines-work-group-stgw for the complete list 

Exhibit B 

http://www.improvingmipractices.org/resources/advisory-groups/statewide-training-guidelines-work-group-stgw
http://www.improvingmipractices.org/resources/advisory-groups/statewide-training-guidelines-work-group-stgw
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Policy and Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Continuing Education 

(CE) Appeal Process 

Chapter: 05.06 - Provider 

Network Management  

Subject No:  05.06.06.06 

Effective Date:   

6/1/2019 

Date of Review/Revision: 

6/17/20, 1/10/22 

 

Approved By: 

Sandra M. Lindsey, CEO 

 

 

 

Responsible Director: 

Network Services, Public 

Policy & Continuing 

Education 

 

Authored By:   

Jennifer Keilitz 

 

Additional Reviewers: 

SCCMHA CE Supervisor  

Supersedes:  

09.04.02.04  ̶  Continuing 

Education Grievance 

(7/24/06) 

05.06.11 – Continuing 

Education Appeal Process 

 

 

Purpose: 

The purpose of this policy is to delineate the process by which participants who are 

dissatisfied with continuing education (CE) courses offered by Saginaw County 

Community Mental Health Authority (SCCMHA) can file a complaint. 

Application: 

This policy applies to registered participants in continuing education courses provided by 

SCCMHA. 

Policy: 

SCCMHA is fully committed to conducting its Continuing Education program in 

accordance with all applicable licensing and regulatory requirements and will comply with 

all responsibilities to be nondiscriminatory in activities, program content and treatment of 

program participants. While SCCMHA goes to great lengths to assure fair treatment for all 

participants and attempts to anticipate problems, occasional issues may arise which require 

intervention and/or action. This policy shall serve as a means to document, track and 

address grievances lodged by participants in Continuing Education courses offered by 

SCCMHA. 

Standards: 

A. SCCMHA shall provide high quality Continuing Education opportunities in an 

effort to ensure practitioners maintain up-to-date knowledge and are thus able to 

provide consumers with effective services and supports. 

1. SCCMHA shall endeavor to provide social workers in the SCCMHA 

provider network with opportunities to receive required CEs in accordance 

with Michigan’s social work licensing regulations. 
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B. SCCMHA shall solicit feedback regarding CE courses in order to ensure the needs 

and expectations of participants as well as those of the organization are being met 

(see Exhibit C). 

C. All SCCMHA course and training announcements shall include the following 

statement: Complaints regarding this course or course accommodations should be 

addressed in writing within 14 days to the Continuing Education Unit at: Alecia 

Schabel, SCCMHA, 500 Hancock, Saginaw, MI 48602. 

D. SCCMHA shall respond to participants’ concerns regarding the quality of CE 

courses, including but not limited to, complaints pertaining to course content, 

speaker(s)/trainer(s), materials, facilities, accommodations, refund requests, and 

non-receipt of certificates. 

1. Participants may submit a formal grievance to the Continuing Education  

Supervisor on the SCCMHA Continuing Education Complaint Form (found 

in Exhibit A) within 14 days following the date of the course. 

a. For multi-day courses, the form must be submitted within 14 days 

of the last date of the course. 

b. Complaint Forms that do not adhere to this timeframe shall be 

reviewed at the discretion of the Continuing Education Supervisor 

in consultation with the Social Work Consultant. 

2. Participants may contact the Continuing Education Supervisor or Social 

Work Consultant via phone or email to lodge an informal complaint. 

a. Informal complaints shall be documented and tracked using the 

Complaint Log (found in Exhibit B) as well as copies of any emails 

or transcribed voice mails that are available. 

3. Participants may include an informal complaint as part of the feedback form 

for the course (found in Exhibit C) that must be submitted at the end of each 

course in order for the participant to receive a certificate of attendance and 

continuing education credits. 

E. The SCCMHA Continuing Education Grievance Committee shall review and 

respond in writing to complaints within 30 days of receipt of a complaint. 

1. The Continuing Education Grievance Committee shall be comprised of the 

following members of the SCCMHA Continuing Education Committee: 

a. Social Work Consultant 

b. Director of Network Services, Public Policy & Continuing 

Education  

c. Continuing Education Supervisor 

d. Director of Human Resources (for complaints filed by SCCMHA 

employees) 

e. Others as deemed necessary to assist in the resolution of the 

complaint 

F. The Continuing Education Supervisor shall maintain all documentation regarding 

grievances including but not limited to complaint forms and complaint logs (found 

in Exhibit B). 

1. Documentation shall include a record of all actions taken to address each 

grievance that has been filed. 

2. Records of complaints shall be retained for a minimum of seven years. 
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Definitions: 

Association of Social Work Boards (ASWB): A nonprofit organization composed of and 

owned by the social work regulatory boards and colleges of all 50 U.S. states, the District 

of Columbia, the U.S. Virgin Islands, Guam, the Northern Mariana Islands, and all 10 

Canadian provinces. ASWB owns and maintains the social work licensing examinations 

that are used to test a social worker’s competence to practice ethically and safely. The 

association’s services include the ACE (Approved Continuing Education) program for 

approved continuing education. SCCMHA is an ACE-approved Continuing Education 

provider. 

Continuing Education: Trainings and course work designed to sustain and enhance 

workforce performance and promote professional development. 

Grievance: A complaint initiated by a participant or former participant regarding a 

continuing education course including, but not limited to, course content, 

speaker(s)/trainer(s), materials, facilities, accommodations, refund requests, and non-

receipt of certificates. 

References:  

A. ACE Handbook (April 1, 2019): https://www.aswb.org/wp-

content/uploads/2021/01/ACE-Handbook-FINAL.pdf 

B. Association of Social Work Boards (ASWB): https://www.aswb.org/ 

C. Michigan Department of Licensing and Regulatory Affairs (LARA): Social Work 

– General Rules Part 5: R 338.2961 License renewals; continuing education 

requirements 

(http://dmbinternet.state.mi.us/DMB/ORRDocs/AdminCode/1771_2017-

094LR_AdminCode.pdf) 

D. SCCMHA Policy 05.06.06 – Continuing Education Program 

E. SCCMHA Policy 05.06.06.01 – Continuing Education Credits for Social Workers 

Exhibits: 

A. Continuing Education Complaint Form 

B. Continuing Education Complaint Log 

C. SCCMHA Continuing Education Participant Evaluation Form 

Procedure: 

ACTION RESPONSIBILITY 

Submits a written complaint to the Continuing 

Education Supervisor within 14 days of the 

training 

 

Reviews the complaint and forwards copies to 

the Continuing Education Grievance Committee 

 

Convenes and adjudicates the complaint. 

 

 

Sends a written response to the complainant 

within 30 days of receipt of the complaint. 

Complainant 

 

 

 

Continuing Education Supervisor  

 

 

Continuing Education Grievance 

Committee 

 

Continuing Education Grievance 

Committee 

https://www.aswb.org/wp-content/uploads/2021/01/ACE-Handbook-FINAL.pdf
https://www.aswb.org/wp-content/uploads/2021/01/ACE-Handbook-FINAL.pdf
https://www.aswb.org/
http://dmbinternet.state.mi.us/DMB/ORRDocs/AdminCode/1771_2017-094LR_AdminCode.pdf
http://dmbinternet.state.mi.us/DMB/ORRDocs/AdminCode/1771_2017-094LR_AdminCode.pdf
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Records the complaint and disposition in the 

Continuing Education Complaint Log 

Takes corrective action as warranted. 

 

Maintains copies of all complaints and logs in a 

secure area 

 

Reviews complaints in aggregate on a quarterly 

basis as part of the Continuing Education Unit’s 

quality improvement (QI) efforts 

 

Continuing Education Supervisor  

 

 

 

Continuing Education Supervisor  

 

 

Continuing Education Supervisor  
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 CONTINUING EDUCATION COMPLAINT FORM 

 

 

Name: ______________________ 

Phone: ______________________ 

 

Name of Course/Training: ________________________________________________ 

Date(s) of Course/Training: _______________________ 

 

Description of complaint: 

 

 

 

 

 

 

 

 

 

 

Please attach any additional pages and relevant materials as needed. 

 

Signature: ________________________________  Date: ______________ 

 

For Office Use Only 

 

Committee Meeting Summary: 

 

 

 

 

 

 

 

 

Signatures of Committee Members: 

Name: _______________________________ Date: ________________ 

Name: _______________________________ Date: ________________ 

Name: _______________________________ Date: ________________ 

Exhibit A 
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 CONTINUING EDUCATION COMPLAINT LOG 

 

 

COMPLAINANT DATE RECEIVED DISPOSITION DATE 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   
  

Exhibit B 
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Exhibit C 
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Network Services and Public Policy Procedure Manual  

Saginaw County Community Mental Health Authority 

Subject: Distribution of 

Training Reports   

Chapter: 09.04.02 -  

Continuing Education  

Subject No: 09.04.02.02 

 

 

 

 

 

 
 

Effective Date:  

5/3/06 

Date of Review/Revision 

1/17/07, 5/19/17, 6/13/18, 

8/14/19, 4/16/20, 1/10/2022 

 

Approved By: 

Jennifer Keilitz, Director 

of Network Services, 

Public Policy & 

Continuing Education  

 

 

 

Authored By: 

Alecia Schabel 

 

Reviewed By: 

Tim Hogan 

Supersedes: 

 

 

 

Purpose:   

To provide the SCCMHA workforce and Network providers with a record of the status of 

their trainings that are required by SCCMHA, State and Federal guidelines, accrediting 

bodies and continuing education needed for licenses and certifications. 

 

Policy:   

It is the policy of SCCMHA that SCCMHA employees and the SCCMHA Provider 

Network will be provided training opportunities that fulfil the requirements of the 

governing and accrediting bodies as well as create a competent workforce and receive 

information that accurately reports the status of training fulfillment, compliance, and 

training needs. 

 

Application:  

SCCMHA Provider Network. 

 

Standards:  

Continuing Education Unit will send Quarterly Curriculum reports to the respective 

SCCMHA Supervisor or contracted provider contact.  

• 1st Quarter Reports will be distributed in April  

• 2nd Quarter Reports will be distributed in July  

• 3rd Quarter reports will be distributed in October  

• 4th Quarter reports will be distributed in January (of the new year)  



09.04.02.02 - Distribution of Training Reports, Rev. 1-10-22, Page 2 of 6 

 

Continuing Education Unit Staff will run Curriculum requirement reports via Sentri “DW 

Training Reports: SQL Server Reporting Services”.  

 

Definitions: 

Training Transcript- A report that chronologically lists all trainings taken at SCCMHA 

and from external sources and includes information needed for licensing and credentialing.  

 

Curriculum Requirements Report- A report that alphabetically lists the training curriculum 

required for a job title or job category and details the name of the course, date the course 

was taken, status of the course (complete, expired, incomplete), number of credits, clock 

hours and renewal date. 

 

References: 

None 

 

Exhibits:  

Exhibit A: Training Transcript 

Exhibit B: Curriculum Requirements Report 

 

Procedure: 

 

ACTION RESPONSIBILITY 

Monthly Training Reports 

After the last day of each training cycle 

of Group Home Curriculum Training, 

confirm with the Continuing Education 

Specialist and trainers that all class 

attendance has been updated in the Sentri 

II Training Module. 

 

Continuing Education Clerk/Typist or 

Continuing Education Unit Staff  

Once confirmed all SCCMHA sponsored 

and external training proof data entry 

received by last date of the reporting 

cycle has been entered, go to Reports and 

Downloads, DW – Training Reports, 

Curriculum Required External by Staff, 

choose the desired External Provider, 

choose Active/Inactive staff, choose 

Active for Training, choose All Staff in 

the Staff field, choose View Report, 

choose Open Report, choose Save Report 

then name and save a PDF copy of the 

report at G: Network Services Dept. – 

Training – Reports – Monthly 

Curriculum Reports in a folder identified 

by year and month. 
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Send each provider a copy of the 

home/program’s report electronically.  

Continuing Education, Auditing and 

Contracts staff have access to the reports 

in the folder. 

 

Professional Trainings Internal  

Once confirmed SCCMHA sponsored 

and external training proof data entry 

received by last date of the reporting 

cycle has been entered, go to Reports and 

Downloads, DW-Training Reports, 

Choose Curriculum Required Internal by 

Supervisor, Choose the individual 

supervisor, Training status is set as 

Active by default, Department Status 

choose active, Select Department drop 

down, choose select all, Staff Status 

select active, Staff drop down, select All 

Staff. Choose View Report, choose Open 

Report, choose Save Report then name 

and save a PDF copy of the report at G: 

Network Services Dept. – Training – 

Reports – Quarterly Distribution of 

Required Training Reports in a folder 

identified by year, month and supervisor. 

Send each supervisor and director a copy 

of their team’s required training reports 

including the supervisor or director’s 

own required training report. 

 

Review of training reports to assure staff 

are on target and monitor staff that need 

required training.  Reviews training 

reports with staff.   

 

Professional Trainings Contracted 

Once confirmed SCCMHA sponsored 

and external training proof data entry 

received by last date of the reporting 

cycle has been entered, go to Reports and 

Downloads, DW-Training Reports, 

Choose Curriculum Required External by 

Staff, Choose the program name, 

Training status is set as Active by 

default, Department Status choose 

 

Continuing Education Assistant 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Program Supervisors 

 

 

 

 

Continuing Education Assistant 
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active/inactive, Select Staff drop down, 

choose select all, Staff Dept Status select 

active. Choose View Report, choose 

Open Report, choose Save Report then 

name and save a PDF copy of the report 

at G: Network Services Dept. – Training 

– Reports – Quarterly Distribution of 

Required Training Reports in a folder 

identified by year, month, and name of 

program. 

Send each contracted program designated 

contact a copy of their team’s required 

training reports including the 

supervisor’s own required training report.  

 

Review of training reports to assure staff 

are on target and monitor staff that need 

required training.  Reviews training 

reports with staff.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Contracted Program Supervisors 

 

Transcript Requests  

A training transcript is requested by an 

SCCMHA employee, network staff, 

auditor, supervisor, Director or Human 

Resources.  

Confirm the date parameters for the 

requested training transcript.  Go to 

Training Management Reports in the 

Sentri II Training Module.  Go to Print 

Transcript.  Use the Look Up button 

under Participant to find the employee or 

staff’s name.  Ensure the Active Only 

button is unchecked.  Put in the persons 

first and last name. Click the Search 

button.   Click Select at the right of the 

person’s name. Select the date range for 

the report. Choose Generate PDF File. 

Click on the envelope icon at the top of 

the report page. Open the report.  Email 

the report by clicking on the envelope 

icon or save the report by clicking on the 

electronic file icon.   

 

 

Continuing Education Supervisor or 

Designee 
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Network Services and Public Policy Procedure Manual  

Saginaw County Community Mental Health Authority 

Subject: SCCMHA 

Contracted Provider 

Training Orientation 

Chapter: 09.04 – 

Continuing Education 

Subject No: 09.04.02.03 

 

 
 

Effective Date:  

June 1, 2020 

Date of Review/Revision: 

1/10/22 

 

 

Approved By: 

Jennifer Keilitz, Director of 

Network Services, Public 

Policy and Continuing 

Education 

 

 

 

Authored By: 

Alecia Schabel, Continuing 

Education Supervisor 

 

Supersedes: 

 

 

Purpose: 

To best support new Saginaw County Community Mental Health Authority (SCCMHA) 

contracted providers in navigating training requirements. 

 

Application: 

All new SCCMHA contracted providers with training requirements. 

 

Policy: 

None 

 

Standards: 

1. SCCMHA Contracts & Properties Manager identifies training requirements during 

New Provider Orientation and Contract review. 

2. Training Requirement review located on SCCMHA website 

3. Contracted provider submits completed training information from outside sources. 

CEU will review and approve or deny. 

4. All new staff will need to be identified prior to training registration. 

5. If staff are required to take CPR/First aid Training: These fill up very quickly at 

SCCMHA training facility –providers can take this anywhere in the community as 

long as it is an American Heart Association (AHA) certified course. The course 

cannot just simply “follow the AHA guidelines”, the card or certificate must state 

AHA approved course.  *Please Note* For those required to take Pediatric CPR 
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and First Aid: must be a pediatric course. check with SCCMHA Continuing 

Education Unit to ensure it is accepted prior to staff taking the course. 

6. Behavior Technicians completing 40 Hours of Registered Behavior Technician 

Training: SCCMHA does not offer this training within Continuing Education. 

Autism agencies typically use a system called: Relias® for this.  

7. SCCMHA will notify contracted providers of Training Announcements via email 

to the primary agency training contact. 

8. The designated training staff as noted on the contract application, will receive a 

monthly or quarterly training report via email.  

9. Contracted providers notify SCCMHA CEU of new and/or terminated staff. 

10. Contracted provider will notify SCCMHA Continuing Education if/when the 

training contact person changes. 

 

Definitions: 

Continuing Education Unit = CEU 

 

References:  

SCCMHA Policy and Procedure 05.06.06.02 Training Policy for General Licensees 

Licensee Designee 

SCCMHA Policy and Procedure 09.04.02.02 Distribution of Training Reports 

SCCMHA Training Requirements https://www.sccmha.org/userfiles/filemanager/33656/ 

 

Exhibits: 

Exhibit A - Training Registration form 

Exhibit B1 - Program Guideline form 

Exhibit B2 – Virtual Training Program Guidelines 

Exhibit C - Training Announcement 

 

Procedure: 

ACTION RESPONSIBILITY 

Identification of a primary training contact 

within the new provider operations in 

order to connect with the SCCMHA 

Continuing Education Supervisor to set up 

a time for Continuing Education Training 

Requirement Orientation 

 

If a contracted provider has a source for 

annual trainings, SCCMHA may be able 

to accept the training in order to eliminate 

any duplication. Ex: Blood Borne 

Pathogens (BBP)/ Cultural Diversity 

(CD), HIPAA, Regulatory Compliance, 

etc. 

The Continuing Education Unit will need 

to review the sources of the training and 

SCCMHA Contracts & Properties 

Manager 

 

 

 

 

 

SCCMHA Contracted Provider 

SCCMHA Continuing Education 

Supervisor 

 

 

 

 

 

 

https://www.sccmha.org/userfiles/filemanager/33656/
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have these on file. Once approved, 

contracted provider can send CEU training 

proofs: a training transcript or other proof 

of training with the staff name, training 

title and date completed identified. Those 

trainings will be entered within the 

SCCMHA database. 

 

Provider holds the burden of proof of the 

completed training if/when audited, by 

SCCMHA, Mid-State Health Network 

(MSHN) or Michigan Department of 

Health and Human Services (MDHHS). 

 

All new staff will need to be identified 

prior to training registration with required 

staff information (see Exhibit A 

Registration form). This information can 

be called into 989-797-3445 or emailed to 

registrations@sccmha.org: 

DC Staff only: Have staff complete the 

Program guideline form to submit the first 

day of live training they attend (see 

Program Guideline form Exhibit B ) 

 

CPR/First aid Training: must be American 

Heart Association approved training 

 

Autism Providers: 40 Hours of Registered 

Behavior Technician Training Certificate 

of completion or transcript with the 40-

hour completion identified. 

 

SCCMHA sends Training Announcements 

(See Exhibit C) via email to the primary 

agency training contact 

 

Training Requirement Reports: See 

SCCMHA Policy and Procedure 

09.04.02.02 Distribution of Training 

Reports 

The designated training staff as noted on 

the contract application, will receive a 

monthly or quarterly training report via 

email. This will need to be reviewed with 

 

 

 

 

 

 

 

 

SCCMHA Contracted Provider 

 

 

 

 

 

SCCMHA Contracted Provider 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Continuing Education Unit  

SCCMHA Contracted Provider 

 

 

 

 

 

 

mailto:registrations@sccmha.org
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staff. If you notice any errors, please 

contact the Continuing Education 

Assistant with the identified concern. **If 

you notice you have staff not identified on 

the report, please contact 

registrtations@sccmha.org 

 
New and/or Terminated Staff: Send an email 

to: registrations@sccmha.org identifying staff 

first and last name, termination date and name 

of provider 

 

Notification to SCCMHA Continuing 

Education if/when the training contact 

person changes. 

 

 

 

 

 

 

 

 

SCCMHA Contracted Provider 

 

 

 

 

SCCMHA Contracted Provider 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:registrtations@sccmha.org
mailto:registrations@sccmha.org
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Exhibit A 
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Exhibit B1 
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Exhibit B2 
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Exhibit C 
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Network Services and Public Policy Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Fee-Based 

Continuing Education 

Trainings  

Chapter: 09.04.02 -  

Continuing Education 

Subject No: 09.04.02.09 

 

 

Effective Date:  

6/1/20 

Date of Review/Revision: 

3/24/21, 1/10/22 

 

Approved By: 

Jennifer Keilitz, Director of 

Network Services, Public 

Policy & Continuing 

Education  

 

 

 

Authored By: 

Alecia Schabel, CE 

Supervisor 

 

Reviewed By: 

None 

Supersedes: 

 

 

Purpose: 

A. To provide SCCMHA Continuing Education Unit a means to sustain ongoing 

costly trainings for the community. 

B. To provide a mechanism for Continuing Education Unit and Finance Department 

to standardize a process in working collaboratively. 

C. To provide a consistent procedure for Continuing Education and Finance staff to 

keep record of money received. 

 

Policy: 

It is the policy of SCCMHA Continuing Education Unit will charge a fee for professional 

trainings in which Social Work Continuing Education Credits (CEs) are offered to non-

contracted community partners. See Continuing Education Credits policy 05.06.06.01. 

 

Application: 

This applies to community partners not under contract with SCCMHA and SCCMHA 

retirees who wish to obtain training through SCCMHA training resources. 

 

Standards: 

A. Fees are based on number of continuing education credits offered: 

1. 1-1.5 CEs $25 

2. 2-2.5 CEs $35 

3. 3-5.5 CEs $50 
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4. 6-6.5 CEs $75 

5. 7+ CEs $100 

6. ALL SCCMHA EMPLOYEES (not contracted) Retirees  $10 FLAT RATE  

7. Mental Health First Aid Trainings $30 

8. Group Rate Public Service Mental Health First Aid Training $500 

a. Group of 15 or more 

B. SCCMHA Continuing Education Unit is responsible for ensuring trainings 

available to non-contracted community partners are announced with an accurate 

process for registering and how to pay for the training. 

C. SCCMHA Continuing Education Unit is responsible for collecting payments from 

training registrants. 

a. Payments can be collected one of 4 methods: 

i. credit card by phone, email or fax registration 

ii. PayPal link on SCCMHA website 

iii. by check via United States Postal Service 

iv. cash or check the day of a training 

D. Non-contracted Community Partner will be registered into the training database and 

the payment information will be forwarded to Continuing Education staff. 

E. A cash log is kept in the Continuing Education front office.  

F. Continuing Education Unit is to send the designated Cost Accountant in the Finance 

department a cash log for all credit card, check or cash received for fee-based 

trainings by the Continuing Education department.  

G. Finance department will run all (non-PayPal) credit card payments and submit a 

receipt to the Continuing Education Unit.  

H. The Finance Department will email or mail a credit card receipt for non-PayPal 

payments to the participant as per the request on the registration form. 

I. Participants who pay cash or check for trainings the day of the event will do so at 

the training sign in table. 

J. A Petty Cash box is kept, locked, within the Continuing Education Unit for cash 

payments needing change. See Continuing Education Trainings Petty Cash 

Procedure  

K. Participants can request a refund within 72 hours of the training date as identified 

on the training registration form. If the training is cancelled due to SCCMHA 

determination a full refund is issued or transferred to another training date is issued. 

 

Definitions: 

Professional Trainings: clinically based trainings which offer social work continuing 

education credits. 

Non-Contracted Community Partners: Members of Saginaw County who have an interest 

in Saginaw County Community Mental Health Authority education  

SCCMHA Board Operated staff: Those who are employed directly by Saginaw County 

Community Mental Health Authority 

 

References:  

SCCMHA Continuing Education Credits policy 05.06.06.01 

SCCMHA Continuing Education Trainings Petty Cash Procedure 09.02.04.02 
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Exhibits: 

Exhibit A - Training Announcement w/non-contracted Community Partner Registration 

form 

Exhibit B - SCCMHA Cash Receipts Log 

Exhibit C - Example of non-PayPal “paid” receipt for non-contracted Community Partners 

 

Procedure: 

ACTION RESPONSIBILITY 

SCCMHA Continuing Education is 

responsible for ensuring trainings 

available to non-contracted community 

partners are announced with an accurate 

process for registering and paying. 

 

SCCMHA Continuing Education is 

responsible for collecting payments from 

training registrants 

 

Taking credit card numbers, expiration 

date and security code by phone at the 

time of registration; by email registration 

or fax registration 

Receiving checks via USPS 

 

Non-contracted Community Partner will 

be registered into the training database 

and the payment information will be 

forwarded to the Continuing Education 

Typist 

 

If the training registrant pays the day of 

the event: registrant is to complete a 

registration form (if one has not already 

been completed). Continuing Education 

Staff are responsible for collecting 

payments prior to start of the training 

from registrants and issuing change if 

needed. Continuing Education Staff 

taking payments will mark the registration 

form with a “paid” stamp. Once training 

sign in is complete, designated 

Continuing Education staff will submit 

the registration form for the paying 

registrant to the Continuing Education 

Specialist. Continuing Education 

Continuing Education Supervisor 

 

 

 

 

 

Continuing Education Specialist and/or 

Continuing Education Typist 

 

 

Continuing Education Specialist and/or 

Continuing Education Typist 

 

 

 

 

Continuing Education Specialist 

 

 

 

 

 

Continuing Education Unit Assistant 

and/or Continuing Education Typist  

Continuing Education Specialist 
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Specialist will make 2 copies of the 

registration form, enter the registrant into 

the training database then the 2 

registration forms are to be forwarded on 

to the Continuing Education Typist. One 

form is to be filed within the registration 

payments binder. The final copy of the 

registration form with a “paid” stamp will 

serve as the designated receipt. The 

Continuing Education Typist will ensure 

the Continuing Education Assistant has 

the final copy of the registration 

form/receipt prior to the end of the 

training that day which will then be hand 

delivered to the registrant upon 

completion & sign out of the training. 

 

A cash log is completed for all daily 

incoming credit card, check and/or cash 

payments. 

 

Any and all forms of payment are 

submitted to the designated Cost 

Accountant in the Finance department. 

All cash, check and/or credit card 

transactions are logged onto one form 

daily. 

 

Running all non-PayPal credit card 

payments and submitting a receipt to the 

Continuing Education Unit. A credit card 

receipt is to be emailed, sent or faxed to 

the registrant as per the request on the 

registration form. 

 

Copy of Receipt and registration form 

with payment information is filed in the 

Continuing Education Registration 

Receipt Binder. Any and all credit card 

identifying information is blacked out. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Continuing Education Typist or 

Continuing Education Specialist 

 

 

Continuing Education Typist 

 

 

 

 

 

 

Cost Accountant in the Finance 

department 

 

 

 

 

 

Continuing Education Typist 
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Exhibit A 
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Exhibit B 
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Exhibit C 
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Network Services & Public Policy Procedure Manual 

Saginaw County Community Mental Health Authority 

Subject: Distribution of 

Network Services 

Communications 

Chapter: 09.04.03 – 

Network Services 

Subject No:  09.04.03.05 

 

Network Services & Public Policy 

 

Effective Date:  

5/1/06 

Date of Review/Revision: 

8/21/06, 6/26/07, 7/6/09, 

6/21/10, 5/31/11, 5/30/12, 

4/25/14, 4/6/16, 6/13/17, 

6/20/18, 6/15/20, 1/10/22 

Approved By: 

Jennifer Keilitz, Director 

of Network Services, 

Public Policy & 

Continuing Education  

 

 

 

Authored By: 

Jennifer Keilitz 

 

Reviewed By: 

Matt Briggs, Alecia 

Schabel 

Supersedes: 

 

 

 

Purpose:  

To clearly define the individuals who will receive copies of various Network Services and 

Public Policy publications. 

 

Policy:   

To forward Network Services and Public Policy publications as appropriate to both internal 

SCCMHA employees and to contract providers. 

 

Application:  

For reference by Network Services and Public Policy. 

 

Standards: 

None 

 

References: 

09.04.01.01 – Auditing procedure 

09.04.01.02 – Event Verification procedure 

 

Exhibits: 

None 
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Procedure: 

ACTION RESPONSIBILITY 

Distribution of the “SCCMHA Provider Network 

Newsletter” as a means of information sharing (on 

YELLOW paper) to the following individuals: 

1) All contracted SCCMHA service providers will 

be sent an electronic copy of the newsletter to 

both the legal and the provider site.  

 

Reminders: Individuals participating in Self 

Determination should NOT receive a copy of 

the newsletter.  Non-service providers should 

NOT receive a copy of the newsletter.  Other 

CMH’s should NOT receive a copy of the 

newsletter.   

 

2) Final provider newsletter is posted to the 

SCCMHA website. 

 

3) All SCCMHA staff will be emailed the 

newsletter and will have access to newsletters 

up to one year prior on the SCCMHA website. 

 

4) All external parties will have access to the 

“SCCMHA Provider Newsletter” on the 

SCCMHA website. 

 

 

Distribution of the “Network Services Provider 

Manual” or provider manual updates to the 

following individuals: 

1) All contracted SCCMHA service providers will 

have access to “Network Services Provider 

Manual” on the SCCMHA website as of 2020 

and are responsible for the content with their 

initial contract or contract renewal.  It is the 

responsibility of the contract signatory to assure 

all sites within the contract and the staff 

providing services are aware of the content 

within the “Network Services Provider 

Manual”.   

 

2) The “Network Services Provider Manual” can 

be accessed by SCCMHA staff through the 

SCCMHA website. 

 

NSPP Administrative Assistant  

 

 

 

 

 

 

NSPP Administrative Assistant  

 

 

 

 

 

 

NSPP Administrative Assistant 

or other designee 

 

NSPP Administrative Assistant 

or other designee 

 

 

 

 

 

 

 

 

 

 

NSPP Administrative Assistant 

or other designee 

 

NSPP Contracts & Properties 

Management Unit 

 

 

 

Provider Contract Signee 
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3) Provider will be updated regularly, minimally 

every 6 months, and up to quarterly updates will 

be posted on the SCCMHA website.   

 

Distribution of the “SCCMHA Service Provider 

Network Directory”.  This document is printed on 

yellow paper and is a complete list of all current 

SCCMHA service providers by service category. 

1) All internal and external case 

managers/support coordinators receive a hard 

copy of this directory whenever updated.  

2) Hard copies of this directory are distributed 

to the following SCCMHA 

departments/groups whenever it is revised: 

Network Services and Public Policy, 

Management Team, Finance, Access and 

Customer Services & Recipient Rights.  

3) A copy of this Directory is also published on 

the SCCMHA Website.   

 

Distribution of the “SCCMHA Residential Home 

Manager Resource Manual” will be accessible to 

the following individuals via the SCCMHA Website 

and SCCMHA issued flash drive.  

1) Home Managers from SCCMHA contracted 

residential providers who attend Home 

Manager training at SCCMHA.  

2) SCCMHA Provider Network Auditors 

3) Other appropriate SCCMHA staff as 

determined by the Director of Network 

Services and Public Policy & Continuing 

Education  

 

An electronic copy of the “SCCMHA Training 

Protocols Manual” will be available on G: drive in 

the Network Services & Public Policy folder to the 

following individuals. 

1) Network Services and Public Policy staff 

2) SCCMHA Leadership Team 

Hard copies of individual sections will be sent 

electronically to any SCCMHA network provider 

upon request. 

 

 

When available in Sentri II, distribution of Network 

Services and Public Policy, Continuing Education 

NSPP Administrative Assistant 

 

 

 

Contract Management 

Assistant 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NSPP Continuing Education 

Supervisor 

 

 

 

 

 

 

 

 

 

 

 

NSPP Continuing Education 

Unit 

 

 

 

 

 

 

 

 

NSPP Continuing Education 

Unit 
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unit required training reports will be sent to the 

following individuals every January, April, July and 

October.  Please see NSPP procedure 09.04.02.02 for 

specific detail. 

1) All SCCMHA Contracted Service Providers 

All SCCMHA supervisors and directors. 

 

Licensed AFC/Residential Providers:   

1) Required training reports will be sent 

monthly.   

 

Distribution of Network Services and Public Policy, 

Continuing Education unit Training Calendars will 

be published monthly and distributed/posted no less 

than two weeks before the start of the training cycle. 

 

Distribution of Network Services and Public Policy, 

Continuing Education unit Training Calendars and 

Professional Training Announcements will be as 

follows. 

  

1) Training calendars will be published on the 

SCCMHA intranet under Continuing 

Education then Training Education and 

Forms section.   

 

2) Training calendars will be emailed to all 

providers to the address listed in the Provider 

Management section in Sentri II or other 

identified contacts provided to SCCMHA 

Continuing Education Unit.  In addition, a 

training calendar will be emailed to the 

Community Ties South and Community Ties 

North Supervisors, Self Determination 

Coordinators, Transportation Supervisor and 

Human Resources.   

 

3) A Professional Training Announcement and a 

“Monthly Professional Training 

Opportunities” will be broadcast by email in 

the SCCMHA listserve to all clinical teams 

for the SCCMHA network as well as Clinical 

Supervisors and members of the Service 

Management Team. 

 

 

 

 

 

 

 

 

NSPP Continuing Education 

Unit 

 

 

NSPP Continuing Education 

Unit 

 

 

 

NSPP Continuing Education 

Unit 
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Network Services & Public Policy Procedure or Plan Manual  

Saginaw County Community Mental Health Authority 

Subject: Tracking of 

Credentials for Staff 

Electronic Signatures 

 

Chapter: 09.04.03 – 

Network Services 

 

 

Subject No: 09.04.03.09 

 

Network Services & Public Policy 
 

Effective Date:  

9/21/16 

Date of Review/Revision: 

2/5/18, 1/2/20, 10/12/21 

Approved By: 

Jennifer Keilitz, Director of 

Network Services, Public 

Policy & Continuing 

Education 

 

 

 

Authored By:  

Jennifer Keilitz 

 

Reviewed By:  

Monique Taylor-Whitson 

Supersedes: 

 

 

Purpose:   

To assure all staff credentials are tracked in Sentri to allow for the electronic signature of 

staff to be shown on electronically signed documents.   

 

Policy:   

It is the policy of Saginaw County Community Mental Health Authority (SCCMHA) that 

all persons providing care and treatment for individuals with disabilities served by the 

SCCMHA provider network, including DCO’s will be properly credentialed. It is further 

the policy of SCCMHA that all documents including electronically generated documents 

include staff signatures and staff credentials as part of the electronic signature.   

 

Application:   

This procedure applies to all service delivery programs, both board operated (SCCMHA) 

and contracted network providers including Designated Collaborating Organizations 

(DCO’s), and to any staff members who provide services that are recorded in the 

consumer electronic medical record and need to be signed electronically.  This also 

applies to any services that are billed by SCCMHA to other funding sources where 

signatures and credentials are required.     

 

Standards: 

A.  Each employer, including SCCMHA, and DCO’s will verify credentials of position 

applicants, including proper licensure if required.   



09.04.03.09 - Tracking of Credentials for Staff Electronic Sig., Rev. 10-12-21, Page 2 of 5 

B.  Individuals with credentials required by job description must maintain such status 

without any lapse.  If credential status does change, the employee must notify the 

supervisor immediately and contractors must notify the SCCMHA contract manager 

immediately.  All employers, including SCCMHA, and DCO’s will employ 

consistent organizational procedures to follow when direct service personnel are 

found to be without the required license to perform job duties.  

C.  SCCMHA and other provider network organizations, including DCO’s must retain 

current proof of credentials and licensure on file, as well as appropriate historical file 

information for services billed.   

D.  SCCMHA and other provider network organizations including DCO’s will assure 

staff are recredentialed every two years.   

E.  SCCMHA and other provider network organizations including DCO’s will assure 

staff maintain good standing with Licensing and Regulatory Affairs (LARA) by 

performing a check of the LARA website annually.   

F.  Each staff person will with a license will be credentialed through the SCCMHA 

Credentialing Committee.   

G.  SCCMHA will deny any claims and will not record and/or correct data on any 

reported applicable services found to have been provided by an insufficiently 

credentialed individual.  

H.  Staff will receive notification via Sentri 30 days prior to any licenses or credentials 

coming due in Sentri.  This is sent as a reminder to staff to assure they complete any 

requirements that are necessary for license renewal.   

I.  All licenses will have a history recorded in sentri.   

 

Definitions: 

Sentri:  SCCMHA’s electronic health record for all consumer files served by SCCMHA 

board operated and Contracted Network Providers.   

DCO: Designated Collaborating Organization- a formal relationship with a provider to 

provide services for a Certified Community Behavioral Health Clinic (CCBHC) care.   

 

References: 

SCCMHA Policy 09.04.03.01 Credentialing of SCCMHA Providers and Staff 

MDHHS Medicaid Provider Manual 

Michigan CCBHC Demonstration Handbook. 

 

Exhibits: 

None 

 

Procedure: 

ACTION RESPONSIBILITY 

Board Operated Programs/SCCMHA: 

Will verify credentials and licensure at hire 

to assure the credentials and licensures 

match those required by the job posted. 

 

Verifies credentials using a primary source 

 

SCCMHA Human Resources 

 

 

 

SCCMHA Human Resources 
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verification method and keeps proof in the 

staff employment record. 

 

Verifies licenses on Michigan.gov website 

and keeps proof in staff employment 

record.   

 

Forwards credential information to 

Supervisor of Auditing Unit along with 

initial credentialing packet for approval.   

 

Updates Sentri in the Credentials section of 

the staff file.   

 

Notifies staff if a copy of the actual license 

or credential has not been received by the 

expiration date.   

 

Updates any renewal licenses or credentials 

so that all history is kept for possible audit.  

 

Assures staff maintains appropriate 

credentials and licensure as required by the 

position and as required by the scope of 

work performed.   

 

Updates licensure and credentials as 

required to assure electronic signatures 

show staff’s appropriate credentials.   

 

Adds NPI or National Practitioners 

Identification number into Sentri. 

 

Staff name changes are submitted to 

Human Resources for required changes. 

 

Staff name changes are forwarded to 

SCCMHA training unit as well as 

SCCMHA Information Systems staff for 

updates in Sentri.   

 

 

 

 

 

SCCMHA Human Resources 

 

 

 

SCCMHA Human Resources 

 

 

 

SCCMHA Provider Network Auditing 

Supervisor 

 

SCCMHA Human Resources 

 

 

 

SCCMHA Provider Network Auditing 

Supervisor  

 

SCCMHA Supervisors, SCCMHA Human 

Resources, and SCCMHA Provider 

Network Auditing Supervisor 

 

 

SCCMHA Provider Network Auditing 

Supervisor 

 

 

SCCMHA Provider Network Auditing 

Supervisor 

 

SCCMHA Board Operated staff members 

and SCCMHA Human Resources 

 

SCCMHA Human Resources, and 

SCCMHA Information Systems Staff 

Contracted Network Providers including 

DCO’s:   

Will verify credentials and licensure at hire 

to assure the credentials and licensures 

 

 

Contracted Network Providers & DCO’s 
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match those required by the job. 

 

Verifies credentials using a primary source 

verification method and keeps proof in the 

staff employment record. 

 

Verifies licenses on the Michigan.gov 

website and keeps proof in staff 

employment record.   

 

Completes a credentialing packet for 

review by SCCMHA Credentialing 

Committee to the SCCMHA Provider 

Network Auditing Supervisor. 

 

Provider Network Auditing Supervisor 

enters credentials to Sentri to assure 

signature includes proper credentials.   

Information needed is:   

a. Degree of person such as Bachelor 

of Science degree, Bachelor of Arts 

degree, Master of Social Work 

degree these will be entered with 

the effective date of the actual date 

the degree was obtained or if not 

given as the hire date.   

b. Effective date of license or 

credential 

c. Expiration date of license 

d. Full License Number 

e. Billing License Number 

f. NPI number when applicable  

g. Other credentials, licenses, 

certifications, privileges to be added 

such as CADC, etc.   

h. If multiple licenses or credentials 

what order preference.  Degree will 

always be first, License will always 

be second.   

 

Will add licensure and/or credentials, 

certifications, privileges and National 

Practitioners Identification (NPI) number 

for contract staff in Sentri. 

 

Notifies SCCMHA Information Systems to 

 

 

Contracted Network Providers & DCO’s 

 

 

 

Contracted Network Providers & DCO’s 

 

 

 

Contracted Network Providers & DCO’s 

 

 

 

 

SCCMHA Provider Network Auditing 

Supervisor 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SCCMHA Provider Network Auditing 

Supervisor 

 

 

 

SCCMHA Provider Network Auditing 
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obtain sign-on to Sentri for any staff 

providing direct entry of services into the 

consumer electronic medical record.  The 

form to complete is on the SCCMHA 

website. 

 

Enters staff names into Sentri and creates 

temporary sign on.   

 

 

Assures staff maintains appropriate 

credentials and licensure as required by the 

position and as required by the scope of 

work performed.   

 

Monitors staff credentials and assures all 

credentials are noted on staff electronically 

signed documents.   

 

Submits renewal credentialing application 

and supporting documents to SCCMHA 

Provider Network Auditing Supervisor for 

updates to SCCMHA Sentri.   

Adds renewal licenses, credentials, 

certifications, privileges, etc. to staff 

credentials area in Sentri every two years.  

 

If staff person obtains a new license or 

credential that negates the current one in 

the system, an expiration date for the old 

will be entered.  The date prior to the new 

credential effective date, will be used as the 

end date.   

 

Staff name changes are forwarded to 

SCCMHA training unit as well as 

SCCMHA Information Systems staff for 

updates in Sentri.   

 

Supervisor 

 

 

 

 

 

SCCMHA Information Systems Staff 

 

 

 

Contracted Network Providers 

 

 

 

 

Contracted Network Providers & DCO’s  

 

 

 

Contracted Network Providers & DCO’s 

SCCMHA Provider Network Auditing 

Supervisor and Provider Network Auditing 

Staff 

 

 

 

 

SCCMHA Provider Network Auditing 

Supervisor 

 

 

 

 

 

Contracted Network Providers & DCO’s 

 

 



Access to Food Do individuals have access to food at any time? If 
individuals do not have access to food at any 
time, has the individual agreed to restrictions in 
their Individual Plan of Service (IPOS)? Evidence 
may include observation and/or interview with 
individual and/or provider. Evidence may also 
include choices offered during the Person 
Centered Planning (PCP) Process and 
documentation within the IPOS and individual 
Sentri record.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Access to Laundry Do individuals have full access to the laundry 
area without restrictions? If no, is this addressed 
in a positive support / behavior plan and individual 
plan of service? Acceptable evidence is direct 
observation, and/or interview with individual 
and/or provider.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Appropriate Locks on Bathroom Doors Do all bathrooms have appropriate privacy locks? 
Acceptable evidence is direct observation. 

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit 

Appropriate Locks on Bedroom Doors Do all bedrooms have appropriate keyed locks? If 
no, is this addressed in Positive Support/Behavior 
Plan? Acceptable evidence is direct observation. 

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Bathroom Access Do all individuals have full access to the 
bathroom? Can individuals access the bathroom 
at any time? If no, is this addressed in Positive 
Support/Behavior Plan? Acceptable evidence is 
direct observation and response from consumer 
interview.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit 

Common Areas Do individuals have full access to the comfortable 
seating / common areas without restrictions? Can 
individuals access common areas whenever they 
want? If not, is this addressed in the Individual 
Plan of Service (IPOS)? Acceptable evidence is 
direct observation, responses from individual 
and/or provider interview, and review of the IPOS.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Communication Jack Do individual bedrooms offer a telephone jack, 
wireless internet, or an ethernet jack? Evidence 
may include direct observation and provider's 
policy and procedures.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Communications Do individuals have a way to communicate with 
individuals outside of the setting without 
restrictions? Do individuals have access to a 
communication device that they can use in a 
private space? Acceptable evidence is direct 
observation, responses from individual interview, 
and review of the individual plan of service.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Compliance Does the facility have full HCBS Compliance? 
Evidence may include direct observation, 
individual and provider interviews, and policies 
and procedures for the facility.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit
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Dining Location Can individuals choose where they want to eat? If 
no, is this addressed in Positive Support/Behavior 
Plan and Individual Plan of Service? Acceptable 
evidence is direct observation, responses from 
consumer interview, and review of the individual 
plan of service.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Eating Location Can individuals living in this residence choose to 
eat alone or with others? If no, is this addressed 
in the Individual Plan of Service and Positive 
Support/Behavior Plan? Acceptable evidence is 
responses from consumer interview, consumer 
meetings, and review of the individual plan of 
service.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Home Appliances Can individuals reach and use the home’s 
appliances as they need?  If no, is this addressed 
in Positive Support/Behavior Plan? Acceptable 
evidence is direct observation, responses from 
consumer interview, consumer meetings, and 
review of the individual plan of service.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Kitchen and Dining Area Do individuals have full access to the kitchen and 
dining areas without restrictions? Do individuals 
have full access to the dining area without 
restrictions? If no, is this addressed in Positive 
Support/Behavior Plan? Acceptable evidence is 
direct observation, responses from consumer 
interview, and review of the individual plan of 
service.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Menu Options Can individuals choose what they eat and drink? 
If no, is this addressed in Positive 
Support/Behavior Plan? Acceptable evidence is  
responses from consumer interview, consumer 
meetings, and review of the individual plan of 
service.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Personal Care If an individual needs help with personal care, is it 
done in privacy? Each recipient’s personal care, 
daily living, and hygiene needs are met including 
eating/feeding, toileting, bathing, grooming, 
dressing, ambulation, and assistance with self-
administered medications and are documented in 
appropriate logs. Provider is completing daily 
personal care logs for each individual on the 
SCCMHA Personal Care and Community Living 
Supports Log. Acceptable evidence is responses 
from individual interviews, progress notes, and 
personal care logs.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Personal Care Items Basic supply of personal care items are provided 
by licensee to the consumer, such as: bath soap, 
shampoo, toothpaste, and deodorant. Consumer 
has his/her own personal care items to use.  
Personal Care items should be labeled 
individually with consumer initials.  

SCCMHA Provider Manual Residential Services; 
Licensing small. Group Rules R400.14 314 page 
14; Licensing large. Group Rules R400.15 314 
page 19.

Personal Possessions Provider shall have a listing of all valuables that 
are accepted by the licensee for safekeeping.  
The list of valuables shall include a written 
description of the items, the date and signed by 
the licensee and resident.  Documentation should 
show items that were disposed of and how items 
were disposed.  

SCCMHA Provider Manual Licensed Residential, 
Licensing small. Group Rules R400.14 315; 
Licensing large. Group Rules R400.5 315
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Privacy Barriers Is the inside of the residence free from cameras, 
visual monitors, audio monitors and alarms?  If 
no, how are residents’ freedoms preserved with 
these barriers?  Is this addressed in all Positive 
Support/Behavior Plans? Acceptable evidence is 
direct observation,  responses from consumer 
interviews, and review of the individual plan of 
service. 

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Private Place Do staff have a place to talk about individuals’ 
personal issues in a private place? Acceptable 
evidence is direct observation and responses 
from consumer interview.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Private Space Is there an area in the home for individuals to 
meet in a private space? Acceptable evidence is 
direct 
observation and/or interview with individual and/or 
provider.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Respect for Personal Space Do staff ask before entering individuals’ 
bedrooms/bathrooms?  Acceptable evidence is 
direct observation and responses from consumer 
interview.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit 

Storage for Personal Items Do individuals have a place to store and secure 
personal belongings?  Acceptable evidence is 
direct observation and responses from consumer 
interviews. 

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit 

Visitation Does the residence allow friends and family to 
visit without rules on hours or times? Acceptable 
evidence is direct observation, responses from 
individual and provider interviews and review of 
the individual plan of service. Evidence may also 
include providers policy and procedures.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Chart Review

Care Coordination There is evidence of communication between the 
provider and other identified support persons 
within the individual plan of service. Supports 
include but not limited to case holder, parent, 
guardian, nurse, etc. Initial and ongoing 
communication is occurring as needed to address 
any concerns that may prevent services from 
being delivered as indicated in the individual plan 
of service.

MDHHS Provider Medicaid Manual; SCCMHA 
Provider Manual Care Coordination 02.03.23

Claims/Service Activity Logs Claims/Service Activity Logs (services provided) 
match services in the plan. Billings reflect only 
those services and frequencies of services that 
are identified in the plan. 

Medicaid Manual, Recordkeeping, MDHHS SED 
Waiver Site Review

Complaints Is information about filing a complaint provided in 
a way the individual can use and understand? Do 
individuals know who to call to file an anonymous 
complaint? Acceptable evidence is observations 
and interviews with individual and provider. 
Recipient Rights information should be available 
in every setting.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit
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Consumer Health and Safety Provider has a direct responsibility to assist 
consumers with daily health care needs and take 
steps to decrease health and safety risk factors, 
as well as communicate to primary providers 
about consumer health and safety related issues 
and to coordinate care.  Attention to health and 
safety includes monitoring of physical living 
settings and spaces, and appropriate alerts, 
referrals or interventions, according to healthy 
home standards including but not limited to mold, 
fire and pest prevention.  

MDHHS Provider Medicaid Manual; SCCMHA 
Provider Manual Continuum of Care 03.02.06

Continuum of Care Does the residence offer a continuum of care? 
Does the setting offer all services in house? 
Acceptable evidence is direct observation, 
consumer interviews, updated IPOS, activity logs, 
and progress notes.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Entitlements LR Entitlements are obtained, and 3rd party 
reimbursements sought.  (Medicaid cards, SSI, 
{for county owned homes only-
Bridgecard/foodstamps})

SCCMHA Provider Manual, Provider 
Participation Agreement, Page 8, Item 4.0, 
Compensation, Type A Spec. Res. Pg 1

Guardianship/Legal Paperwork Guardianship papers are in the file and match 
stated consumer status. Check to see if 
consumer has a DHHS worker (Ward of the 
State) as a guardian. If so, a copy of the 
guardianship documentation should be in the 
electronic health record. 

MDHHS PIHP Review Protocols; Licensing Rules 
for Adult Foster Care Small Group Homes (12 or 
less); Licensing Rules for Adult Foster Care 
Large Group Homes (13-20)

Healthcare Appraisals Provider will ensure Consumers have healthcare 
appraisals completed within 90 days prior to 
 move to a facility and annually after move in. 
  Appraisals include review of current symptoms, 
eval of bodily systems, vision/hearing screenings, 
lab wk, etc

SCCMHA Provider Manual, Type A,; Licensing 
sm. Group Rules R400.14 316 page 12 & 21; 
Licensing lg. Group Rules R400.15 316 page 16

House Rules Verify the provider does not have House Rules MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Individuals With or Without Disabilities Can people with different types of disabilities and 
individuals without disabilities live in the home? 
Acceptable evidence is direct observation and 
responses from individual and provider interview. 
Evidence may include choices offered during the 
Person Centered Planning (PCP) Process and 
documentation within the Individual Plan of 
Service (IPOS) and individual Sentri record.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Lease and/or Resident Care Agreement Do all individuals have a signed lease agreement 
and/or resident care agreement with summary of 
resident rights? Acceptable evidence 
documentation of BCAL-3266. Licensee must 
also document they have provided consumers 
information on discharge processes and 
complaints.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Leave of Absence Provider insures that consumer's have all needed 
medications, treatments and personal items 
necessary for proper care during any periods of 
absence from the home.  For consumers with 
guardians, the provider will obtain prior 
authorization from the guardian before allowing 
an individual to remove consumer from the 
residence.

SCCMHA Provider Manual, Type A Res. Pg 3

Page: 4

Audit Checklist w/ Refs
Audit Name:  Licensed Residential FY2022

User Id: MSCHAEFER

Report Date: 1/28/202212:57:37 PM



Medical/Dental Logs and Documentation Health/dental status of consumer is monitored 
ensuring scheduled medical, dental, and clinical 
appts are made in a timely manner, that the 
consumer attends appts and that resulting 
reports, Rx, Evals, etc. are secured and 
implemented.  Various appointments are kept 
(medical, dental, psychiatric, etc.).  When missed, 
they are documented appropriately.

SCCMHA Provider Manual, Type A, Pg 4; 
Licensing sm grp rules R400.14 310; Licensing lg 
grp rules R400.15 310.

Medication Administration Trained Medication passers are identified for 
each shift, who know the Five Rights of 
Medication Administration and proper medication 
passing procedures. Medication Passers should 
be knowledgeable of where to find prescriptions, 
why clients are taking medications, and what to 
do in the event of refusals, etc.

Medicaid Ch. III, Covered Svcs;  Licensing sm. 
Group Rules R400.14 316 & 312 page 21 & 18; 
Licensing lg. Group Rules R400.15 314 page 14 
& 15; SCCMHA Policy 03.02.17  Medication 
Management in Licensed Residential Settings

Medication Documentation Medication Administration Records (MAR) are 
filled out accurately by Staff, including comments 
for per requested need (PRN) medications, 
refusals, or other instances of Staff 
documentation.  If there are controlled 
substances being administered, the facility has a 
method of keeping track of these medications and 
are using two staff from different shifts to assist 
with counting. 

Medicaid Ch. III, Covered Svcs;  Licensing sm. 
Group Rules R400.14 316 & 312 page 21 & 18; 
Licensing lg. Group Rules R400.15 314 page 14 
& 15; SCCMHA Policy 03.02.17  Medication 
Management in Licensed Residential Settings

Medication Storage & Handling There is evidence that physician-prescribed oral 
medication, injection, or topical medication 
treatments are securely stored. Medications are 
labeled as to what the medication is and when it 
should be given, with a label from the pharmacy. 
Topical and Oral medications are separated. 
Provider does not have expired or compromised 
medications in with regular medications. 
Controlled substances are secured under a 
double-lock system. 

Medicaid Ch. III, Covered Svcs;  Licensing sm. 
Group Rules R400.14 316 & 312 page 21 & 18; 
Licensing lg. Group Rules R400.15 314 page 14 
& 15; SCCMHA Policy 03.02.17  Medication 
Management in Licensed Residential Settings

PCP Current The PCP is current, signed, on file, modified 
when indicated, and used by staff (PCP should be 
renewed at minimum of 1 time a year--done as 
needed which means addendums are completed 
when significant changes occur in consumer life, 
consumer needs more or less supports, 
consumer has attained goals).

Department of Mental Health Admin Rules 
R330.1276; Mental Health Code 330.1712(1); 
Medicaid Manual, General Information;

Signatures Appropriate signatures and titles are evident on 
file documents.  (Consumer/guardian, 
SC/CM/Therapist and supervisor signed plan. 
 Supervisor signed assessment.)

Medicaid Manual, General Information for 
Providers, Recordkeeping

Training on Consumer Individual Plan of Services Qualified staff are trained regarding all aspects of 
specific consumer’s Individual Plan of Service, 
examples:  proper administration of medications, 
additional physical interventions, transfers, 
injections, management of feeding tubes, 
therapeutic positioning, and suctioning, special 
dietary needs, diabetes, Behavior Treatment 
Plans, Occupational Therapy Plans, Physical 
Therapy Plans, Speech Therapy Plans, etc. 

MSHN-SCCMHA Contract (Current FY); PIHP-
MDHHS Contract (Current FY); CMHSP Staff 
Training Tool; SCCMHA Provider Manual
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Consumers

Ability to Choose Provider Do individuals pick the agency who provides their 
residential services and supports? Acceptable 
evidence is observation and/or interviews with 
individual and/or provider. Evidence may include 
choices offered during the Person Centered 
Planning (PCP) Process and documentation 
within the Individual Plan of Service (IPOS) and 
individual Sentri record.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Changes in Services and Supports Can individuals change their services and 
supports as they wish? Acceptable evidence is 
documentation and interviews with individual and 
provider. Evidence may include choices offered 
during the Person Centered Planning (PCP) 
Process and documentation within the Individual 
Plan of Service (IPOS) and individual Sentri 
record.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Choice of Residence/Residence Options Did the individual choose to live at this residential 
setting? Acceptable evidence is interviews with 
individual and provider. Evidence may include 
choices offered during the Person Centered 
Planning (PCP) Process and documentation 
within the Individual Plan of Service (IPOS) and 
individual Sentri record. What action is taken if 
the individual indicates they no longer want to live 
in current setting.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Choice of Room and Roommate Preference If the individual shares a room, did he/she have 
the option of having their own room?  Did they 
pick their roommate?  Are they happy with their 
room and/or roommate?  Acceptable evidence is 
interviews with individual and provider.  Evidence 
may also include documentation completed for 
the individual by staff in the home.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Clothing Can individuals choose what clothes to wear? 
Acceptable evidence is interviews with individual 
and/or provider. Evidence may also include 
documentation completed for the individual by 
staff in the home.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Community Involvement Do individuals live and/or receive services and 
supports in a setting where there is regular (more 
than once per week) opportunity for community 
involvement/contact with people not receiving 
services? Acceptable evidence is documentation 
(progress notes/activity logs)
and interviews with individual and provider.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Housemates If the individual lives with other people, did he/she 
pick their housemate? Acceptable evidence is 
interviews with individual and/or provider. 
Evidence may include choices offered during the 
Person Centered Planning (PCP) Process and 
documentation within the Individual Plan of 
Service (IPOS) and individual Sentri record. 

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit
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Leaving the Residence Can individuals choose to come and go from the 
home when they want? If no, how are resident's 
freedoms preserved with these barriers? Is this 
addressed in all Positive Support/Behavior Plans? 
Acceptable evidence is responses from individual 
and/or provider interview, progress notes, and 
documentation within the Individual Plan of 
Service. 

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Legal Activities Are residents allowed to participate in legal 
activities (voting, Rated R movies, etc.)? 
Acceptable evidence is interviews with individual 
and provider. Evidence may also include 
documentation (progress notes/activity logs) 
completed for the individual by staff in the home.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

New Housing Request Have individuals been provided with information 
on how to request new housing? Acceptable 
evidence is documentation and interviews with 
individual and provider. Evidence may include 
choices offered during the Person Centered 
Planning (PCP) Process and documentation 
within the Individual Plan of Service (IPOS) and 
individual Sentri record. This also includes 
documentation in the pre-plan and/or visits to the 
home prior to move in.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Personal Funds Do individuals have access to and choice/control 
over their personal funds? Acceptable evidence is 
documentation and interviews with individual and 
provider. Fund sheets are kept up to date and 
available in the home. Individuals are not paying 
for items that are part of Room and Board 
payments. Bank statements match that of the 
individual funds and deposits and withdrawals are 
consistent. Funds on hand match the fund sheets. 
Amount on hand does not exceed $200.00. 
Individuals have immediate access to their 
personal money if they choose. How do 
individuals have access to money after hours? 
Access to funds is given to individuals as written 
and addressed in IPOS (Provider adheres to their 
role as specified in the IPOS). Personal funds are 
documented and provider takes necessary steps 
to prevent mishandling. Provider will also record 
individual First Choice gift cards and how these 
are used.

Licensing sm. Group Rules R400.14 315 page 
19; Licensing lg. Group Rules R400.15 315 page 
15. MDHHS New Waiver Rules; HCBS 
Readiness Site Tool Visit

Personal Schedule Do individuals arrange and control their personal 
schedule of daily appointments and activities? 
Acceptable evidence is interviews with individual 
and/or provider and documentation (progress 
notes/activity logs/calendars) of the individuals 
daily schedule.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Staff Services Do individuals pick the direct support workers 
who provide their services and supports? 
Acceptable evidence is interviews with individual 
and/or provider. Discussion should include ways 
in which an individual can indicate their 
preference of worker within a setting. Evidence 
may also include documentation completed for 
the individual by staff in the home.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit
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Documentation

Activities and Recreation Consumers are offered frequent opportunities for 
home and community activities and recreation. 
 Activities should encourage social interaction, 
further growth through first hand experiences, 
social graces, and productive utilization of leisure 
time. Activities are age appropriate, dignified, and 
community integrated.  There is an activity 
calendar for planned activities.

SCCMHA Provider Manual, Type A, Page 5; 
Licensing sm. Group Rules R400.14 317 page 
22; Licensing Large Group Rules R400.15 317 
page 16

Consumer Satisfaction Consumer satisfaction is sought and action is 
taken to promote consumer satisfaction. 

SCCMHA Provider Manual, Policy 05.06.01 
Network Management & Development.  

Disposal of consumer PHI Provider has a provision for disposal of consumer 
Protected Health Information (PHI) that will render 
the documents unreadable, indecipherable, and 
otherwise cannot be reconstructed.  Cross Cut 
shredders are ideal but the shredding should be 
between 7/16 and 1/32 of an inch.

Health Information Technology for Economic and 
Clinical Health (HITECH) Act.  HIPAA 
Compliance Policies.  SCCMHA Contract.

Emergency Procedures Provider has emergency procedures that are 
reviewed with new employees and annually and 
proof that these procedures are followed by staff.  
Procedures should include: Bomb Threat, Power 
Outage, Tornados, Fire, Missing persons, Water 
Shortage, how to deal with a threat from a 
consumer, etc. 

SCCMHA Provider Manual, Licensing Rules 
R400.14318 Licensing small Group; R400.15318 
Licensing large Group; R4001438 Licensing 
Family Home

Fire Drills Fire drills must be performed once per quarter per 
am, pm, and at least one of the drills being during 
sleeping hours.  (Check fire drill logs)

Licensing certification rules R330 1803; 
Licensing sm. Group Rules R400.14 318 page 
22; Licensing lg. Group Rules R400.15 318 page 
17

Job Descriptions on site Job descriptions are available and are on file at 
provider location.

Provider Manual Policy 05.06.03 Competency 
Requirements for the SCCMHA Provider 
Network, Licensing lg. Group Rules  R400.15 
207; Licensing sm. Group Rules R400.14 207

Licensing Report and Survey Licensing report and most recent survey are on 
file at the site and any issues are addressed. 
 Check internet michigan.gov website for last 
survey.

Licensing Act 218 400.727

Meaningful Activities Outside of Residence All consumers will be offered regular opportunity 
(at least 2x per week) to engage in activities of 
their choice outside of their home.  Outside the 
home excludes skill build program, supported 
employment or clubhouse, medical appointments 
(MD, DO, PA, RN, DDS, OT, PT, or laboratory 
tests).  Adult consumers are engaged in 
meaningful activities that are meaningful to the 
consumer.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit
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Periodic Review of Incident Reports Provider has a process in place to periodically 
review all incident reports to look for trends, 
problem areas, for possible solutions or process 
improvements. Recommendations/actions taken 
are implemented in a timely manner.  The 
provider evaluates the actions taken to prevent 
further incidents.  This evaluation is used to 
determine effectiveness of the actions taken. The 
provider demonstrates a review of the actions at 
least 2 times per year.  Auditor will use specific 
trends in the home and request documentation 
that these were reviewed.

SCCMHA Provider Manual Policy on 
Competency Requirements; SCCMHA Policy 
04.01.02 - Incident Reporting and Review

Plan of Correction from Last Audit Provider submitted an acceptable plan of 
correction from last SCCMHA audit.  Site specific 
provider has a copy of the plan of correction as 
submitted by corporate provider.

SCCMHA Auditing Procedure.

Program Areas Consumers are involved in program areas 
(evaluation, quality, development, operations, and 
governance).  Persons with disabilities are 
involved in leadership roles that could be regular, 
ad hoc or even one time role that a consumer or 
family member plays in the organization such as: 
1) serving on the governing or advisory or 
consumer leadership board or committee, 2) 
helping to review or assess program quality, 3) 
facilitating or helping to facilitate program or site 
meetings of residents/persons served to review 
policies, obtain their input, etc. such as 
home/house/site meetings.  This could be as little 
as a few hours per year, or some level of regular 
hours per month.

MDCH App for Participation page 33; 2.3.4; 
SCCMHA Provider Manual Policy on Inclusion 
02.03.02

Provision for 24/7 Providers have a provision to be able to reach 
them somehow.  This can be through an 
answering service or via emergency cell phones 
etc.  With reasonable response time of 1 hour. 
 Substance Abuse providers must have 24/7 
access.

RFP; SCCMHA Provider Manual;  Licensing Rule 
400.14206

Quality Improvement/Program Evaluation Provider has specific initiated or given 
goals/measures. Provider has a system to identify 
problems and a plan of correction in place.

MSHN-SCCMHA Contract (Current FY), PIHP-
MDHHS Contract (Current FY), SCCMHA 
Provider Manual, Quality Assessment & 
Performance Improvement, 04.01.01

Repeat Citations Provider has evidence that previous citations 
have been corrected from the last annual audit.

SCCMHA Auditing Procedure.

Shift Notes/ Progress Notes Daily documentation is kept and completed on 
each shift which reflects implementation of 
consumer plan.  Provider completes daily 
documentation on each shift reflecting consumer 
participation in their plan.

SCCMHA Prov. Man., Type A & B Specialized 
Res., Service Plan and Records, Paragraph 2 
page 4; Licensing sm. Group Rules R400.14 316 
page 21; Licensing lg. Group Rules R400.15 316 
page 16

Staff List/Organizational Chart There is an Organizational Chart and or Staff 
listing for current staff.  Provider shall make 
available at the facility or arrange to have on site 
at the time of audit.

Licensing  small grp rules R400.14 103; 
Licensing large grp rules R400.15 103 page 2
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Vehicles Maintained The vehicles are maintained, in good working 
order, and are safe for consumers.  Do vehicles 
have emergency kit, emergency numbers etc. 
 How does provider ensure consumers get to 
medical appointments, etc.?  If provider does not 
have company vehicle how do they ensure staff 
vehicles are safe and staff have appropriate 
insurance coverage?  There is a vehicle 
breakdown and vehicle accident policy that is 
reviewed with staff annually.  

Licensing small group home rules R400.14 319 
pg. 22; Licensing large group rules R400.15319 
pg. 17; MDCH audit review 2012.

Facility/Program Observation

Accessibility Each setting must be physically accessible to the 
individuals residing/ attending there so the 
individuals may function as independently as they 
wish.  Individuals must be able to move around in 
the setting without physical barriers getting in 
their way.  This is especially true for individuals in 
wheelchairs or who require walking aids.  
Furniture must be placed in such a way that 
individuals can easily move around it, with 
pathways large enough for a wheelchair, scooter 
or walker to navigate easily if individuals with 
these types of mobility aides reside in the setting. 

Home and Community Based Services Medicaid 
Manual Requirements.  

Adaptive Equipment All durable medical equipment or assistive 
devices as ordered by PCP or physician are 
readily available and used as prescribed.  If 
incontinence or other healthcare or behavioral 
concerns are apparent, clean bedding is supplied 
as needed.  All equipment is safe and in good 
working order.

SCCMHA Provider Manual, Type A & Type B 
Spec. Residential, Guidelines, Page 5, Adaptive 
Equipment; Licensing sm. Group Rules R400.14 
306 Page 15; Licensing lg. Group Rules R 
400.15 306 Page 11

Assistance to Consumers Consumers are offered assistance as requested 
or indicated.

SCCMHA Provider Manual Policy 02.01.01 
Accommodations

Community Access Is accessible transportation available for 
individuals to make trips to the community 
(accessible transportation means having 
transportation services going where and when 
one wants to travel). If public transit is limited or 
unavailable, do individuals have another way to 
access the community? Acceptable evidence 
includes observation of accessible vehicles, as 
well as provider supplied evidence that vehicles 
and employees are accessible for transportation 
as well as information related to other means of 
transportation. Evidence shall be provided in 
providers policies as to how individuals have 
access to the community.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Community Contact Do individuals live and/or receive services and 
supports in a setting where there is regular (more 
than once per week) opportunity for contact with 
people not receiving services? Acceptable 
evidence is direct observation, consumer 
interviews, provider interviews, updated individual 
plan of service, and activity logs.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Confidentiality of Privacy Provider demonstrates protection of individual's 
privacy.

SCCMHA Provider Manual, RR Contract 
Requirements, RR Policies and Procedures, 
06.02.04.00; Licensing Rules1979 Amendment 
400.712 pg 10
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Confidentiality of Records Records or other confidential information are not 
open for public inspection?

Mental Health Code 330.1748(1); SCCMHA 
Provider Manual, RR Contract Requirements; RR 
Policies and Procedures, 06.02.04.00; Licensing 
Rules 1979 Amendment, 400.712 pg. 10.

Consumer Responsibilities SCCMHA consumers will be encouraged to 
maintain their own personal living quarters and 
participate in day to day housekeeping. 
 Tasks/procedures are posted.

SCCMHA Provider Manual, Type A Res. Pg 3, 
Type B Res. Pg 3, Physical Plant

Dignity and Respect Consumers are treated with dignity and respect Mental Health Code 330.1708(4);SCCMHA 
Provider Manual, RR Contract Requirements, RR 
Policies and Procedures, 06.02.06.00; Licensing 
Sm. Group rules R400.14 303&305; Licensing 
Lg. Group rules R400.15 303&305

Environmental Modifications Any needed environmental modifications have 
been made.  Provider has ensured proper follow-
through of any necessary modifications  (request 
is made through Case Manager/Supports 
Coordinator who forwards request on to clinical 
director).

Medicaid Ch III Cov svc for persons with DD pg 
58

Homelike Atmosphere The residential facility promotes a homelike 
atmosphere, i.e., pictures, plants, flowers, etc.

Best Practice

Inside and Outside Access Can individuals move inside and outside the 
home when they want? Acceptable evidence is 
observation and/or interview with individual and/or 
provider. Evidence may also include 
documentation completed for the individual by 
staff in the home.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Licensure for Program Licensure is posted on site  and available for 
public inspection.  (Indicates Specialized 
Certification for population that is being served in 
the home, MI or DD or both if consumers have 
both diagnosis).

Licensing sm. Group Rules  R400.14 103 page 3; 
Licensing lg. Group Rules R400.15 103(4)  page 
2

Nutrition & Dietary Providers will follow and utilize SCCMHA's 
Dietary Guidelines.  Menus are written and 
posted at least one week in advance and kept for 
one calendar year.   Routine cleaning schedule is 
maintained to ensure cleanliness.  Foods are 
monitored for expiration dates and are disposed 
of properly.  The temperature of the freezer is 
such that food is frozen solid, Refrigerator is 
below 40 degrees F, and water temperature is 
between 105-120.  If the home has snacks built 
into the daily routine these are identified on the 
menus.

SCCMHA Provider Manual, Type A, Page 5; 
Licensing sm. Group Rules R400.14 313 page 
19; Licensing lg. Group Rules R400.15 313 page 
14.

Provider Responsiveness Provider demonstrates responsiveness to 
individual client needs (language, physical access 
accommodations, cultural needs, etc.)

Application for participation MDCH page 50; 
3.1.8; Provider Manual Policy on Inclusion 
02.03.02

Residence Away From Multiple Homes Is the residence located away from multiple 
homes/settings (for people with disabilities)? 
Acceptable evidence is direct observation and 
responses from individual and provider interview. 
Evidence may include choices offered during the 
Person Centered Planning (PCP) Process and 
documentation within the Individual Plan of 
Service (IPOS) and individual Sentri record.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit
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Residence Free From Barriers Is the home free of fences, gates, locked doors, 
or other ways to block individuals from entering or 
exiting certain areas of their home/grounds? If no, 
specify why. Is the home physically accessible to 
all individuals (i.e. grab bars, shower chairs, 
wheel chair ramps, etc.). Acceptable evidence is 
direct observation and/or interview with individual 
and/or provider.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Residence Location Are the individual’s services delivered in a setting 
that is separate from or outside of the building 
and off the grounds of a hospital, nursing home, 
Intermediate Care Facility for Individuals with 
Intellectual Disabilities or Institute for Mental 
Disease (IMD)? Are the individual’s services 
delivered in a setting that is separate from a 
residential school or child caring institution? 
Acceptable evidence is direct observation.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Site Accessibility Is the home physically accessible to all 
individuals? If no, how are residents’ freedoms 
preserved with these barriers?  Is this addressed 
in all Positive Support/Behavior Plans? 
Acceptable evidence is direct observation and 
responses from consumer interview.

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

Site Maintained The property/fiscal plant/program site is 
maintained (if applicable).  The environment of 
care is clean, and organized.  Auditor did not note 
any items that were failing, in disrepair, or not 
maintained properly.  The provider has in place a 
method to assure that someone is monitoring and 
provider is informed of any repairs necessary.  
Proof documents available such as preventative 
maintenance logs and proofs of inspections as 
necessary.  

SCCMHA Provider Manual, Housing Best 
Practice Guideline, Quality Standards, Page 4; 
Licensing small Group Rules R400.14 403 Page 
24 & R 400. 14 209 Page 10 Licensing large 
Group Rules R400.15 209 Page 7 & R400.15 
403 page 18; SCCMHA Contract Attachment B

Supervision The program offers supervision of consumers in a 
safe and secure environment.

SCCMHA Provider Manual Residential Services 
Policy 03.02.07

Supervision of Shift Change There is proper supervision of consumers during 
shift changes.

Best Practice

Home Manager Questions

Emergency Preparedness Two days of backup food is maintained onsite for 
emergencies and is consistent with consumer diet 
orders.  Emergency kit available containing first 
aid kit, flashlight, battery operated radio, bottled 
water, adult incontinence briefs, etc. The home 
has a carbon monoxide detector. The telephone 
number for poison control center is readily 
available to staff and consumers.  Provider should 
have 4 gallons of water available at all times in 
case of water shortage.  There is a provision for 
Emergency Shelter for Interim and Overnight with 
agreement for overnight stay with hotel or motel.

SCCMHA Provider Manual, Specialized 
Residential Services Policy; AFC Licensing rules 
R400.18313 (2)

Health and Wellness Provider is supporting the health and wellness of 
consumers.  Menus support the food pyramid with 
five fruits and vegetables per day.  Exercise is 
discussed and promoted as part of the consumer 
daily or weekly routine.  

SCCMHA Health and Wellness and Michigan 
Health and Wellness initiative.  
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Log Books

Supervision Documented There is documented evidence that non 
professionals were appropriately supervised.  The 
evidence can be in staff communication logs, staff 
meeting minutes, staff performance improvement 
plans.  Evidence of supervision of support staff 
directly providing services. Auditor will be looking 
to see that home manager is reviewing progress 
notes.  Also looking to make sure CSM, OT, PT, 
Speech, Behaviorist, and Nurse are observing 
staff implementing the plan.  

MDCH Site Review Report & Plan of correction 
2/12/2003.  Medicaid Manual, General Info. Pg. 3

Policies and Procedures

 Record Retention Programs are housing records in a safe, secure 
location for records that are not currently active or 
in use. Auditors will be looking at how records are 
stored at the facility or program. If stored in 
another location how the provider can assure the 
documents are safe and secure. Provider has a 
policy/procedure that indicates how records will 
be stored, how long, and how they will be 
disposed of after the date of retention has 
expired.

Health Information Technology for Economic and 
Clinical Health (HITECH) Act. SCCMHA HIPAA 
Compliance Policies.

Advance Directives Staff are aware of any advance directives of 
consumers living in the facility.  Provider has a 
procedure for determining if consumer has an 
advance directive and a method of informing staff 
what to do because the consumer has an 
advance directive.

SCCMHA Provider Manual Policy on Advanced 
Directives 03.02.14

Code of Conduct Provider has a code of conduct for staff. This 
code of conduct includes standards of work 
conduct regarding being under the influence of 
illegal drugs or alcohol.  

MDHHS(previously MDCH) App for Participation 
page 42; 2.10 ;  SCCMHA Policy 05.06.03 
Competency Requirements for the SCCMHA 
Provider Network.  

Competency Policy: Orientation Training Provider has human resource procedures that 
address SCCMHA competencies for 
Orientation/training.

SCCMHA Provider Manual, Competency 
Requirements for the SCCMHA Provider Network 
05.06.03;  SCCMHA Provider Manual Residential 
Services Policy 03.02.07

Competency Policy: Performance Monitoring Provider has human resource procedures that 
address SCCMHA competencies for Performance 
Monitoring (evaluations).  Provider will conduct 
routine performance evaluations on an annual 
basis at minimum.

Medicaid Manual, Admin Record Keeping; 
SCCMHA Provider Manual Competency 
Requirements for the SCCMHA Provider Network 
05.06.03

Health and Safety Policy A Health & Safety policy/procedure is available 
for the facility.  The Policy should include Fire, 
Tornado, Medical Emergencies, Power Outages, 
Gas Leaks, Bomb Threat, Missing Person, etc. as 
well as provisions to ensure routine checks of 
facility for any potential health and safety 
hazards.  

MDCH App for Participation page 38; 2.7; 
Licensing sm. Group Rules R400.14205 page 8 
and R400.14301 page 10-12

Human Resources Policy Staff are credentialed, licensed, and policy is 
followed for appropriate program type.  All roles 
providing services to consumers will be described 
in job descriptions, candidates for positions will be 
qualified against requirements and duties 
contained in job descriptions.

SCCMHA Provider Manual, 09.04.03.01 Network 
Providers Background Certification & 
Credentialing Procedure & Plan:  Licensing sm. 
Group Rules R400.14 203 & 204 page 7; 
Licensing lg. Group Rules R400.15 203 & 204 
page 5
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Infection Control Plan There is an infection control plan in place to 
address infection control.  Policy and Procedure 
to address infection control issues.  If the home 
has needles in the home the home must have a 
needle stick protocol as part of their infection 
control policy.  

SCCMHA Provider Manual Policy 06.01.02 
Infection Control Policy and Procedure

Medication Disposal There is an appropriate, documented procedure 
for staff disposal of any and all discontinued or 
unused out of date medications. This should 
include documented witness that signs along with 
person who is disposing of the medications. 

Medicaid Ch. III, Covered Svcs;  Licensing sm. 
Group Rules R400.14 316 & 312 page 21 & 18; 
Licensing lg. Group Rules R400.15 314 page 14 
& 15; SCCMHA Policy 03.02.17  Medication 
Management in Licensed Residential Settings

Policies and Procedures for Accommodations The provider has proof of related 
policies/procedures for accommodations. 
 Policies should include how provider routinely 
identifies and addresses individual and systemic 
needs.  Will ensure access and accommodation 
of persons with Limited-English proficiency (LEP), 
ensure system sensitivity and accommodation of 
diverse ethnic/cultural backgrounds, 
accommodation of individuals w/communication 
impairments (including persons who do not use 
verbal language to communicate or who use 
alternative forms of communication, ensure 
persons with visual, hearing or other physical 
impairments and mobility challenges are 
accommodated).

MDCH App for Participation page 36, 2.5; 
SCCMHA Provider Manual, Accommodations 
Policy 02.01.01

Pre Hire Screening Provider completes a pre hire screening which 
includes, background check, driving record check, 
recipient rights check, reference checks, and any 
health screening that is required prior 
employment. Provider also includes a pre-
employment declaration regarding being under 
the influence of illegal drugs or alcohol.  

SCCMHA Provider Manual, Competency 
Requirements for the SCCMHA Provider Network 
05.06.03 

Tornado Drills The facility will have a procedure addressing what 
to do in case of a tornado.  The facility will have at 
least one tornado drill per month during the 
months of April through September which is 
typically tornado season in Michigan.  Provider 
will have proof documentation of occurrence of 
the drills.  

SCCMHA Safety Procedures.  

Pre-Audit Review

Audit Entrance conference with provider either on 
date of audit or prior to the desk audit.

Meet with provider to go over how the audit 
process will take place and what the expectation 
is of the provider during the process.  Ensure the 
provider understand deadlines for documentation 
submissions.  Have the provider give contact 
information for main person to receive requests 
during the audit process.

SCCMHA Auditing Procedure

Audit Exit Conference with provider on final date of 
audit.

Meet with the provider to discuss findings, 
highlighting good points, as well as, areas where 
they can expect citations, and an anticipated date 
of written report.  Also remember to give a copy of 
the audit questionnaire.

SCCMHA Auditing Procedure
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Audit Findings Other Review Contract file.  Are there are plans of 
correction from Contract Compliance?  Are there 
Compliance Notes?  Check internet michigan.gov 
website for last licensing survey and any 
investigative reports.  Note the date of the last 
survey and report.

SCCMHA Provider Participation Agreement

Audit Findings--previous year Auditor will review audit findings from past year 
and make sure these areas are reviewed during 
current audit review.   

SCCMHA Provider Manual, Policy 05.06.01

Case Managers/Supports Coordinator 
Communications

Verify through letters, correspondence, meeting 
minutes, review logs, surveys to 
supervisors/chairpersons, etc. (Contact Case 
Manager/Supports Coordinator for issues, 
comments, etc.)

NO REFERENCE IN SYSTEM

Compliance Notices Do they exist and if so what responses were. 
 (Review Contract file)

SCCMHA Best Practice

Consumer Participation in Audit A consumer must be involved in at least one audit 
per category of audits.

SCCMHA Consumerism Policy 02.03.01 and 
Inclusion Policy 02.03.02

Contracts Provider has current contract with SCCMHA, or is 
in process of renewing contract.  (Review 
Expirations Report from DB)

SCCMHA Provider Manual, Policy 02.02.06

Eligibility Consumers are eligible to receive services from 
SCCMHA.  (Medicaid is in effect or other CMH 
coverage--MI Child, Subsidy, Children's Waiver-- 
is in place)

Medicaid Provider Manual, SCCMHA Provider 
Manual 03.01.01

Incident Reporting Incident Reports are completed as needed and a 
copy is filed at SCCMHA. The Incident Reports 
are to be filed within 24 hours of the incident.  
(Submit to SCCMHA Quality Department)

Licensing Rules for Adult Foster Care Small 
Group Homes (12 or less); Licensing Rules for 
Adult Foster Care Large Group Homes (13-20);
SCCMHA Provider Manual, SCCMHA Policy 
04.01.02 -  Incident Reporting and Review;

Licensure/Accreditations/Licenses Expired Gather Proper Licensing and accreditation 
documentations, ensure they are all current and 
Provider Specific and provider is in good 
standing.  CARF, JACHO, COA, specialized 
residential licensing. Inpatient settings also need 
to have Substance Abuse licensure.  (Review 
Contract File)

MHC (P.A. 258) MCL 330.1134; Licensing Rules 
for Adult Foster Care Small Group Homes (12 or 
less); Licensing Rules for Adult Foster Care 
Large Group Homes (13-20); Contract 
Compliance; SCCMHA Provider Participation 
Agreement

Notifications Has Provider received any notifications from 
MDHHS or MSHN?

MDHHS New Waiver Rules; HCBS Readiness 
Site Tool Visit

PCP Scope Amount, duration, scope of services are 
supported by PCP (What services, how often, and 
how long).

SCCMHA Provider Manual; Consumerism Best 
Practice Guideline; Medicaid Manual, Mental 
Health and Substance Abuse 1.6 and 13.3

Prescription of Personal Care Consumer Plan specifies personal care services 
needed by consumer and is reviewed and 
approved at least once per year.  The plan is 
specific to let staff know how to care for the 
consumer.  

AFC Licensing Specialized Certification Rules; 
Medicaid Manual 11.3

Quality of Life and Advocacy Reports Quality of Life Reports (check contract files or 
previous audit file).  

NO REFERENCE IN SYSTEM
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Recipient Rights Corrective Action Any Recipient Rights Corrective Action plan was 
needed and when you go to the site make sure 
the corrective action plan has been implemented. 
 (Check the current audit file and previous audit 
file for any ORR site visit information and review 
for need for plan of correction).

MMHC 330.1755 Office of recipient rights; 
establishment by community mental health 
services program and hospital; SCCMHA 
Provider Manual

Training Records Minimum training standard for service type is met 
based upon SCCMHA Training Grid (Review 
Training Grid Report from DB)

SCCMHA Provider Manual, Competency 
Requirements for the SCCMHA Provider Network 
05.06.03

Staff File Review

Medication Certification All staff passing consumer medications have 
been certified 10 times by a staff member that 
has been certified by a SCCMHA Nurse or the 
nurse the provider has on staff.  Re -Certification 
will occur every three years.  This certification is 
to assure the provider/home manager is 
comfortable with staff passing medications.  (not 
all staff must be certified but staff that are passing 
medications must be certified and at least one 
staff on shift must be certified).

SCCMHA Policy 03.02.17 Medication 
Management in Licensed Residential Settings.

Ongoing Background Checks and Sanctions As required for CMS (Centers for Medicaid and 
Medicare Services) to reduce fraud and abuse of 
Medicaid and Medicare funds, sanction checks 
should be performed against the List of Excluded 
Individuals/Entities maintained by the Office of 
Inspector General (OIG/LEIE) and Systems for 
Award Management (SAM).  At minimum, 
providers are required to complete these checks 
at least monthly.  Providers are required to review 
the Michigan Provider Sanction List at least 
monthly. Ongoing criminal background checks 
ICHAT (Internet Criminal History Access Tool) 
should be performed every two years. These 
checks are required for all staff working in the 
agency, board members, and anyone with a 
controlling interest in the agency. 

SCCMHA Provider Manual, Competency 
Requirements for the SCCMHA Provider Network 
05.06.03; MDHHS Site Review; MSHN Site 
Review 

Provider Completes Reference Checks Providers are verifying references as a part of 
their pre hire screening and there is proof in the 
staff files.

SCCMHA Provider Manual, Competency 
Requirements for the SCCMHA Provider Network 
05.06.03

Staff Job Descriptions on file Job descriptions are on file. SCCMHA Provider Manual Policy 05.06.03 
Competency Requirements for the SCCMHA 
Provider Network; Licensing sm. Group Rules 
R400.14 208 page 9; Licensing lg. Group Rules 
R400.15 208 page 7.  

Staff Training Records Provider has training logs available at time of site 
visit with current information of completed 
trainings and certifications.

Licensing small grp rules R400.14 204 page 7; 
Licensing large grp rules R400.15 204

Training for Accommodations Provider has proof of training relating to 
accommodations (cultural diversity, disability 
sensitivity, LEP, etc.)  Accommodations training 
needs to include any special trainings needed for 
consumer accommodations such as lifts, sign 
language, any Mental Illness, Developmental 
Disabilities, and Substance Abuse trainings etc. 
completed. Auditor will look for quarterly 
training/in-service.

SCCMHA Provider Manual; SCCMHA Policy 
02.01.01 - Enrollee Rights and Accommodations; 
SCCMHA Policy 03.02.07 - Residential Services; 
SCCMHA Policy 05.06.03 - Competency 
Requirements for the SCCMHA Provider 
Network;
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Training Minimum Standards Minimum training standard for service type is met 
based upon SCCMHA Training Grid and is 
documented in staff file.  Looking for 95% 
compliance overall with training for persons that 
have been employed over 60 days.  (Refer to 
Pre-Audit review)

Medicaid Manual, General Info. Pg. 3; SCCMHA 
Provider Manual, Competency Requirements 
Policy 05.06.03;  Specialized Certification Rules 
for AFC R330.1806(2)(a-b)

Staff Questions

Direct Care Wage Increase Was provider given a direct care wage increase 
during the year.  If so is there proof at the site that 
staff  the increase as noted in the SCCMHA 
contract.  

SCCMHA Contract and Direct Care Wage 
increases as noted from the State of Michigan.  

Staff Described Plan Staff is able to describe each plan for consumer--
dietary needs, restrictions, etc.  Auditor to 
document the name of the staff that provided the 
information.  

MDCH Site Review Protocols; AFC Small Group 
rules R400.14206 (2); Large Group rules 
R400.15201 (8) (c).

Staff Identification Staff can identify each consumer's case 
manager/Supports Coordinator and there is 
evidence of communication.

MDCH App for participation pg 32 2.2.2

Staff Knowledge, Skills, Experience Staff has the knowledge and skills to meet the 
needs and desired outcomes of the clients, 
including experience in working with persons with 
mental health needs.

Medicaid Manual, General Information; Licensing 
sm. Group Rules R400.14 201 & 204 page 6&7; 
Licensing lg. Group Rules R400.15 201 & 204 
page 4&5
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