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COMPENSATION SCHEDULE 
(Facility) 

SAMPLE 

For medically necessary covered services rendered to Covered Persons by Provider, in accordance with 
the terms of the Agreement, Provider shall accept as payment in full the lesser of contracted rate or 
billed charges as follows: 

Per Diem Payment: An all-inclusive payment made for each day of admission of a Covered Person. Such 
payment shall be considered as payment in full for services provided to the Covered Person for each day 
of admission, including but not limited to nursing care, diagnostic and therapeutic services, supplies, 
medications, room and board charges, physician charges. Exclusions - Electroconvulsive Therapy (ECT) 

Per Treatment: An all-inclusive payment for each procedure performed per treatment of a Covered 
Person.  Such payment shall be considered as payment in full for services provided to the Covered 
Person for each treatment.  Including but not limited to facility charges, psychiatric charges, and 
anesthesiologist.  

Facility Services 

Services Encounter Code Base Rate Payment Type 
Adult Inpatient Services 0100 Per Diem 
Child Inpatient Services 0100 Per Diem 
Partial Hospitalization Program 0912 Per Diem 
ECT Inpatient 0901 Per Treatment 
ECT Outpatient 0901 Per Treatment 

• Psychiatrist 90870 
• Anesthesiologist 00104 base units x 

minutes 

Lakeshore Regional Entity reserves the right to amend reimbursement policies with advance noticed as 
outlined in the Provider Contract.  

Attachment J
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Incentive Value 
Based upon satisfactory performance, as described below, Provider may be awarded incentive payments 
each quarter based on all reimbursed claims 0100 Adult and Child Inpatient Service encounters within 
defined quarter. Performance shall be calculated regionally, with quarters defined as: Quarter 1, 
October 1- December 31; Quarter 2, January 1- March 31; Quarter 3, April 1-June 30; and Quarter 4, July 
1- September 30. Payments shall be distributed among each Region 3 CMHSP based on that quarter’s
encounter reporting.

At regular intervals, not less than monthly, Provider shall be given the opportunity to review data 
reports related to progress and achievement of value-based metrics. 

Indicator 1: Increase Admissions 

Description: Provider will increase the number of Region 3 referred consumers. Only consumers directly 
referred to or authorized by a Region 3 CMHSP will be counted toward achieving this indicator. 

Measure: Based on overall Region 3 inpatient episodes each quarter, Provider will accept 45% of Region 
3 inpatient admissions, not to exceed 450 episodes, each quarter.  

Available Incentive: .5%  

Indicator 2a: Consumer Supports Inclusion/Care Coordination 

Description: Between October 1, 2022, and September 30, 2023, Provider will review practices and 
standards to ensure inclusion, collaboration, and coordination with consumers primary and secondary 
supports in inpatient psychiatric treatment during key components of service delivery, including but not 
limited to, intake, screening and assessment, diagnosis, treatment and intervention, and discharge 
planning. Consumer supports are defined here as, family and/or friends, but may include, but is not 
limited to, primary care provider, established mental health outpatient provider, community mental 
health, or CCBHC. 

Must Include: 

• Standards for inclusion of consumer supports in assessment, care coordination, and
discharge planning of all consumers.

• Resource bank and referral process for Primary Consumer Supports (Support Groups,
Family Therapy, Family Psychoeducation, Education Resources).

• Process to ensure adherence to standards.
• Education for provider staff on any established or amended standards.
• Provider will present all policies and procedures which address these standards once

they are determined to meet the above standards.

Measure: Quarter 1 achievement of incentive requires submission of a progress report including draft 
project plan. For Quarter 2, provider shall submit a project plan by the end of second quarter outlining 
the steps and schedule for review of current policies and procedures and subsequent plan to make any 
necessary institutional changes required to meet the standards outlined in the metric. The plan must 
include specific, measurable actions to be taken upon acceptance of this plan, provider shall become 
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eligible for this incentive for Quarter 2. For Quarter 3 and 4 incentives, provider shall be eligible for 
subsequent quarterly incentives based on satisfactory achievement of actions described in the plan. 

Available Incentive: .25%  

Indicator 2b: Harm Reduction for Consumers with Co-occurring SUD 

Description: Between October 1, 2022, and September 30, 2023, Provider will review practices and 
standards to include harm reduction principles in psychiatric inpatient treatment to reduce risk, support 
engaging consumers in their current stage of change, and reduce risk of overdose deaths. 

Must Include: 

• Offer Naloxone education and prescription or referral to a pharmacy which participates
in the Standing Naloxone Order Program to all consumers who have a history of OUD or
overdose.

• Review and incorporate Harm Reduction Principles into inpatient psychiatric hospital
treatment practices and policies:

o Principle 1: Accepts, for better or worse, that licit and illicit drug use is part of
our world and chooses to work to minimize its harmful effects rather than
simply ignore or condemn them

o Principle 2: Understands drug use as a complex, multi-faceted phenomenon that
encompasses a continuum of behaviors from severe use to total abstinence, and
acknowledges that some ways of using drugs are clearly safer than others

o Principle 3: Establishes quality of individual and community life and well-being
— not necessarily cessation of all drug use — as the criteria for successful
interventions and policies

o Principle 4: Calls for the non-judgmental, non-coercive provision of services and
resources to people who use drugs and the communities in which they live in
order to assist them in reducing attendant harm

o Principle 5: Ensures that people who use drugs and those with a history of drug
use routinely have a real voice in the creation of programs and policies designed
to serve them

o Principle 6: Affirms people who use drugs (PWUD) themselves as the primary
agents of reducing the harms of their drug use and seeks to empower PWUD to
share information and support each other in strategies which meet their actual
conditions of use

o Principle 7: Recognizes that the realities of poverty, class, racism, social
isolation, past trauma, sex-based discrimination, and other social inequalities
affect both people’s vulnerability to and capacity for effectively dealing with
drug-related harm

o Principle 8: Does not attempt to minimize or ignore the real and tragic harm and
danger that can be associated with illicit drug use
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• Provider must continue any established medication treatment, as clinically indicated, for
the treatment of substance use disorders, including MAT/MOUD for consumers in
inpatient psychiatric treatment.

• Process to ensure adherence to standards.
• Education for provider staff on any established or amended standards.
• Provider will present all policies and procedures which address these standards once

they are determined to meet the above standards.

Measure: Quarter 1 achievement of incentive requires submission of a progress report including draft 
project plan. For Quarter 2, provider shall submit a project plan by the end of second quarter outlining 
the steps and schedule for review of current policies and procedures and subsequent plan to make any 
necessary institutional changes required to meet the standards outlined in the metric. The plan must 
include specific, measurable actions to be taken upon acceptance of this plan, provider shall become 
eligible for this incentive for Quarter 2. For Quarter 3 and 4 incentives, provider shall be eligible for 
subsequent quarterly incentives based on satisfactory achievement of actions described in the plan. 

Available Incentive: .25% 

Indicator 3: Discharge Appointment within 7 Days 

Description: Provider will ensure a follow up appointment is scheduled upon discharge for all psychiatric 
inpatient episodes. 

“Discharges” are the events involving people who are discharged from a Psychiatric Inpatient Unit 
(community, IMD or state hospital) who meet the criteria for specialty mental health services and are 
the responsibility of the CMHSP/PIHP for follow-up services.  In the event of multiple discharges of one 
person during the reporting period, count the number of discharges. 

Follow up appointment or “seen for follow-up care” is defined as a face-to-face service with a 
professional (not exclusively psychiatrists).  

“Days” are defined as calendar days. 

Measure: Follow Up After Hospitalization “FUH” Reports will be utilized for measurement of scheduled 
appointments within seven (7) days of discharge from inpatient psychiatric treatment for 90% of all 
treatment episodes. At regular intervals, Provider shall be given the opportunity to review data reports 
on Provider-specific FUH data. Provider will be given the opportunity to dispute any discrepancies 
between provided FUH data reports and their own tracking. Such dispute shall be made within ten (10) 
business days of being provided the report. Provider data will be included in the calculation for 
determining earned incentive.  

Available Incentive: .5% 

Indicator 4: Readmission Rates 

Description: Readmission rates shall be calculated quarterly for any consumer discharged from 
psychiatric inpatient treatment at seven (7) and thirty (30) days. 
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Readmission is defined as any authorization for inpatient psychiatric treatment at any facility within 
seven (7) or thirty (30) days of a prior inpatient psychiatric treatment episode.  

Readmission Rate is defined as the percentage of inpatient psychiatric hospitalization encounters which 
are followed by an inpatient psychiatric hospitalization encounter within seven (7) and thirty (30) days 
of discharge.  

Readmission Rate Benchmarks 
Average Above Average 

7 day 3.3% 3.0% 
30 day 5.7% 5.4% 

Measure: “Average” Readmission Rate Benchmark is set by the average readmission rate for all Region 3 
CMHSP contracted inpatient psychiatric providers. “Above Average” Readmission Rate Benchmark is set 
by decreasing the “Average” Readmission Rate by 0.3%. For the purposes of measurement of 
achievement of this indicator, only Medicaid Primary consumers will be measured due to data 
capabilities.  

Achievement 
7 Day (Average – .15%, or Above Average – .25%) 

3.0% (or less) 3.1% 3.2% 3.3% 3.4%+ 

Achievement 
30 Day (Average – .15%, or Above Average – .25%) 

5.4% (or less) 5.5% 5.6% 5.7% 5.8%+ 

Provider may become eligible for each incentive individually, i.e. achieving “above average” for seven (7) 
day, yet “average” for thirty (30) day. 

The eligible percentage for achieving the average performance benchmark is .15% for each of seven (7) 
and thirty (30) standards, or .25% for above average performance benchmark for each of seven (7) and 
thirty (30) day standards. 

Achievement Examples: Provider achieves a seven (7) day readmission rate of 3.2% and a thirty (30) day 
readmission rate of 4.8% in FY23 Quarter 1. The incentive value achieved for the seven (7) day 
readmission rate is “Average” and holds an incentive value of .15%. The incentive value achieved for the 
thirty (30) day readmission rate is “Above Average” and holds an incentive value of .25%. The provider 
would receive a .4% increase for this indicator for FY23 Quarter 1 inpatient psychiatric services.  

Provider achieves a seven (7) day readmission rate of 2.2% and a thirty (30) day readmission rate of 
5.8% in FY23 Quarter 1. The incentive value achieved for the seven (7) day readmission rate is “Above 
Average” and holds an incentive value of .25%. No incentive is achieved for the thirty (30) day 
readmission rate due to not meeting the “Average” or “Above Average” benchmarks. The provider 
would receive a .25% increase for this indicator for FY23 Quarter 1 inpatient psychiatric services.  

Available Incentive: .5% 
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Region 3 FY23 Value Based Contracting Tracking – SAMPLE 

Indicator FY23 – Q1 FY23 – Q2 FY23 – Q3 FY23 – Q4 
Indicator 1 – Increase 
Admissions 

*** % of Total Services 

**% of LRE Episodes or 
*** Episodes 

**% of LRE Episodes or 
*** Episodes 

**% of LRE Episodes or 
*** Episodes 

**% of LRE Episodes or 
*** Episodes 

Indicator 2a – Service 
Improvement 

*** % of Total Services 

Develop and provide a 
timeline for completion, 
to be measured Q2, Q3, 
and Q4 

Met goals outlined in 
provided timeline 

Met goals outlined in 
provided timeline 

Met goals outlined in 
provided timeline 

Indicator 2b – Service 
Improvement 

*** % of Total Services 

Develop and provide a 
timeline for completion, 
to be measured Q2, Q3, 
and Q4 

Met goals outlined in 
provided timeline 

Met goals outlined in 
provided timeline 

Met goals outlined in 
provided timeline 

Indicator 3 – Discharge 
Appointments 

*** % of Total Services 

Provide evidence of a 
post discharge 
appointment scheduled 
for at least 98% of 
episodes 

Provide evidence of a 
post discharge 
appointment scheduled 
for at least 98% of 
episodes 

Provide evidence of a 
post discharge 
appointment scheduled 
for at least 98% of 
episodes 

Provide evidence of a 
post discharge 
appointment scheduled 
for at least 98% of 
episodes 

Indicator 4 – 
Readmission Rates 
Up to *** % of Total 
Services 

7 and/or 30 Day 
Readmission Rate 
Benchmark Met – Up to 
*** % 

7 and/or 30 Day 
Readmission Rate 
Benchmark Met – Up to 
*** % 

7 and/or 30 Day 
Readmission Rate 
Benchmark Met – Up to 
*** % 

7 and/or 30 Day 
Readmission Rate 
Benchmark Met – Up to 
*** % 
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Jim and Don
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Objectives

Understand the key 
pillars for value-
based contracting.

Learn about using care 
pathways as the 
foundation for 
developing value-based 
care.

Discuss implications 
of value-based 
contracting for 
clinical, finance, and 
quality teams.

Understand how to 
develop and implement 
value-based models 
with inpatient psychiatric 
hospitals.
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Before we get into the specifics, want to give a general overview of the timeline and process. These are not necessarily exclusive timeframes. There was some overlap.

Idea- October 2021-December 2021 
A sort of germination phase.
A lot of conversations with stakeholders, including partner hospitals
Issued a contract with a part of the rate increase contingent upon implementation of a mutually agreed upon VBP to begin 10/1/23
Model Development- January 2022- June 2022
This is where much of the heavily lifting was done. We did a lot of research and discovered there was nothing in development for hospital VBPs that would work for us.
Development of the care pathway
Set up bi-weekly meetings with each hospital
Frequent meetings with  LRE Regional Operations Advisory Teams (ROATS are comprised of LRE and CMH staff which work on regional projects)
Clinical ROAT, Provider Network ROAT, UM, Finance
Contract Development July 2022- September 2022
Developed contract language and terms of VBP measurement
Rate negotiation- assigned values to each of the metrics
Approval from the State
Ongoing Development or “What now?” October 2022- present
VBP agreement in place
Continue monthly meetings
Monitor project metrics





Regional Overview

Presenter Notes
Presentation Notes
Don [5 minutes]

Before we get into the specifics, want to give a general overview of the timeline and process. These are not necessarily exclusive timeframes. There was some overlap.

Idea- October 2021-December 2021 
A sort of germination phase.
A lot of conversations with stakeholders, including partner hospitals
Issued a contract with a part of the rate increase contingent upon implementation of a mutually agreed upon VBP to begin 10/1/23
Model Development- January 2022- June 2022
This is where much of the heavily lifting was done. We did a lot of research and discovered there was nothing in development for hospital VBPs that would work for us.
Development of the care pathway
Set up bi-weekly meetings with each hospital
Frequent meetings with  LRE Regional Operations Advisory Teams (ROATS are comprised of LRE and CMH staff which work on regional projects)
Clinical ROAT, Provider Network ROAT, UM, Finance
Contract Development July 2022- September 2022
Developed contract language and terms of VBP measurement
Rate negotiation- assigned values to each of the metrics
Approval from the State
Ongoing Development or “What now?” October 2022- present
VBP agreement in place
Continue monthly meetings
Monitor project metrics





Timeline

Idea
Oct. 2021 – Dec. 2021

•Obtained buy-in from key 
stakeholders. Value Based 
contract issued for FY22. 

•Contract issued an enhanced 
Per Diem rate, which was 
contingent upon the 
development of a mutually 
agreed upon Value Based 
Contract for FY23

Model Development
Jan. 2022 – Jun. 2022

•Development of Care 
Pathway and Project 
Timeline

•Monthly development 
meetings between LRE 
and participating 
Providers. 

•Project was brought to 
LRE ROATs (Provider 
Network, UM, Clinical, 
Finance)

Contract Development
Jul. 2022 – Sep. 2022

• Contract language
•Rate negation 
•Indicator Achievement 
Measurement

•Value Based Contract 
approval 

What Now?
October 2022 - Present

•FY23 Value Based 
Contract executed. 

•Continuing monthly 
meetings with 
participating providers. 

•Monitoring project 
metrics
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Idea

• The “Why”

• Goals

• Foundations of Value Based
Contracting

Presenter Notes
Presentation Notes
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In thinking about the idea for VBP models with inpatient, we focused on three things:

“Why” are we undertaking this project? What’s driving the effort?
What were we hoping to achieve?
What foundations did we want to build on?



The 
“Why”

• Siloed Treatment

• High Costs

• Lack of Accountability

• Desire to Shift the Narrative

Presenter Notes
Presentation Notes
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Treatment is siloed. For understandable reasons, hospitals focused almost entirely on inpatient services, without broader focus on SDOH, coordination, or other treatment factors. We wanted to address these “other factors”
Inpatient is incredibly expensive, irrespective of the quality of care provided. How can we get more value out of the money we were spending?
We were having difficulty holding hospitals accountable for subpar care. If care coordination did not happen, we had little recourse. The hospital received payment anyway. We wanted to increase accountability.
Inpatient costs are rising year over year. There’s little we can do about it- there simply are not enough hospital beds so most of us cannot afford to risk losing access to beds. Part of our hope in this project is shifting the narrative away from “rates” and toward “value” for inpatient care.



Goals

Better Outcomes

Better Consumer Experience 

Care Efficiency 

Improved Provider Experience 

Quadruple 
Aim

Desire for more seamless integration of inpatient treatment into the continuum
Treatment 

Continuum

Increase quality measures and clinical treatment standards
Clinical 

Standards 

Increase collaborative relationship between PIHP/CMHs and inpatient providersRelationships
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Quadruple Aim: better outcomes, better consumer experience, efficient care, and an improved provider experience.
Treatment Continuum: we want a more seamless integration of inpatient treatment into the broader care continuum.
Clinical standards: Increase the quality of care.
Relationships: We want to foster collaborative relationships with our hospitals so that we can all focus on what matters: people getting treatment.



Foundations of Value 
Based Contracting: 

What it is…

A Value Based Contract is a written contractual arrangement between parties in 
which the payment for health care goods and services is tied to predetermined, 
mutually agreed upon terms that are based on clinical circumstances, patient 
outcomes, and other specified measures of the appropriateness and effectiveness 
of the services rendered.1

• Quality over Quantity 
• Better Business, is Better Business 
• Characteristics of a Value Based Contract 2

1. Identifies Mutually Desired Clinical Outcomes
2. Defines the Measurement of “Good” and “Poor” Clinical Outcomes
3. Specifies a Reimbursement Formula

Presenter Notes
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Quality over Quantity
Rather than payment being solely dependent on the quantity of services rendered, it is instead influenced or determined by value of care delivered to a population or specified group of patients.
Better business, is better business. What we mean is that both the payor and the provider benefit from treatment that is cost effective, efficient, and results in positive clinical outcomes.
Characteristics of a VB Contract2
Identifies a set of outcomes, mutually recognized by payors and providers, that reflect the clinical or economic benefits expected from health care goods or services in therapy for a specific condition in a specific population.
Defines the measurement of specific clinical outcomes in real-world populations to include the specification of reference data sources, protocols, and processes used and the outcome thresholds that represent “good” and “poor” outcomes.
Specifies a formula that determines the net price to be reimbursed for goods and services rendered. The payment of the net price is contingent upon the achievement of specified measured outcomes. The mechanism of implementation also is specified, usually as a rebate. The contract terms also delineate auditing and adjudication processes acceptable to both parties.
 One point worth nothing about VBP. While we are after value, and we obviously want the most cost effective services to meet a person’s clinical need, value-based agreements should not be focused on cost savings. Cost savings can be benefit, but it should never be the goal. Once you start thinking in terms of saving money, you lose focus on improving treatment outcomes.






Foundations of Value 
Based Contracting: 
Reduce Burden 
vs. Increase 
Quality

• Historic Value Based Contracting – Reduction in administrative burden and 
increased clinician autonomy 

• Regulations and requirements set by governing entities forced a different 
approach
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Historical Value Based Contracting
Largely focused on reducing administrative burden and increasing clinician autonomy.
One of the early discussions with one of our partners focused on a Case rate where we agreed to pay a set amount regardless of the length of stay. The hospital was adamant they would only agree to this if we removed the requirement for CSRs. Because of our medical necessity requirements, we couldn’t agree to that so tabled the case rate discussion. However, our clinical team has worked with our CMHSP members to address hospital concerns with CSR burdens to improve the process.
Regulations and Requirements
As specialty Medicaid providers, we have so many requirements. It makes focusing on reducing administrative burden more challenging. In the regular insurance world, where VBP model are more common, it’s “here’s your money, provide the service.” Our world is “here’s your money and 1000 pages of rules you have to follow to provide a service.”
Because of this, we opted to focus more on improving clinical outcomes and increasing the value of treatment. We wanted “more bang for our buck.”
Now I am going to turn it over to Jim to provide detail into the actual model development and then I will wrap up by talking about how we put the actual agreements together.




Model Development

• Setting the Foundation

• Care Pathway Development

• Value Based Indicator Development
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New section of presentation will cover “Setting the Foundation”, “Care Pathway Development”, and “VBI Development”. 



Setting the 
Foundation

• Participating Provider Selection

• Stakeholder Buy-In

• 1 Year Value Based Contract

• Recurrent Development Meetings

Presenter Notes
Presentation Notes
Jim [3 minutes]

Engaged discussion with (4) inpatient hospitals within Region 3.  Two committed to the project, and happen to be our to largest inpatient providers in the region. 
At the same time, brought this to various regional committees (Regional Operations Teams) CMHSP CEOs first, then ROATS
Providers who had committed to the FY23 Value-Based Contract Development Project were issued a 1 year vb contract. The agreement issued the providers a 1.5% increase to their base rate, contingent upon the execution of a mutually agreed upon value based contract in FY23. 
Scheduled monthly meetings with providers which increased to every other week to hold accountability to tasks and ensure buy in from providers through development stages. 




Creating 
Care 
Pathways

• Lack set of Behavioral Health Outcome Measures or Quality 
Standards

• Most Medicaid Value Based arrangements support delivery 
of physical health services

• Lack of established models for replication 

Presenter Notes
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Jim [2 minutes]
Started with an exhaustive search for established models, Outcome Measures, or Quality Standards. 
Most established Value Based arrangements for Medicaid Services support delivery of physical health services. 
Using value-based arrangements in BH is uncommon, and for inpatient psychiatric services even more uncommon. Some states which have more privatized Medicaid behavioral health systems seem to be attempting value based purchasing, but the structures are not able to be replicated in our system. It was obvious there wasn't going to be an “easy” solution. 



Creating 
Care 
Pathways

• National Council for Mental Wellbeing proposed the 
utilization of Care Pathways for Value Based Contracting in 
Community Based Behavioral Health Treatment 3

• Care Pathways are an established framework for medical 
treatment (diabetes, obesity, blood pressure). 

3 The National Council For Mental Wellbeing, Care Pathway Toolkit
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We did find a resource from the National Council for Mental Wellbeing which proposed the utilization of Care Pathways for VB contracting in CB BH Tx. 
Which got us thinking… Can we use this? 
So what is a care pathway? Any of our collogues here trained in a medical model will be familiar with the idea. Care Pathways are a long established mechanism for outlining the standard treatment protocols for a particular illness or diagnosis. Think: Diabetes, obesity, Blood Pressure. 
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As an example, here is a care pathway for Blood Pressure. 
Check BP at appointment – Is it high? 
No? Great! Applaud health and offer prevention strategies
Yes? Enter a series of decision making to determine the next steps or course of treatment. 




Benefits 
of Care 
Pathways

Offers measurement-based value-proposition, service targets, and associated structures

Measurement-based care anchored in evidence-based treatment

Links costs to clinical process and outcome metrics

Promotes coordination of care with and across the continuum 

Reduces confusion and variation, duplication and waste

Improves efficiency and predictability 

Promotes continuous quality improvement 

Efficient, quality, outcomes focused care results in improved consumer satisfaction

3 The National Council For Mental Wellbeing, Care Pathway Toolkit
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Cut this down. 

Care Pathways offer a clearly articulated measurement-based value-proposition, service targets, and associated structures for VB contract Development
Using measurement-based care anchored in evidence-based and best practices and treatment guidelines. 
Clearly defining the coordination of care with and across teams, other provider agencies, the person’s natural supports, and the client. 
Reducing confusion and variation in care provision, data collection, communication, and billing, therefore reducing duplication and waste. 
Improving structure, efficiency, and predictability so staff have more time to identify and meet their healthcare needs by developing meaningful relationships with clients.
Utilizing continuous quality improvement framework to monitor progress toward treatment targets and identify opportunities for service improvement. 
Focusing on the efficiencies, quality and outcomes that make organizations more attractive to payers and clients




Care Pathway 
Development

Identify 
Population

Develop 
Team Research Map

Develop 
Care 

Pathway
Test Implement
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We recognized quickly that a “Care Pathway” isn’t going to be as black and white as the example I showed for BP. The NCMW Care Pathway Toolkit (keep in mind this is geared toward OP Community based tx) offers the following steps for care pathway development. This is the general process we used in the creation of our care pathway. 

Identify Population. Consider subpopulations. Think: Co-occurring, child, adolescents, LGBTQ+, FEP, IDD. Consider subpopulation risk (low, medium, high). 
Develop team: PN, Clinical/UM, Quality, IT/IS, Finance. And Providers
Research. What are the EBP and Best Practice Protocols. What are the must haves? What is essential? What are the standards?
Map out the current state of services provision and identify areas for improvement 
WHAT is the current process?
WHO is responsible for execution?
HOW is information being captured or documented? 
WHERE are the gaps or opportunities for improvement?
SO as we developed the “Foundations” of our care pathway, these are the questions we asked ^^. 
Develop the revised care pathway protocols. Identify the “ideal state”.
Test using the Plan-Do-Study-Act method 
Plan – Project Testing
Do/Study – Current Phase 
Act – Make any necessary changes 
Implement 




Care 
Pathway

Intake, 
Screening,  Assessment, & 

Diagnosis

Treatment & Intervention

Care Coordination

Discharge Planning

Post Discharge Planning

•Local Access

• 24/7 Access
•Reduction of Stigma and Consumer Anxiety
•SMART Medical Clearance

• Evidence Based Treatments
•Trauma Informed Treatment
•Zero Suicide
•Psychoeducation

•First Episode Psychosis
•Social Determinates of Health

• LAI Access
•Case Management Contact During Admission
•Standards of Care for Individuals on Multiple Antipsychotics

• Starts at Admission
•Safety Planning
•Stepdown Utilization
•Harm Reduction

•7 Day Follow Up Post Discharge

• Readmission Rates
•Post Discharge Follow Up
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Value 
Based 
Indicators

Intake, 
Screening,  Assessment, & 

Diagnosis

Treatment & Intervention

Care Coordination

Discharge Planning

Post Discharge Planning

• Volume Based Staffing Model
•Utilization of SMART Medical Clearance
•Increased Number of LRE Admissions
•Decrease Number of Denials

•Suboxone Induction (Availability and Increased 
Utilization)

• Continuation of MAT
•Consumer Supports Inclusion
•LOS

•Standard SDH Screening Tool with Resource Bank 
(CCBHC)

•Psychiatry F2F

• Care Pathway for LAI Induction
•Standard Care Coordination Packet

•Access to NARCAN for every appropriate consumer at 
discharge

•Safety planning using Zero Suicide

• Assigning and Proving Contact
Info for CM at Admission

•All Consumers Scheduled for a 7 Day Post Discharge
Appointment

• Readmission to any crisis service
(Inpt, CRU, Detox, IS, ED)

•Outpatient Psychiatric Medication Management 
Services Capacity
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Metric 
Development

Pathway Indicator/Value Proposition Metrics

Intake, Screening, and 
Assessment

Volume Based Staffing Model Evaluate high volume times for admission and increase 
staffing to meet intake needs 24/7.
Implement volume-based staffing model.

Intake, Screening, and 
Assessment Utilization of SMART medical clearance Utilize SMART Medical Clearance Process

Intake, Screening, and 
Assessment Increased number of LRE referrals Increase admissions by #%.

Treatment and Intervention MAT (Suboxone) Induction Offer Suboxone induction to appropriate consumers with coordination 
of follow up management.

Treatment and Intervention Consumer Supports Inclusion Referral for consumers support system for #% of admissions.
- Support groups, family therapy, Family Psychoeducation

Treatment and 
Intervention Length of Stay Average Length of Stay

Set Benchmarks – Average and Above Average 

Care Coordination Evaluate for EBP for FEP Evaluate and alter standard care for FEP cases
Refer #% of first episode psychosis cases to FEP Grant Program.

Care Coordination SDOH screening tool with referral

If needed, first implement a standard SDOH Screening Tool, with 
resource bank (or CCBHC) referral process for appropriate consumers.

Once implemented, screening #% of consumers, with referrals as 
appropriate.

Discharge Planning Harm Reduction for consumers with Co-
occurring SUD

All consumers with a known OD or OUD history are offered Narcan at 
discharge.

Discharge Planning Safety planning using ZeroSuicide 
standards Ensure/prove adherence to Zero Suicide Standards

Post Discharge Planning Consumers scheduled for 7 day FUH at 
discharge #% standard for 7 day follow up

Post Discharge Planning Outpatient psychiatric medication mgmt.
Increase CMH access to medication management for consumers 
post inpatient discharge. 
Create standard protocol for LAI induction cases 

Post Discharge 
Planning Readmission Rates

Readmission Rates
- Standard 7/30 day readmission rates
- Readmission to any crisis service (inpt, CRU, Detox, 
Intensive Stab, ED)
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Selected Value Based Indicators - FY23

Indicator # Pathway Indicator/Value Proposition Metrics

1
Intake, Screening, and 
Assessment

Increased number of LRE Admissions Increase LRE Admissions by 3%

2a Treatment and Intervention Consumer Supports Inclusion Policy/Procedure Project Completion 

2b Discharge Planning
Harm Reduction for consumers with 
Co-occurring SUD Policy/Procedure Project Completion 

3 Post Discharge Planning
Consumers scheduled for 7 day FUH 
at discharge

Discharge appointment within 7 days for 90% of 
episodes

4 Post Discharge Planning Readmission Rates
Achievement of “Average” or “Above Average” 
benchmarks
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Indicator 1: 
Increase LRE Admissions 
by 3% in FY23

• FY21 Utilization Data (episodes)

• Based on increase in percent of utilization, not
consumer number.

• Description: Increase admission of Region 3
consumers by 3%

Provider 1 
Utilization

LRE Total 
Utilization 

% of 
Utilization

3% 
Increase

Episode 
Increase

1712 4050 42% 45% 122

Provider 2 
Utilization

LRE Total 
Utilization 

% of 
Utilization

3% 
Increase

Episode 
Increase

852 4050 21% 24% 137
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Indicator 1: Increase Admissions 
Description: Provider will increase the number of Region 3 referred consumers. Only consumers directly referred to or authorized by a Region 3 CMHSP will be counted toward achieving this indicator.
Measure: Based on overall Region 3 inpatient episodes each quarter, Provider will accept 45% of Region 3 inpatient admissions, not to exceed 450 episodes, each quarter. 



Indicator 2a:
Clinical Standards Project: 
Consumer Supports 
Inclusion

Ensure inclusion, collaboration, and coordination with consumers 
primary and secondary supports during key components of service 
delivery.

• What are “consumer supports”?

• PCP

• Family

• Therapist / Psychiatry

• Home CMH/CCBHC

• Must Include:

1. Standards for inclusion of consumer supports

2. Resource bank

3. Process to ensure compliance with standards

4. Education
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Indicator 2a: Consumer Supports Inclusion/Care Coordination

Description: 
Provider will review practices and standards to ensure inclusion, collaboration, and coordination with consumers primary and secondary supports in inpatient psychiatric treatment during key components of service delivery, including but not limited to, intake, screening and assessment, diagnosis, treatment and intervention, and discharge planning. 
Consumer supports are defined here as, family and/or friends, but may include, but is not limited to, primary care provider, established mental health outpatient provider, community mental health, or CCBHC.

Must Include: 
Standards for inclusion of consumer supports in assessment, care coordination, and discharge planning of all consumers.
Resource bank and referral process for Primary Consumer Supports (Support Groups, Family Therapy, Family Psychoeducation, Education Resources).
Process to ensure adherence to standards.
Education for provider staff on any established or amended standards. 

Measure: 
Q1 - progress report including draft project plan. 
Q2 – Final project plan 
Q3&4 – Plan achievement 



Indicator 2b:
Clinical Standards Project: 
Co-occurring Treatment 
and Harm Reduction

Ensure incorporation of harm reduction principals into policies, 
procedures, and treatment protocols. 

Goals - Reduce risk, support engaging consumers in their current stage 
of change, and reduce risk of overdose deaths.

Must Include: 

1. Naloxone

2. Incorporation of “8 Harm Reduction Principals”

3. Continue MAT/MOUD

4. Process to ensure compliance with standards

5. Education
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Description: 
Provider will review practices and standards to include harm reduction principles in psychiatric inpatient treatment to reduce risk, support engaging consumers in their current stage of change, and reduce risk of overdose deaths.

Must Include: 
Offer Naloxone education and prescription or referral to a pharmacy which participates in the Standing Naloxone Order Program to all consumers who have a history of OUD or overdose.
Review and incorporate Harm Reduction Principles into inpatient psychiatric hospital treatment practices and policies:
Accepts, for better or worse, that licit and illicit drug use is part of our world and chooses to work to minimize its harmful effects rather than simply ignore or condemn them
Understands drug use as a complex, multi-faceted phenomenon that encompasses a continuum of behaviors from severe use to total abstinence, and acknowledges that some ways of using drugs are clearly safer than others
Establishes quality of individual and community life and well-being — not necessarily cessation of all drug use — as the criteria for successful interventions and policies
Calls for the non-judgmental, non-coercive provision of services and resources to people who use drugs and the communities in which they live in order to assist them in reducing attendant harm
Ensures that people who use drugs and those with a history of drug use routinely have a real voice in the creation of programs and policies designed to serve them
Affirms people who use drugs (PWUD) themselves as the primary agents of reducing the harms of their drug use and seeks to empower PWUD to share information and support each other in strategies which meet their actual conditions of use
Recognizes that the realities of poverty, class, racism, social isolation, past trauma, sex-based discrimination, and other social inequalities affect both people’s vulnerability to and capacity for effectively dealing with drug-related harm
Does not attempt to minimize or ignore the real and tragic harm and danger that can be associated with illicit drug use
Provider must continue any established medication treatment, as clinically indicated, for the treatment of substance use disorders, including MAT/MOUD for consumers in inpatient psychiatric treatment. 
Process to ensure adherence to standards.
Education for provider staff on any established or amended standards. 


Measure: 
Q1 - progress report including draft project plan. 
Q2 – Final project plan 
Q3&4 – Plan achievement 




Indicator 3:
Post Discharge 
Appointment within 
7 days

Ensure follow up appointment is scheduled upon discharge 
for all psychiatric inpatient episodes.

• Supports both MMBPIS Standard and FUH Reporting

• Follow up appointment is defined as a face-to-face 
services with a professional (not exclusively psychiatrists)

• “Days” are defined as calendar days

• Description: 

• Follow Up After Hospitalization “FUH” Reports will be utilized for 
measurement of scheduled appointments within seven (7) days of 
discharge from inpatient psychiatric treatment for 90% of all 
treatment episodes. 
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Indicator 3: Discharge Appointment within 7 Days

Description: Provider will ensure a follow up appointment is scheduled upon discharge for all psychiatric inpatient episodes. 

“Discharges” are the events involving people who are discharged from a Psychiatric Inpatient Unit (community, IMD or state hospital) who meet the criteria for specialty mental health services and are the responsibility of the CMHSP/PIHP for follow-up services. In the event of multiple discharges of one person during the reporting period, count the number of discharges. 

Follow up appointment or “seen for follow-up care” is defined as a face-to-face service with a professional (not exclusively psychiatrists). “Days” are defined as calendar days.

Measure: Follow Up After Hospitalization “FUH” Reports will be utilized for measurement of scheduled appointments within seven (7) days of discharge from inpatient psychiatric treatment for 90% of all treatment episodes. At regular intervals, Provider shall be given the opportunity to review data reports on Provider-specific FUH data. Provider will be given the opportunity to dispute any discrepancies between provided FUH data reports and their own tracking. Such dispute shall be made within ten (10) business days of being provided the report. Provider data will be included in the calculation for determining earned incentive. 



Indicator 4:
Readmission Rates

7 & 30 Day Readmission Rates – Region 3 Inpatient Providers
7 day (2020) 7 day (2021) 30 day (2020) 30 day (2021)

Provider 1 3.3% 2.8% 5.7% 5.2%

Provider 2 2.0% 3.1% 7.6% 7.7%

System Average 3.2% 3% 6.5% 6.3%

Readmission Rate Benchmarks

Average Above 
Average

7 day 3.3% 3.0%

30 day 5.7% 5.4%
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Contract Development 

• Contract Language

• Rate Negotiation

• Value Based Contract Approval
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Contract 
Language

• Quarterly measurement for indicators

• Boilerplate contract

• Defining performance

Presenter Notes
Presentation Notes
Contract Language
Quarterly Measurement 
We used our standard regional provider boilerplate contract. The VBP-specific language is written into Attachment B, which is the Reimbursement/rate attachment for providers. 
The contract specifically defines how performance is measured and calculated. We had several rounds of back and forth between ourselves and the hospitals just to be clear that everyone understood what and how we would be looking at the numbers. The last thing you want is a dispute over a definition when you are calculating payment.




Rate 
Negotiation 

• Offered several cost structures
• Base rate inversely corresponded to incentive opportunity

• Assigned % of incentive to each indicator

• Think in terms of purchasing value, not saving money

Presenter Notes
Presentation Notes
Rate Negotiation
This was probably the most intense part of the process, which is no surprise I am sure.
We structured our initial proposal in a way that inverted the base increase offer and the incentive opportunity. For example, we offered a 1% base and the potential for 6% incentive, 2% base/4.5% incentive, 3% base/3% incentive. The higher the base, the lower the incentive and the lower the overall opportunity to earn more.
The key, though, is to think about rate in terms of risk. How much are you willing to offer and at what risk? If you are asking the hospital to take on significant risk for performance, you should also be willing to incentivize them.
Ultimately, we settled on something in the middle. 




VB Contract 
Approval

• Approval from MDHHS

• Cannot disincentivize access or willingness to provide a 
service

• Talk early, talk often

Presenter Notes
Presentation Notes
Approval
You will need state approval to implement a VBP arrangement.
Start discussions early. We pulled the state in right from the get-go, when we had a half-formed idea just so we could get a sense of what they were thinking.
By the time we asked for final approval, the state was not being asked to approve anything they hadn’t already given the go-ahead to move forward with.
As a general rule, as long as there isn’t a case your model will disincentivize providers from providing services, you should be good.




Indicator Achievement 

• HLOC Dashboard – Development and 
Monitoring 

• FUH Data 

• Policy and Practice Improvement 
Indicators 

• Tracking Mechanism 

• Indicator Reimbursement
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HLOC 
Dashboard: 
Development 
and 
Monitoring 
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HLOC 
Dashboard: 
Development 
and 
Monitoring 
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HLOC 
Dashboard: 
Development 
and 
Monitoring 
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HLOC 
Dashboard: 
Development 
and 
Monitoring 
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HLOC 
Dashboard: 
Development 
and 
Monitoring 
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FUH Data

• Follow up after hospitalization (FUH) data reports are used 
to track post-discharge follow up appointments by provider 

• Tracked if > 7 days after the discharge

• Opportunity for provider review
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Follow up after hospitalization data reports used for Care Coordination with MHPs is used to track post-discharge follow up appointments scheduled by provider. 
Follow up appointments scheduled more than 7 days after the discharge date are tracked.
Provider has an opportunity to review the encounter and provide any evidence of a scheduled follow appointment 




Policy and 
Practice 
Improvement 
Indicators 

• Quarter 1 – Submission of a Progress Report including a 
draft project plan

• Quarter 2 – Final Project Plan 

• Quarter 3&4 – Achievement of measurable action items 
outlined in the project plan.  

Presenter Notes
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Quarter 1 achievement of incentive requires submission of a progress report including draft project plan. For Quarter 2, provider shall submit a project plan by the end of second quarter outlining the steps and schedule for review of current policies and procedures and subsequent plan to make any necessary institutional changes required to meet the standards outlined in the metric. The plan must include specific, measurable actions to be taken upon acceptance of this plan, provider shall become eligible for this incentive for Quarter 2. For Quarter 3 and 4 incentives, provider shall be eligible for subsequent quarterly incentives based on satisfactory achievement of actions described in the plan.




Tracking 
Mechanism
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Indicator 
Reimbursement

• Increase percentage provided to CMHSP Members

• Claims to be re-adjudicated 

• PCE vs Other Systems 
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What Now?

• Expansion 

• Measuring Success

• Lessons Learned: Pitfalls & Recommendations

Presenter Notes
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Expansion

• Offer to additional hospitals

• Ongoing monthly meetings with contracted hospitals to
discuss performance and indicator development

• Incorporating consumer and stakeholder input

• Continue to refine the model

• Thinking about indicators for next FY

Presenter Notes
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Measuring 
Success

Metric Measure Benchmark

Length of Stay Reduce
FY 21 – 9.8
FY 22 – 10.1

Readmission Rate Reduce
7 day – [FY21 – 3.2], [FY22 – 3.5]
30 day – [FY21 – 6.8], [FY22 – 5.6]

Out of Region Placements Reduce % 15%

Timeliness of Admission Reduce TBD

Consumer Satisfaction Measure TBD 

Cost Per Case Reduce
Provider 1 – [FY21 - $$], [FY22 – $$]
Provider 2 – [FY21 - $$], [FY22 – $$]

SDOH Measure MMBPIS Baseline Performance 

Least Restrictive Services Measure TBD
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Measuring Success: evaluate your model effectiveness, not just provider performance. We are looking at ways to evaluate the impact our model has on quality of care and provider performance. 




Lessons Learned: 
Pitfalls & 
Recommendations

• Bring the Right People to the Table

• The Process takes time

• Data Lag

• MDHHS Approval

• Adaptation is key

Presenter Notes
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Bring the right people to the table - Ensure you engage the right people in development. Care pathways include both clinical and administrative workflows, underscoring the importance of diverse perspectives and deep understanding of current processes. 
The process takes time - Allow enough time for processing. We often underestimate how much time is needed to complete a task and designing a care pathway is no small undertaking. It’s ok to slow the process down to ensure you are capturing the right information and clearly documenting expectations for staff. 
Data Lag – Make sure you have the data you need, when you need it, to support your metrics. Don’t agree to anything if you are not sure how you will report it.
Adaptation is key - Things rarely go as planned. Commit to soliciting feedback and adapting accordingly during pilots and when new projects are scaled. Continue to meet regularly.
Looking to expand and develop our metrics.
Measure readmission beyond just inpatient to include other crisis continuum services (ED, crisis res)




Questions

Don Avery 

Email: DonA@lsre.org 

Jim McCormick, LMSW

Email: JimM@lsre.org 

Presenter Notes
Presentation Notes
Don [# minutes]


mailto:DonA@lsre.org
mailto:JimM@lsre.org


References

1. Academy of Managed Care Pharmacy. AMCP Partnership Forum: Advancing value-based contracting. J Manag
Care Spec Pharm. 2017;23(11):1096-1102.

2. Huron Consulting Group Inc. Value-based contracting in the U.S. Available
at: www.huronconsultinggroup.com/insights/value-based-contracting-in-us. Accessed April 14, 2021.

3. Care Pathways Toolkit. (2021, December 13). The National Council For Mental Wellbeing.
https://www.thenationalcouncil.org/resources/care-pathways-toolkit-2/

4. Vita A, Barlati S. The Implementation of Evidence-Based Psychiatric Rehabilitation: Challenges and Opportunities
for Mental Health Services. Front Psychiatry. 2019 Mar 20;10:147. doi: 10.3389/fpsyt.2019.00147.



1 

HLOC AUTHORIZATION DATA INTEGRITY DASHBOARD 
PROGRESS REPORT BY CMHSP AND DATA INTEGRITY ISSUE – JULY 14, 2023 

LRE has requested CMHSPs to address the outstanding data integrity issues outlined in the HLOC Authorization Data 
Integrity Dashboard to allow for utilization of the HLOC Dashboard. The following report outlines progress to date 
as well as a current status of outstanding issues by CMHSP.  

Given the progress made on historic authorization data errors the LRE will not require any additional corrections to 
historic (FY20-22) authorization data. CMHSPs should address any outstanding FY23 authorization data errors and 
continue to monitor the HLOC Authorization Data Integrity Dashboard and address issues as they are identified. LRE 
will follow up with CMHSPs as necessary to address outstanding authorization data errors that are not corrected by 
the CMHSP in a timely manner. CMHSPs will address all FY23 HLOC Authorization Errors. Errors should be corrected 
within 30 days of error identification.  

DASHBOARD CLEANUP PROGRESS REPORT 

* Indicates integrity issues that directly impact the HLOC Dashboard, which should be prioritized first by CMHSPs

INVALID MEDICAID ID LENGTH* 

INVALID PROVIDER NPI* 

APPROVED UNITS GREATER THAN REQUESTED UNITS 
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INVALID APPROVED UNITS* 

INVALID REQUESTED UNITS 

INVALID APPROVED AMOUNT – INPATIENT* 

OnPoint HealthWest Network 180 Ottawa West Michigan
5/9/2023 13 655 259 29 301
5/23/2023 13 733 380 42 354
6/5/2023 13 732 389 42 358
6/28/2023 13 397 368 24 8
7/14/2023 28 278 331 14 8
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OnPoint HealthWest Network 180 Ottawa West Michigan
5/9/2023 12 1163 715 27 318
5/23/2023 13 1313 920 40 376
6/5/2023 13 1316 932 40 380
6/28/2023 13 976 918 24 9
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OnPoint HealthWest Network 180 Ottawa West Michigan
5/9/2023 289 149 9537 10 65
5/23/2023 291 163 12795 16 68
6/5/2023 291 163 12983 16 68
6/28/2023 291 168 3 17 36
7/14/2023 264 303 3 16 41
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INVALID APPROVED AMOUNT – CRISIS RESIDENTIAL* 

INVALID APPROVED AMOUNT – PARTIAL HOSPITALIZATION* 

ADMIT FISCAL YEAR MISMATCH* 

OnPoint HealthWest Network 180 Ottawa West Michigan
5/9/2023 289 193 223 0 67
5/23/2023 291 193 380 0 67
6/5/2023 291 193 380 0 67
6/28/2023 291 193 20 0 0
7/14/2023 322 17 20 0 0
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CURRENT STATUS REPORT BY CMHSP 

COMMUNITY MENTAL HEALTH OF OTTAWA COUNTY 

CMHOC has resolved all outstanding data integrity issues for five of the categories. CMHOC did see a 38% increase 
in number of episodes with an Invalid Approved Amount for Inpatient Treatment since 5/9/2023 with 16 total 
outstanding episode errors. The chart below outlines progress made by data error type between the dates of 
5/9/2023 and 7/14/2023 for all authorizations back to FY2020.  

The chart below outlines the number of outstanding HLOC Authorization Data errors for FY23. 
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HEALTHWEST 

HealthWest has resolved all outstanding data integrity issues for two of the categories. HealthWest did see a 51% 
increase in number of episodes with an Invalid Approved Amount for Inpatient Treatment since 5/9/2023 with 303 
total outstanding episode errors. HealthWest has informed LRE of several efforts to continue to address outstanding 
issues.  

The chart below outlines progress made by data error type between the dates of 5/9/2023 and 7/14/2023 for all 
authorizations back to FY2020. 

The chart below outlines the number of outstanding HLOC Authorization Data errors for FY23. 
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NETWORK180 

Network180 has resolved all outstanding data integrity issues for four of the categories. Network180 did see a 19% 
increase in number of episodes with an Invalid Requested Units, a 22% increase in number of episodes with an Invalid 
Approved Units, and 18% increase in Approved Units Greater than Requested Units, since 5/9/2023.  

Network180 has communicated to the LRE their plan to address any outstanding issues. 

The chart below outlines progress made by data error type between the dates of 5/9/2023 and 7/14/2023 for all 
authorizations back to FY2020. 

The chart below outlines the number of outstanding HLOC Authorization Data errors for FY23. 

100%

100%

100%

100%

91%

18%

22%

19%

0% 20% 40% 60% 80% 100% 120%

Invalid Provider NPI*

Approved Units Greater than Requested Units

Invalid Approved Units*

Invalid Requested Units

Invalid Approved Amount - Inpatient*

Invalid Approved Amount - Crisis Residential*

Invalid Approved Amount - Partial Hospitalization*

Admit Fiscal Year Mismatch*

% Reduction % Increase

0
0
3

86
195

0
0
0
0

0 50 100 150 200 250

Invalid Medicaid ID Length*
Invalid Provider NPI*

Approved Units Greater than Requested Units
Invalid Approved Units*
Invalid Requested Units

Invalid Approved Amount - Inpatient*
Invalid Approved Amount - Crisis Residential*

Invalid Approved Amount - Partial Hospitalization*
Admit Fiscal Year Mismatch*

FY23 as of 7/14/2023 - Network180



7 
 

ONPOINT 

OnPoint continues to work on correcting outstanding errors. OnPoint saw increases in the percentage of errors in 
several categories. It is important to note that OnPoint started with very few data errors when this cleanup project 
started and has a total of 368 FY23 episode errors with 311 of the episode errors due to Admit Fiscal Year Mismatch. 
LRE will continue to work with OnPoint to address these errors.  

The chart below outlines progress made by data error type between the dates of 5/9/2023 and 7/14/2023 for all 
authorizations back to FY2020.  

The chart below outlines the number of outstanding HLOC Authorization Data errors for FY23. 
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WEST MICHIGAN COMMUNITY MENTAL HEALTH 

West Michigan CMH has addressed nearly all the outstanding data integrity issues identified on the HLOC 
Authorization Data Integrity Dashboard. Most outstanding Authorization Data errors are regarding Invalid Approved 
Amounts for Inpatient Treatment.  

The chart below outlines progress made by data error type between the dates of 5/9/2023 and 7/14/2023 for all 
authorizations back to FY2020. 

The chart below outlines the number of outstanding HLOC Authorization Data errors for FY23. 
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Introduction
PHI: This dashboard contains PHI.

Audience:
LRE/CMHs

Data Sources:
MMBPIS Data from PCE
820/834/271 Eligibility Data & MDHHS Race/Ethnicity Fix Files

Purpose:
To access MMBPIS results over time and investigate results by demographic factors 

Data Presented:
• Overview - MMBPIS Indicator Scores over time in tabular format
• CMH Comparisons - MMBPIS Indicator Scores by CMH for a single selectable fiscal quarter
• MMBPIS Volume - Shows total denominator counts over time and the distribution of counts by MMBPIS Indicator
• Indicator Volume by Race - [NCounts/Percentage] - Gives total denominator counts by race for the selected indicator
• Indicator Volume by Population - [NCounts/Percentage] - Shows total denominator counts by population for the selected indicator
• Trends - Indicator 1 [Race/Population] - Displays compliance percentages over time. Several demographic slicers are available.
• Trends - Indicator 2A [Race/Population] - Displays compliance percentages over time. Several demographic slicers are available.
• Trends - Indicator 3 [Race/Population] - Displays compliance percentages over time. Several demographic slicers are available.
• Trends - Indicator 4a [Race/Population] - Displays compliance percentages over time. Several demographic slicers are available.
• Trends - Indicator 4b Race - Displays compliance percentages over time. Several demographic slicers are available. Note: There is 1 population for this indicator, so only Race page is available.
• Trends - Indicator 10 [Race/Population] - Displays compliance percentages over time. Several demographic slicers are available.
• Exception Reasons - [NCounts/Percentage] - Tabular view of exception reason counts in each reporting period
• Exception Reasons Trend - Graphical view of exception reason counts trended over time
• FUH - MMBPIS - Trends Adult & Child Follow Up results for MMBPIS Ind 4a along with HEDIS FUH 7 day and FUH 30 day KPI results (Source: ZTS)
• Individual MMBPIS History - Shows the MMBPIS indicators where a client was included in the denominator throughout all reporting periods

Data for Internal Use Only:
1. Prior to any external release of this information, please submit a request for approval to the LRE IT department via email at HelpDesk@LSRE.org
2. For questions, please email the IT helpdesk at: HelpDesk@LSRE.org with "MMBPIS Dashboard" in the subject line.
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FUH - MMBPIS

Follow Up After Hospitalization - Adult
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Improvements in MMBPIS Indicators 2a & 3 
plus PIP Interventions Affecting MMBPIS 4a 

& HEDIS® FUH 30-day

Wendi M. Price - Chief Quality Officer
March 23, 2023
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• Develop a Recommendation for CEOs to consider regarding
launching Region Wide Intervention to:

1. Improve Outreach following No Show/Client Cancel
a. Indicator 2a
b. Indicator 3
c. Indicator 4a

2. Improve FUH Scheduling
a. Indicator 4a
b. Indicator 4b?

TODAY’S GOAL



Current MMBPIS Exceptions
CODE Category of Out of Compliance Comments

CA Client choice –to leave AMA
Use this code for client leaving Against Medical Advice (AMA) or Left 
Against Advice (LAA) or dropped out of treatment from Detox, Crisis 
Residential, or Inpatient.

CC Client Canceled

CD Client Choice of date Client chose appointment date outside timeframe, due to conflict of 
work schedule, school, vacation etc. 

CP Client Choice (Preference) – particular 
therapist or Provider Agency

Client requested a particular therapist / worker or Provider Agency. 

CT Client Canceled - transportation

CX Client choice not to use CMHSP/PIHP  
Services

Use for refused services or consumer stating they want to use another 
agency or their PCP for follow up

DI Documentation Issue Example of use:  There was no documentation to explain the reason, it 
was not clear, or  missing documentation

NR Not scheduled due to inability to reach 
consumer at all

NS Client No Show

OT Other

Use this code for cases out of compliance for reasons that do not fit into 
other exception codes.  Some examples of previous use: Incarcerated at 
time of request; Blizzard of 2019.  We will still be able to add comment 
for further explanation.

RC Rescheduled – by client Use this code if client canceled then rescheduled.  
RS Rescheduled – by staff Use this code if staff canceled service then rescheduled.   
SC Staff Canceled

SI Staffing Issue
Most records previously called “out of compliance” would be coded as 
this. Example not enough staff for individual to either be assessed or 
start ongoing services within the 14 day timeframe

SY Systems Issue

Encompasses staff not following procedures, or problems with 
procedures, system failures, etc.  This might be something with an EMR 
issue – update;   maybe all staff are putting something in EMR 
incorrectly due to training

UR Unable to reach client to schedule an 
appointment within timeframe



Use of MMBPIS Exceptions
Indicator 1 2a 3 4a 4b 10

MDHHS 
Exception 
Allowed

No No No Yes Yes No

LRE 
Exception 

Use as
Best Practice

No Yes Yes Yes Yes No

FY22 Total 
Cases

7,725 5,035 4,038 1,909 592 1,928

FY22 Total # 
Exception 

Codes Used
6 1,777 1,441 740 185 15

FY22 Top 
Exception

Codes Used

SY – 67%
SI – 17%

NS – 24%
SI – 23%
CD – 9%
SY – 9%
RC – 8%
DI – 7%

SI – 26%
NS – 19%
DI – 10%
CD – 9%
SY – 6%
RC – 6%

NS – 47%
CX – 24%
CC – 6%
SY – 4%

CA – 64%
CX – 18%

OT – 73%
CX – 27%



LRE MMBPIS FY22





Indicators with Standards
• Indicators 1, 4a, 4b: Below 95%
• Indicator 10: Above 15%

Indicators without Standards
• POC for Indicators 2a & 3:

Downward Trend for 2
Quarters in a Row

OR
• Region Wide Initiative

Surrounding NS/CC Outreach
and FUH Scheduling

MMBPIS Plans of Correction for 2a & 3

 Actionable Remediation Plans
 Target Remediation Completion Date
 Responsible Role/Person

Critical Elements 
for MMBPIS Plans 

of Correction
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• Indicator 2a:
• FY 2021 Statewide 50th Percentile:  65.9%
• FY 2021 Statewide 75th Percentile:  70.9%
• The denominators increased, but the numerator stay relatively

stable leading to a decline in trends
• No quarterly percentage hit the 50th percentile in FY2021

• Indicator 3:
• FY 2021 Statewide 50th Percentile: 78.02% %
• FY 2021 Statewide 75th Percentile:  86.27%
• The denominators increased, but the numerator did not increase

that much.
• 3 out of 7 quarterly time points hit the FY2021 50th percentile,

but none of them hit the 75% percentile.
• Indicators 4a & 4b: Discussions to Eliminate Exceptions

MDHHS MMBPIS Analysis*

*Borrowed from QIC Presentation December 7, 2022. Full presentation available upon request.

Presenter Notes
Presentation Notes
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Meeting Agenda      
Meeting Name: LRE/Meridian FUH and FUA 

Date: 6/27/2023 

Time: 11:00 AM 

Location: Microsoft Teams 

Attendees       P = Present     C = Call-in         A = Absent 

Maureen Halpin Ione Myers Shanita McClary 

Laura Schuyler Stephanie VanDerKooi 

Elizabeth Totten Kelly Buono 

Wendi Price Erica Willoughby 

Agenda Topics: 
Agenda Topic Owner Notes 

Welcome/Introduction Maureen New MHP Manager introduced 

Provider/CMH Education Discussion All Tom will send feedback to Education Document to Meridian. 
Liz has completed feedback and sent back to Tom. 

FUH Discharge upload All Discussed MHP/PIHP Meeting and FUH Upload and view days 
by PIHP/MHP. Workgroup does not feel a change is urgent 

and will table to discussion for now. Robust discussion 
occurred relative to making the process more timely and 
efficient. Man hours for workflow, when  MHPs pull the 

information and when PIHPs Upload 
LRE Updates Lakeshore Asked MHP if adding phone number to the FUH upload was 

helpful. Meridian CSM stated they were seeing  a difference 
and been useful in more timely contacts and improved 

engagement. Ione Myers discussed phone number use and 
adherence to maintaining confidentiality. 

Questions for Meridian All Will view data at our next month’s meeting 

PIHP FUH Data Upload Schedules: 
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Follow Up After Hospitalization for Mental Illness 

The Follow- Up After Hospitalization for Mental Illness (FUH) Healthcare effectiveness Data and 
Information Set (HEDIS) measure looks at the number of discharged patients following hospital 
admission for treatment of selected mental illness diagnosis or intentional self-harm who had a follow 
up with a mental health practitioner. The measure has two rates: 7 day follow up and 30 day follow up. 

Meridian and Prepaid Inpatient Health Plans (PIHPs) work in partnership to provide quality care to 
patients through the post discharge care transition period. 

Engaging patients in appropriate discharge planning/care coordination should take place on day one of 
admission and always before the patient is discharged. You can help with the patient’s transition by 
engaging in the following best practices: 

Notifying LRE/member CMHSPs of an inpatient admission when member is still inpatient and upon 
discharge 

• LRE/member CMHSPs helps coordinate behavioral healthcare services for patients and works
with Meridian to help algin with necessary medical services

• Share patient’s phone number and address for ongoing contact with the patient after discharge
• For any behavioral health inpatient admission after business hours, contact LRE/member

CMHSPs at Phone the morning of the next business day
• Provide discharge documentation to LRE/member CMHSPs via fax at Number within 24-48hrs

hours of discharge

Communicate with LRE utilization case manager during discharge planning process to develop 
appropriate plan  

• Staff can assist with discharge planning for complex cases and provide support as needed

Schedule follow up visit with mental health provider within seven days of discharge before the patient 
leaves the hospital. Telehealth visits count towards completion for measure  

Importance of patients following up after hospitalization 

• Increase medication adherence
• Reduce risk of readmissions
• Patients get needs met for everyday activities

If member reports problems with transportation to medical appointments, connect with Meridian’s 
Transportation benefit MTM Phone Number 
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 MMBPIS 
Indicator # PIHP  Quarterly Measures Target

Oct-
Dec 22

Q1 
State 
Avg

Jan-
Mar23

Q2 
State 
Avg

Apr-
Jun23

Q3 
State 
Avg

July-
Sept23

Q4 
State 
Avg

Indicator #1 % of Pre-Admission Screening Dispositions 3 hrs or less - Childre 95% 97.6% 98.5% 97.9% 98.9%

% of Pre-Admission Screening Dispositions 3 hrs or less - Adults 95% 98.2% 98.2% 98.1% 99.0%

Indicator #2 F/F Assessment within 14 days --MIC 62% 58.9% 48.8% 67.7% 47.8%

F/F Assessment within 14 days --MIA 62% 55.6% 53.0% 51.7% 52.7%

F/F Assessment within 14 days --DDC 62% 60.6% 46.6% 52.2% 46.7%

F/F Assessment within 14 days --DDA 62% 66.2% 50.9% 62.2% 49.6%

F/F Assessment within 14 days --LRE Total 62% 57.9% 51.6% 58.7% 51.0%

Indicator #3 Start of Service Within 14 Days --MIC 72.9% 52.6% 70.1% 54.8% 70.6%

Start of Service Within 14 Days --MIA 72.9% 56.3% 71.7% 60.0% 72.3%

Start of Service Within 14 Days --DDC 72.9% 64.1% 77.2% 62.0% 76.0%

Start of Service Within 14 Days --DDA 72.9% 59.5% 74.1% 63.9% 75.7%

Start of Service Within 14 Days --LRE Total 72.9% 55.3% 71.8% 58.0% 72.3%

Indicator #4a % Seen Within 7 Days of Inpatient Discharge - Children 95% 93.6% 92.2% 98.8% 92.8%

% Seen Within 7 Days of Inpatient Discharge - Adults 95% 96.2% 90.1% 96.9% 91.7%

Indicator #4b % Seen Within 7 Days of SA Detox Unit Discharge -SUD 95% 98.1% 96.6% 91.7% 96.7%

Indicator #10 Inpatient Recidivism Rate - Children 15% or less 9.9% 6.9% 8.9% 6.1%

Inpatient Recidivism Rate - Adults 15% or less 8.9% 11.6% 10.4% 11.5%

Indicator #2e F/F Service for Treatment Support within 14 days --SUD 75.3% 67.2% 70.0% 74.38% 69.6%

Indicator #5 % of Area Medicaid Having Received PIHP Managed Services MDHHS 
INFO 5.18% 6.4% 5.31% 6.54%

Indicator #6
% of HSW Enrollees in Quarter who Received at Least 1 HSW 
Service each Month other than Support Coordination

MDHHS 
INFO 95.3% 94.4% 95.3% 94.2%

MDHHS collects and reports the following indicators

 Does not meet target for goal

Lakeshore Regional Entity

MMBPIS  Performance Indicator Dashboard 
FY  2023

 Meets or exceeds target for goal
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Indicator
Threshold
Population Adult Child Total DD / Adult DD / Child MI / Adult MI / Child Total DD / Adult DD / Child MI / Adult MI / Child Total Adult Child Total SUD Total Adult Child Total
CMHName Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met Percent Met
OnPoint 100.0% 100.0% 100.0% 11.1% 38.7% 42.1% 54.2% 43.4% 42.9% 77.8% 58.0% 52.1% 59.1% 94.1% 100.0% 95.5% 100.0% 100.0% 4.4% 6.3% 4.9%
HealthWest 99.5% 99.3% 99.4% 85.7% 70.6% 52.2% 73.2% 61.1% 88.9% 61.5% 59.8% 61.7% 61.1% 97.4% 95.0% 96.9% 90.0% 90.0% 14.8% 3.3% 12.7%
Network180 97.3% 96.9% 97.2% 62.8% 44.4% 26.5% 62.3% 50.0% 57.5% 38.2% 38.8% 46.0% 45.5% 97.1% 100.0% 97.8% 89.1% 89.1% 9.7% 11.8% 10.2%
Ottawa 98.9% 99.0% 98.9% 57.9% 58.8% 63.6% 67.5% 64.8% 90.0% 66.7% 45.5% 51.0% 52.0% 97.2% 100.0% 97.8% 91.3% 91.3% 4.4% 7.1% 5.1%
West Michigan 100.0% 96.2% 98.4% 100.0% 66.7% 72.0% 60.5% 69.3% 50.0% 91.7% 89.6% 61.4% 78.3% 94.7% 100.0% 96.2% 100.0% 100.0% 13.6% 15.4% 14.3%
Total 98.1% 97.9% 98.1% 62.2% 52.2% 51.7% 67.7% 58.7% 63.9% 62.0% 60.0% 54.8% 57.9% 96.9% 98.8% 97.3% 91.7% 91.7% 10.4% 8.9% 10.1%

 ilters:ReportPeriod is FY23 Q2

#10 - Inpatient Recidivism
> 95% > 62% > 75.3% > 95% > 95% < 15%

#1 - Pre-Admission Screening #2A - 1st Request Timeliness #3 - 1st Service Timeliness #4a - Hospital Discharges F/U #4b SUD - Detox Follow-Up



5000 Hakes Drive, Norton Shores MI 49441 
Phone: 231-769-2050 

 Fax: 231-269-2071 

LRE FY23 CMHSP Site Review Results Report 
CMH of Ottawa County 

Date of Site Review:  March 18-21, 2023 

I. Desk Audit Results

LRE validated CMH of Ottawa County’s (“Ottawa”) full remediation for those Desk Audit 
Standards that fell below 95% during LRE’s FY22 Site Review.  Ottawa should be very proud of its 
accomplishments over the last year in these four Desk Audit Standards.  LRE recognizes that 
Region 3 has comprised a Disclosure of Ownership Workgroup to develop standardized practices 
across Region 3 and that Ottawa has been instrumental in the development of these practices. 
LRE thanks Ottawa for its continued partnership in this endeavor. 

II. Program Specific Audit Results

LRE validated CMH of Ottawa County’s (“Ottawa”) remediation for those Program Specific 
Standards that fell below 95% during LRE’s FY22 Site Review, except for the Children’s Intensive 
Crisis Stabilization Services.  LRE commends Ottawa in its efforts to fully remediate five of the six 
Program Specific Standards.  LRE could not validate Ottawa’s remediation efforts related to 
Question 9.1 in the Program Specific Standard Section|2023 CMHSP Program Specific-Non-
Waiver Standards CMHSP Program Specific - Children's Intensive Crisis Stabilization Services.   LRE 
issued a repeat citation. LRE recognizes that Ottawa has been conducting a job search for 
appropriately credentialed staff to lead the Children’s Intensive Crisis Stabilization Services. 
Unfortunately, Ottawa has not been able to hire staff to do so.  LRE understands the staffing crisis 
across not only in Ottawa County, but across the State of Michigan and the United States.  LRE 
believes that Ottawa County will eventually fill the role and deploy the Children’s Intensive Crisis 

Desk Audit & Section
Sum of Question 

Score
Sum of Possible 

Score %
2023 Standard III Availability of Services III.  Delivery 
Network 4 4 100%
2023 Standard III Availability of Services III.  Timely 
Access 4 4 100%
2023 Standard IV Assurances of Adequate Capacity 
and Services IV.  Assurances of Adequate Capacity 
and Services 6 6 100%
2023 Standard V Coordination and Continuity of Care 
V. Coordination and Continuity of Care 2 2 100%
2023 Section XXI Disclosure of Ownership Control & 
Criminal Conviction XXI.  Disclosure of Ownership, 
Control, & Criminal Conviction 6 6 100%
Grand Total 22 22 100%

Attachment 3
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Stabilization Services in-county. LRE encourages Ottawa to continue to seek out solutions that go 
beyond hiring staff, such as contracting with an adjoining county to provide Children’s Intensive 
Crisis Stabilization Services until such time as Ottawa can get its own program up and running. 
Ottawa has further noted complications in filling the Children’s Intensive Crisis Stabilization 
Services position due to the insufficient utilization of this service in previous years. With the 
reissuance of the Systems of Care grant, Ottawa noted an intent to address this deficiency from 
recurrence. 
 

 
 
III. Credentialing & Training Audit Results 

LRE audited Ottawa’s credentialing and re-credentialing processes for internal and external 
providers. LRE commends Ottawa for its training, credentialing, and re-credentialing efforts. 
Ottawa score above 95% for all populations, except for Non-Waiver, which scored 90% for Non-
Waiver credentialing – a 6% decrease over fiscal year 2022.  Ottawa’s credentialing of HSW 
providers improved 8% over fiscal year 2022. 

Population Sum of Question Score Sum of Possible Score % 

Non-Waiver Training 130 130 100% 
SEDW 116 118 98% 
CWP 148 152 97% 
Autism 554 570 97% 
HSW 705 734 96% 
Non-Waiver Credentialing 202 224 90% 
Grand Total 1855 1928 96% 

Program Specific Audit & Section
Sum of Question 

Score
Sum of Possible 

Score %
2023 CMHSP Program Specific- Non-Waiver Standards 
CMHSP Program Specific - Behavior Treatment Plan 
Review Committee V2 2 2 100%
2023 CMHSP Program Specific- Non-Waiver Standards 
CMHSP Program Specific - Children's Intensive Crisis 
Stabilizaiton Services 0 2 0%
2023 CMHSP Program Specific- Non-Waiver Standards 
CMHSP Program Specific - Clubhouse Psycho-Social 
Rehabilitation Program 4 4 100%

2023 CMHSP Program Specific- Non-Waiver Standards 
CMHSP Program Specific - Home-Based Services 2 2 100%
2023 CMHSP Program Specific- Non-Waiver Standards 
CMHSP Program Specific - Targeted Case 
Management 4 4 100%

2023 CMHSP Program Specific- Non-Waiver Standards 
CMHSP Program Specific - Trauma Informed Care 2 2 100%
Grand Total 14 16 88%
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Overall, Ottawa scored 96% in Credentialing and Training, which is similar to Ottawa’s FY22 
performance. 

 
 

Autism. LRE determined that Ottawa’s IPOS training compliance rate improved to 100% 
compliance for Autism providers. Autism providers have the opportunity to improve 
credentialing processes by completing background checks prior to hire and completing the 
necessary First Aid/CPR courses in the required timeframes along with obtaining the necessary 
proofs. 

Non-Waiver/Non-Autism. LRE found that Ottawa’s internal credentialing showed much 
improvement regarding completing annual performance appraisals within the required 
timeframes. Ottawa elected to re-credential all staff in unison, which appears to have delivered 
positive results. Ottawa’s training for internal staff continues to be excellent but a barrier for 
external providers. External providers have the opportunity to improve initial credentialing 
processes by verifying primary source documents, conducting timely performance appraisals, 
and completing professional liability checks. 
 

 
Waiver. LRE concluded that Ottawa’s credentialing and recredentialing efforts improved over 
FY22.  Specifically, LRE found improvements in IPOS trainings.  One external HSW provider has 

Population/Audit Type FY22 FY23 Change
HSW Training/HR 88% 96% 8%
SEDW Training/HR 95% 98% 3%
Autism Training/HR 96% 97% 2%
Non-Waiver/Non-Autism Staff Training            100% 100% 0%
Non-Waiver/Non-Autism Staff Credentialing                      96% 90% -6%

% of Indicators Met

Population Question / Sub Title
Question 

Score
Possible 

Score
Percent

Non-Waiver 1.6k  Performance Appraisal presented annually (dates of last two) 0 2 0%

Non-Waiver

1.6g.i NPDB/HIDBP query or in lieu of query all of the following must be verified:

Minimum 5-year history of professional liability claims resulting in judgement or 
settlement. 0 2 0%

Non-Waiver

1.6g.i NPDB/HIDBP query or in lieu of query all of the following must be verified:

Minimum 5-year history of professional liability claims resulting in judgement or 
settlement. 0 2 0%

Non-Waiver 1.6a Primary source Verification - State Licensure or certification 0 2 0%
Non-Waiver 1.6a Primary source Verification - State Licensure or certification 0 2 0%
Non-Waiver 1.1a Application includes Education 0 2 0%
Non-Waiver 1.1a Application includes Education 0 2 0%

Non-Waiver
1.10  Credentialing approved by qualified credentialed practitioner and/or credentialing 
committee. (date of approval) 0 2 0%

Non-Waiver
1.10  Credentialing approved by qualified credentialed practitioner and/or credentialing 
committee. (date of approval) 0 2 0%

Non-Waiver

1.6g.i NPDB/HIDBP query or in lieu of query all of the following must be verified:

Minimum 5-year history of professional liability claims resulting in judgement or 
settlement. 1 2 50%

Non-Waiver
1.6d  Primary Source Verification of most recent Criminal Background Check (indicate 
type/date) (ICHAT) 1 2 50%

Non-Waiver
1.6c Primary Source Verification - Documentation of graduation from an accredited 
school. 1 2 50%

Non-Waiver

1.6b   Primary source Verification - Board certification, or highest level of credentials 
attained, if applicable, or completion of any required internships/residency programs or 
other postgraduate training. 1 2 50%
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the opportunity to improve credentialing processes by documenting hire dates and completing 
staff training within the required timeframe. 

 

IV. Clinical Audit Results 

LRE reviewed clinical charts for all populations listed in the table below.  
 
 

 
Ottawa excelled in its IDD Adult and MI Child charts scoring 99% and 98%, respectively.  Ottawa 
also scored 95% or higher on the HSW, CWP, and SEDW charts. 
 
Ottawa fell below the 95% compliance rate for the MI Adult, Autism, and IDD Child populations.  
LRE provides the score for each question that did not meet 100% compliance on pages 6 – 8 of 
this report. 
 
Ottawa’s overall clinical audit improved to 94%, which is an almost 9% over FY22 results driven 
by SEDW, improving 32%, and CWP, improving 6%, charts.   
 

 
 

For FY23, MI Adult and IDD Child drove the decline of 1%, 95% to 94%, in Non-Waiver Clinical 
chart results over FY22 and Autism chart results were down from 90% to 89% over FY22. 
 
Autism. LRE determined that Ottawa demonstrated improvements in biopsychosocial 
assessments and other assessments overall.  LRE found Ottawa’s documentation appropriate in 
most cases. LRE also applauds Ottawa in achieving a 100% compliance rate for Autism testing 
documentation and ensuring supervision by BCBAs when necessary.  LRE also notes that Ottawa 

Population/Audit Type FY22 FY23 Change
SEDW Charts 63% 95% 32%
CWP Charts 90% 96% 6%
HSW Charts 94% 96% 2%
Non-Waiver/Non-Autism Clinical Charts                                      95% 94% -1%
Autism Charts 90% 89% -1%

% of Indicators Met

Population Sum of Question 
Score

Sum of Possible 
Score

%

IDD ADULT 266 268 99%
MI CHILD 541 552 98%

HSW 482 500 96%
CWP 448 468 96%

SEDW 411 432 95%
MI ADULT 1139 1238 92%

Autism 669 748 89%
IDD CHILD 194 222 87%

Grand Total 4150 4428 94%
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demonstrated a significant improvement in providing consumers/guardians copies of IPOSs 
within 15 days following the completing the person-centered planning process. 
 
Ottawa has the opportunity to improve clinical charts by improving all aspects of SMART goal 
writing, enhancing documentation of progress towards goals, increasing the opportunity for 
consumers to have more input into the PCP process, including risk factors in IPOSs, and ensuring 
pre-plans are included in all charts. 
 
LRE also notes that Ottawa delivery of ABA services in the amount authorized was not compliant 
in any charts reviewed.  LRE acknowledges that this is a systemic issue and that LRE has created 
an Autism Workgroup to identify barriers related to improving the delivery of ABA services in the 
amount authorized.   
 
NON-WAIVER.  LRE determined that Ottawa excelled in coordinating care between and among 
service providers and engaging families/caregivers for children served.  LRE also appreciates 
Ottawa’s ongoing leveraging of technology to improve clinical charts; specifically, Ottawa’s ability 
to capture digital signatures. 
 
Ottawa has the opportunity to improve clinical charts by improving all aspects of SMART goal 
writing, ensuring all details are included in the biopsychosocial assessment and IPOSs, enhancing 
documentation of progress towards goals, including estimated costs of services in the chart, 
documenting whether a consumer did or did not achieve goals/objectives, including target dates 
for all objectives and goals, ensuring previous year’s goals and objectives are not “carried over” 
into new year, including medication consents in the chart, and ensuring pre-plans are included in 
all charts.  Ottawa also has the opportunity to improve timeliness for periodic IPOS reviews. 
 
Waiver.  LRE determined that Ottawa’s charts were complete, comprehensive, and organized in 
most aspects of the review. 
 
Ottawa has the opportunity to improve clinical charts by improving all aspects of SMART goal 
writing and ensuring goals and objectives are written in the consumer’s/guardian’s words instead 
of “Client will do …” or “Clients want to…” 
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A. MI Adult – 92% 

 
  

Audit Question
Sum of 

Question 
Score

Sum of 
Possible 

Score
%

1.10  Present and history of trauma is screened for and identified (abuse, neglect, violence, or other sources of 
trauma) using a validated, population-appropriate screening tool?

13 16 81%

1.2  Is there a copy of the Initial Assessment (if open for less than one year) or timely Re-Assessment (if open for 
more than one year) in the file?

14 16 88%

1.6  Substance use (current and history) included in assessment? 21 22 95%
1.8  Current healthcare providers are identified?

� Name and Address must be identified for each healthcare provider

21 22 95%

1.9 Previous behavioral health treatment and response to treatment identified? 21 22 95%
2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the development of a plan?

�  If done on same day, documentation reflects reasoning and/or client�s request

15 22 68%

2.3  Pre-planning addressed when and where the meeting will be held. 18 22 82%
2.4  Pre-planning addressed 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).

18 22 82%

2.5  	Consumers hopes, dreams, and desires are documented. (Strengths and concerns) 20 22 91%
2.6  Pre-planning identified any potential conflicts of interest or potential disagreements that may arise during 
the PCP for participants in the planning process and plan for how to address them.

10 12 83%

2.7 The consumer was offered a choice of external facilitator. 18 22 82%
2.8  Pre-planning addressed what accommodations the person may need to meaningfully participate in the 
meeting (including assistance for individuals who use behavior as communication).

0 2 0%

2.9  Pre-planning addressed who will facilitate the meeting. 18 22 82%

3.16  The estimated/prospective cost of IPOS services and supports authorized by the CMHSP must be available.
20 22 91%

3.17  The IPOS is signed by the person and/or representative, case manager or supports coordinator, and the 
support broker/agent (if one is involved).

18 22 82%

3.2  The timeframe between the initial Psycho-social assessment and the IPOS was in acceptable limits (for new 
intakes only).

2 4 50%

3.21  If applicable, identified history of trauma is addressed as part of PCP. 9 10 90%
3.23  Was the consumer/guardian given a copy of the Individual Plan of Service within 15 business days? 16 20 80%
3.9a  The goals and outcomes identified by the person and how progress toward achieving those outcomes will 
be measured. The IPOS focuses not just on activities, but also results.  Goals/objectives are:

Specific

21 22 95%

3.9b  Measurable 14 22 64%
3.9e  Time-Bound 10 22 45%
3.9f  Strength-based (not compliance based) 19 22 86%
6.1b  Amount 20 22 91%
6.2  Service documentation references goals and objectives (progress notes, data sheets, logs) 20 22 91%
6.3  Progress toward goal/objective is included in service documentation (progress notes, data sheets, logs) 20 22 91%
6.4  Are periodic reviews occurring according to time frames established in plan? 19 22 86%
6.5  Periodic reviews provide a summary of progress toward goals and objectives? 17 22 77%
7.3  Release of Information for Primary Care Physician and relevant healthcare providers listed in the assessment 
are obtained. 

� Releases must contain an individual�s name and Address. 

� Names of clinics/practices are not acceptable.

19 22 86%

7.5  If not, is there evidence of a referral to a Primary Care Physician? If consumer declined referral, there is  
documentation.

2 4 50%

7.6a  For medication services:

a. Informed consent was obtained for all psychotropic medications.

16 20 80%

9.1  The CMHSP encourages all consumers eligible for specialty mental health services to receive a physical 
health assessment including identification of the primary health care home/provider, medication history, 
identification of current and past physical health care and referrals for appropriate services.

20 22 91%
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B. Autism – 89% 

 
  

Audit Question
Sum of 

Question 
Score

Sum of 
Possible 

Score
%

1.1  The IPOS must address risk factors identified for the child and family, specify how the risk factor may be 
minimized and describe the backup plan for each identified risk. For example, a risk factor might be how to 
ensure consistent staff in the event a staff did not show up. The backup plan is that the agency has a staff who 
is already trained in the child's IPOS and that staff person can be sent in the event a staff does not show up to 
provide a service. 8 10 80%
1.10  Beneficiaries average range of ABA therapy hours were within the suggested range for the intensity of 
service plus or minus a variance of 25%. Time period is the annual review period 0 10 0%
2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the development of a plan?

�  If done on same day, documentation reflects reasoning and/or client�s request 16 20 80%
2.3  Pre-planning addressed when and where the meeting will be held. 16 20 80%
2.4  Pre-planning addressed 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). 16 20 80%
2.5  	Consumers hopes, dreams, and desires are documented. (Strengths and concerns) 16 20 80%
2.6  Pre-planning identified any potential conflicts of interest or potential disagreements that may arise 
during the PCP for participants in the planning process and plan for how to address them. 16 20 80%
2.7 The consumer was offered a choice of external facilitator. 16 20 80%
2.8  Pre-planning addressed what accommodations the person may need to meaningfully participate in the 
meeting (including assistance for individuals who use behavior as communication). 16 20 80%
2.9  Pre-planning addressed who will facilitate the meeting. 16 20 80%
3.7  The IPOS includes A description of the individual�s strengths, abilities, plans, hopes, interests, preferences, 
and natural supports. 8 10 80%
3.9a  The goals and outcomes identified by the person and how progress toward achieving those outcomes 
will be measured. The IPOS focuses not just on activities, but also results.  Goals/objectives are:

Specific 5 10 50%
3.9b  Measurable 7 10 70%
3.9c  Attainable 7 10 70%
3.9d  Reasonable 8 10 80%
3.9e  Time-Bound 8 10 80%
6.1b  Amount 5 10 50%
6.2  Service documentation references goals and objectives (progress notes, data sheets, logs) 9 10 90%

6.3  Progress toward goal/objective is included in service documentation (progress notes, data sheets, logs) 6 10 60%
6.4  Are periodic reviews occurring according to time frames established in plan? 6 10 60%
6.5  Periodic reviews provide a summary of progress toward goals and objectives? 6 10 60%
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C. IDD Child – 87% 

 
 

Audit Question
Sum of 

Question 
Score

Sum of 
Possible 

Score
%

1.2  Is there a copy of the Initial Assessment (if open for less than one year) or timely Re-
Assessment (if open for more than one year) in the file? 3 4 75%
2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the development 
of a plan?

�  If done on same day, documentation reflects reasoning and/or client�s request 2 4 50%
2.3  Pre-planning addressed when and where the meeting will be held. 2 4 50%
2.4  Pre-planning addressed 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). 2 4 50%
2.5  	Consumers hopes, dreams, and desires are documented. (Strengths and concerns) 2 4 50%
2.6  Pre-planning identified any potential conflicts of interest or potential disagreements 
that may arise during the PCP for participants in the planning process and plan for how to 
address them. 0 2 0%
2.7 The consumer was offered a choice of external facilitator. 2 4 50%
2.8  Pre-planning addressed what accommodations the person may need to meaningfully 
participate in the meeting (including assistance for individuals who use behavior as 
communication). 0 2 0%
2.9  Pre-planning addressed who will facilitate the meeting. 2 4 50%
3.22  For children�s services:

The plan is family-driven, and youth guided. 2 4 50%
3.3  Current IPOS was completed within 365 days of previous IPOS. 1 2 50%
3.6  The IPOS must be prepared in person-first singular language and can be understandable 
by the person with a minimum of clinical jargon or language. 3 4 75%
3.7  The IPOS includes A description of the individual�s strengths, abilities, plans, hopes, 
interests, preferences, and natural supports. 3 4 75%
3.9a  The goals and outcomes identified by the person and how progress toward achieving 
those outcomes will be measured. The IPOS focuses not just on activities, but also results.  
Goals/objectives are:

Specific 3 4 75%
3.9b  Measurable 3 4 75%
3.9e  Time-Bound 3 4 75%
6.4  Are periodic reviews occurring according to time frames established in plan? 3 4 75%
6.5  Periodic reviews provide a summary of progress toward goals and objectives? 2 4 50%
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LRE FY23 CMHSP Site Review Results – Final Results 

West Michigan CMH 

Date of Site Review:  April 18-21, 2023 
Draft Report: May 5, 2023 
Final Report: May 11, 2023 

 

I. Desk Audit Results 

Lakeshore Regional Entity (“LRE”) audited West Michigan CMH’s (“West Michigan”) remediation 
for those Desk Audit Standards that fell below 95% during LRE’s FY22 Site Review or those 
required by regulation or contract.  In FY22, West Michigan scored above 95% for all Desk Audit 
Standards. Therefore, LRE only audited West Michigan under the Health Information System 
Desk Audit Standard, which is required by regulation or contract. LRE determined that West 
Michigan was 100% compliant with the Health Information Systems Standard, which is 
unprecedented.  LRE appreciates West Michigan for its efforts and notes that West Michigan 
should be proud of this accomplishment. 
 

Desk Audit and Section Sum of Question Score Sum of Possible 
Score Percent Compliant 

2023 Standard XII Health 
Information Systems 150 150 100% 

 
II. Program Specific Audit Results 

LRE audited West Michigan’s remediation for those Program Specific Standards that fell below 
95% during LRE’s FY22 Site Review, except for the Self-Directed Services, which was not scored 
in FY22. LRE validated West Michigan’s remediation efforts of the Fiscal Management Services 
and Trauma Informed Care Standards. LRE elected to review the Self-Direction Standard in FY23.  
LRE determined that West Michigan is fully compliant in the Self-Direction Standard. LRE 
commends West Michigan remediation efforts for these Program Specific Standards. 
 

Desk Audit and Section Sum of Question Score Sum of Possible 
Score Percent Compliant 

CMHSP Program Specific - 
Fiscal Management Services 

(FMS) Monitoring) 
12 12 100% 

CMHSP Program Specific - 
Self-Direction 12 12 100% 
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CMHSP Program Specific - 
Trauma Informed Care 2 2 100% 

 
III. Credentialing & Training Audit Results 

LRE audited West Michigan’s credentialing and re-credentialing processes for internal and 
external providers. Overall, West Michigan scored 91.3% for the Credentialing and Training 
audits.  LRE determined that West Michigan scored above 95% for the Children’s Waiver Program 
(“CWP”) and Severe Emotional Disturbance Waiver (“SEDW”) audits for professional staff.  LRE 
commends West Michigan for its remediation efforts for CWP, which increased 26% over FY22, 
and SEDW, which improved 13% over FY22. 

LRE found that West Michigan scored below 95% for all other credentialing and training audits. 
LRE determined that West Michigan scored an average of 12% lower for the non-waiver/non-
autism training and credentialing audits and 6% lower for autism credentialing and training than 
FY22 which are areas for improvement both externally and internally.   

 

 

Non-Waiver/Non-Autism. LRE found that West Michigan’s internal credentialing process 
showed an improvement in performance appraisals and required training for internal staff. While 
this improvement showed positive change, there were remarkable decreases in the overall year-
to-year percentages. LRE determined that the decline can be attributed to missing trainings, lack 
of sanction checks, incomplete applications – including lack of education on applications, and 
lack of primary source verification of credentialing documents.  

Waiver/Autism LRE concluded that West Michigan’s credentialing and recredentialing efforts 
improved over fiscal year 2022, except for Autism.  For Waiver, LRE found improvements in 

Desk Audit and Section Sum of Question Score Sum of Possible Score Percent Compliant
2023 Autism Staff Training-
Credentialing Tool 219 238 92%
2023 CMH Credentialing 
Personnel File 88 104 85%
2023 CMHSP Staff Training 
Tool 131 148 86%
2023 CWP Professional 
Qualifications 31 32 97%
2023 HSW Aide Level 
Credentialing and Training 477 516 92%
2023 HSW Professional 
Qualifications Review 56 62 90%
2023 SEDW Professional 
Qualification 46 48 96%

Desk Audit and Section FY22 FY23 Change
Autism Training/HR 98% 92% -6%
CWP Training/HR 71% 97% 26%
HSW Training/HR 89% 92% 3%
SEDW Training/HR 83% 96% 13%
Non-Waiver/Non-Autism Training 97% 86% -11%
Non-Waiver/Non-Autism Credentialing 98% 85% -13%
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background checks prior to the date of hire. For Autism, LRE determined that the decline can be 
attributed to missing trainings and lack of appropriate first-aid certifications.  

Below are the missed questions on credentialing/training audits during the West Michigan Site 
Review: 

 

AuditSection AuditQuestion QuestionResult
Autism 2.1  Appeals and Grievances Not Met
Autism 2.2  Corporate Compliance Not Met
Autism 2.3  Cultural Competency Not Met
Autism 2.4  First Aid Certification Partially Met
Autism 2.5  Health Insurance Portability and Accountability Act (HIPAA) Not Met
Autism 2.6  Limited English Proficiency (LEP) Not Met
Autism 2.7  Person-Centered Planning and Self-Determination Partially Met
Autism 2.8  Recipient Rights Not Met
Autism 2.9  Standard Precautions (Blood Borne Pathogens/Infection Control) Not Met

CWP 1.2  Qualified Intellectual Disability Professional (Transcript needed if not Licensed) Partially Met
HSW 1.1 Qualified Intellectual Disability Professional (Transcript needed if not Licensed) Partially Met
HSW 1.3  Criminal background check is completed prior to hire. Not Met
HSW 1.3 Criminal background prior to hire Not Met

HSW

2.10  Medication Series including
•  Medication Administration  and Monitoring (online)
• Health and Wellness (online)
•	Medication & Health Skills Demonstration (classroom)
•	Medications:  Types, Uses & Effects (online)
HSW - Specialized Residential Only

Partially Met

HSW
2.11  Nutrition and Food Safety
HSW - Specialized Residential Only

Partially Met

HSW 2.12  Person-Centered Planning and Self-Determination Partially Met
HSW 2.15  Trauma informed Care Partially Met

HSW
2.16  CPR and First Aid Certification
HSW – Specialized Residential Only

Not Met

HSW

2.17  Beneficiary Specific IPOS Training
•  Date of the IPOS training:
•  Staff was trained by the appropriate professional.
•  The IPOS training document must include the following:
a. The name and credentials of the individual who conducted the training.
b.  The date the IPOS training occurred.
c. The name of the client.
d. The date of the IPOS.
e. The subject matter of the training.
f. The name of the staff receiving the training.
Required for Choice Voucher/Self Determination

Partially Met

HSW
2.4  Emergency Preparedness
HSW – Specialized Residential Only

Partially Met

HSW
2.7  Introduction to Human Services   
HSW – Specialized Residential Only

Partially Met

Non-Waiver/Non-Autism
1.1  Appeals and Grievances 
• Not required for Fiscal Intermediary
• Not required for Administrative Staff

Partially Met

Non-Waiver/Non-Autism
1.10  Credentialing approved by qualified credentialed practitioner and/or 
credentialing committee. (date of approval)

Not Met

Non-Waiver/Non-Autism 1.1a Application includes Education Not Met
Non-Waiver/Non-Autism 1.2  Corporate Compliance Partially Met

Non-Waiver/Non-Autism
1.2  Required Attestations: 
Lack of present illegal drug use

Not Met

Non-Waiver/Non-Autism
1.3  Cultural Competency
(Not required for Fiscal Intermediary)

Partially Met

Non-Waiver/Non-Autism

1.4  Standard Precautions (Blood Borne Pathogens/Infection Control)
Not required for:
• Fiscal Intermediary
• Administrative staff

Partially Met

Non-Waiver/Non-Autism 1.5  Health Insurance Portability and Accountability Act (HIPAA) Partially Met
Non-Waiver/Non-Autism 1.6  Limited English Proficiency (LEP) Partially Met

Non-Waiver/Non-Autism
1.6g.i NPDB/HIDBP query or in lieu of query all of the following must be verified:
Minimum 5-year history of professional liability claims resulting in judgement or 
settlement.

Partially Met

Non-Waiver/Non-Autism

1.6h  Primary Source Verification - If the individual practitioner undergoing 
credentialing is a physician, the physician profile information obtained from the 
American Medical Association or American Osteopathic Association may be used to 
satisfy the primary source requirements for licensure, board certification, and 
graduation from an accredited school.

Not Met

Non-Waiver/Non-Autism
1.6i  Initial Sanction Checks- Office of Inspector General (OIG), System for Award 
Management (SAM), and Michigan Sanctioned Provider List. (service used/frequency)

Partially Met

Non-Waiver/Non-Autism
1.6j  Evidence of monthly Sanction Checks completed.  If service is used, which service? 
(service used/frequency)

Not Met

Non-Waiver/Non-Autism 1.6l  Education/Internship/Residency (Physicians, NP, PA, etc.) Not Met
Non-Waiver/Non-Autism 1.7  Recipient Rights Partially Met
Non-Waiver/Non-Autism 2.1  Complete Application (Signed, dated, appropriate attestations) Not Met
Non-Waiver/Non-Autism 2.1  Person-Centered Planning and Self-Determination (all Clinical Staff) Not Met

SEDW 2.1  Criminal background prior to hire Not Met
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IV. Clinical Audit Results 

LRE reviewed clinical charts for all populations listed in the table below.   Overall, West Michigan 
scored 96.3% for the Clinical audits. LRE determined that West Michigan scored above 95% on 
all Clinical audit types, except for CWP and SEDW, which scored 92% and 89%, respectively.  
 

Audit Type 
Sum of 
Question Score 

Sum of 
Possible 
Score Percent Compliant 

2023 CMH Clinical Chart Review 
Autism 402 412 98% 

2023 CMH Clinical Chart Review CWP 147 160 92% 

2023 CMH Clinical Chart Review HAB 842 882 95% 
2023 CMH Clinical Chart Review IDD 
Adult 918 956 96% 
2023 CMH Clinical Chart Review IDD 
Child 124 128 97% 
2023 CMH Clinical Chart Review MI 
Adult 792 806 98% 
2023 CMH Clinical Chart Review MI 
Child 439 446 98% 
2023 CMH Clinical Chart Review 
SEDW 227 256 89% 
2023 HSW Clinical Chart Review 129 130 99% 

 
LRE determined that West Michigan’s clinical charts improved or remained similar from the 
previous fiscal year. Most notable changes that drove compliance were waiver charts. LRE 
applauds West Michigan’s efforts to improve quality of care.  
 

Population/Audit Type FY22 FY23 Percent Change 
Non-Waiver/Non-Autism Charts 97% 97% 0% 

Autism Charts 88% 98% 10% 
SEDW Charts 90% 89% -1% 
CWP Charts 81% 92% 11% 
HSW Charts 79% 96% 17% 

 
Autism. LRE determined that West Michigan demonstrated improvements in biopsychosocial 
assessments and other assessments overall.  LRE found West Michigan’s assessments to be 
comprehensive.  LRE acknowledges West Michigan’s efforts in providing BCBA supervision at the 
standard of 10%. It should also be noted that LRE commends West Michigan for incorporating 
parent and caregiver goals into ABA plans. 
 



Lakeshore Regional Entity  5 
 

West Michigan has the opportunity to improve clinical charts by ensuring that discharge from 
services is incorporated into the arch of treatment. 
 
Waiver.  LRE determined that West Michigan’s charts were complete, comprehensive, and 
organized in most aspects of the review. Every chart that was reviewed showed very good 
coordination of care with the client's PCP and it was obvious that West Michigan staff work on 
keeping the PCP up to date on the progress of the client.  
 
West Michigan has a few opportunities to improve clinical charts in several areas. First by 
ensuring that all progress notes track back to a goal or objective and show progress towards these 
goals. Also, by ensuring that SMART goal principles are written into every IPOS objective. The 
final area for improvement is to make sure that all evaluations for specialty services are not only 
happening, but happening in a timely manner once the family is authorized for that service.  
  
Non-Waiver/Non-Autism.  LRE reviewed charts across the service array at West Michigan and 
determined that consumers transitioned well throughout treatment. LRE determined that West 
Michigan clinicians assist individuals into less restrictive treatment settings. LRE noted that 
multiple charts demonstrated SMART goals and well documented outreach and care 
coordination.  
 
West Michigan can improve by ensuring that IPOSs are completed within 364 days of the previous 
plan’s completion, as well as ensuring that the plan is written in “person first” language. 
 
A. CWP - 92% 

Audit Question Question Result 
7.1b  The prescription has a beginning and end date. Partially Met 
3.9b  Measurable Partially Met 
3.9e  Time-Bound Partially Met 
6.2  Service documentation references goals and objectives (progress notes, data sheets, 
logs) Partially Met 
6.3  Progress toward goal/objective is included in service documentation (progress notes, 
data sheets, logs) Partially Met 
13.3  Service documentation supports how the CLS intervention was completed (assisting, 
prompting, reminding, cueing, observing, guiding, and/or training). Not Met 
19.1  An evaluation for each therapy is completed by the appropriate professional and 
present in the record. Not Met 
3.25 There is documentation that direct care staff were in-serviced on the IPOS. Not Met 
3.3  Current IPOS was completed within 365 days of previous IPOS. Not Met 
 
B.  SEDW - 89% 

Audit Question Question Result 
5.3  Reasons for decisions are clearly documented and available to the recipient. Partially Met 
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3.17  The IPOS is signed by the person and/or representative, case manager or supports 
coordinator, and the support broker/agent (if one is involved). Partially Met 
4.1  Consumer was provided written information related to Recipient Rights? Partially Met 
4.3  Consumer was given accurate information about the Grievance and Appeal Process? Partially Met 
6.1b  Amount Partially Met 
1.2  Is there a copy of the Initial Assessment (if open for less than one year) or timely Re-
Assessment (if open for more than one year) in the file? Not Met 
2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the 
development of a plan? 
 •  If done on same day, documentation reflects reasoning and/or client’s request Not Met 
2.3  Pre-planning addressed when and where the meeting will be held. Not Met 
2.4  Pre-planning addressed 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). Not Met 
2.5   Consumers hopes, dreams, and desires are documented. (Strengths and 
concerns) Not Met 
2.6  Pre-planning identified any potential conflicts of interest or potential disagreements 
that may arise during the PCP for participants in the planning process and plan for how to 
address them. Not Met 
2.7 The consumer was offered a choice of external facilitator. Not Met 
2.8  Pre-planning addressed what accommodations the person may need to meaningfully 
participate in the meeting (including assistance for individuals who use behavior as 
communication). Not Met 
2.9  Pre-planning addressed who will facilitate the meeting. Not Met 
3.6  The IPOS must be prepared in person-first singular language and can be 
understandable by the person with a minimum of clinical jargon or language. Not Met 
3.9b  Measurable Not Met 
3.9e  Time-Bound Not Met 
 



 
   

 5000 Hakes Drive, Norton Shores MI 49441 
                                            Phone: 231-769-2050                
  Fax: 231-269-2071 

LRE FY23 CMHSP Site Review Results – Final Report 
network180 

Date of Site Review:  May 22-25, 2023 
Draft Report: June 8, 2023 
Final Report: July 17, 2023 

 
I. Desk Audit Results 

Lakeshore Regional Entity (“LRE”) audited N180’s remediation for those Desk Audit Standards that 
fell below 95% during LRE’s FY22 Site Review or those required by regulation or contract.  LRE 
audited Desk Audit Standard III Availability of Services and Standard XXI Disclosure of Ownership 
Control & Criminal Conviction, which network180 (n180) scored below 95% in FY22. Further, LRE 
audited Health Information Systems Desk Audit Standard, which is required by regulation or 
contract. LRE determined that n180 was 100% compliant in all areas of the desk audit, except for 
Health Information Systems, which scored 99.3%. LRE applauds n180 for the areas of 
improvement of this past year.  
 

Desk Audit and Section Sum of Question 
Score 

Sum of Possible 
Score Percent Compliant 

2023 Standard III Availability of 
Services 8 8 100.0% 

2023 Section XXI Disclosure of 
Ownership Control & Criminal 

Conviction 
4 4 100.0% 

2023 Standard XII Health 
Information Systems 149 150 99.3% 

 
 
LRE analyzed n180’s Desk Audit performance at the Audit Question level to identify specific areas 
of improvement year over year as well as opportunities for continued improvement.  Overall, n180 
improved its compliance rate from 0% in FY22 to 100% in FY23 for six of the Audit Questions, 
which are represented in green highlight below.  n180 received a repeat citation for Standard XII 
Health Information Systems|Question 12.58 due to its non-compliance with 
BH-TEDS reporting. 
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n180 CMHSP SITE REVIEWS: DESK AUDIT RESULTS BY AUDIT QUESTION FY22 vs. FY23: 
 

 
II. Program Specific Audit Results 

LRE audited n180’s remediation for those Program Specific Standards that fell below 95% during 
LRE’s FY22 Site Review. LRE validated n180’s remediation efforts of the Children's Intensive Crisis 
Stabilization Services. LRE determined that n180 is fully compliant in this service area. LRE 
commends n180 for remediation efforts for this Program Specific Standard. 
 

Program Specific Audit Section Sum of 
Question Score 

Sum of 
Possible 

Score 
Percent Compliant 

CMHSP Program Specific - Children's 
Intensive Crisis Stabilization Services 2 2 100.0% 

 
  

Audit Type Audit Section Audit Question FY22 FY23

2023 Standard III Availability 
of Services

III.  Access System Standards
3.27  Access staff follow up with individuals who made contact within two (2) business 
days to ensure service needs have been met or to re-engage if referral connections have 
not been met.

0% 100%

2023 Standard III Availability 
of Services

III.  Access System Standards
3.22  Individuals with routine needs are screened or other arrangements made within 30 
minutes.

0% 100%

2023 Standard III Availability 
of Services

III.  Access System Standards 3.21  All non-emergent callbacks occur within one business day of initial contact. 0% 100%

2023 Standard III Availability 
of Services

III.  Access System Standards
3.20  For non-emergent calls, a person’s time on-hold awaiting a screening does not 
exceed 3 minutes without being offered an option for callback or talking with a non-
professional in the interim.

0% 100%

2023 Section XXI Disclosure 
of Ownership Control & 

Criminal Conviction

XXI.  Disclosure of Ownership, Control, & 
Criminal Conviction

21.4a  Reporting Criminal Convictions:  The CMHSP has a policy and process to identify 
and notify the PIHP (who notifies MDHHS BHDDA Division of Program Development, 
Consolation and Contracts) when any disclosures are made by providers with regard to:

Any staff member, director, or manager of the CMHSP, individual with beneficial 
ownership of five percent or more, or an individual with an employment, consulting or 
other arrangement with CMHSP has been convicted of a criminal offense described 
under sections 1128(a) and 1128(b)(1)(2), or (3) of the social security Act, or that have had 
civil money penalties or assessments imposed under section 1128A of the Act.

0% 100%

2023 Section XXI Disclosure 
of Ownership Control & 

Criminal Conviction

XXI.  Disclosure of Ownership, Control, & 
Criminal Conviction

21.4  Reporting Criminal Convictions:  The CMHSP has a policy and process to identify and 
notify the PIHP (who notifies MDHHS BHDDA Division of Program Development, 
Consolation and Contracts) when any disclosures are made by providers with regard to:
The ownership or control by a person that has been convicted of a criminal offense 
described under sections 1128(a) and 1128(b)(1)(2), or (3) of the Social Security Act, or 
that have had civil money penalties or assessments imposed under section 1128A of the 
Act.

0% 100%

2023 Standard XII Health 
Information Systems

XII. Contractual Obligations
12.58  The CMHSP submits BH-TEDS files and QI files to LRE monthly in accordance with 
the CMHSP's responsibilities outlined in the LRE/CMHSP delegation grid.

50% 50%
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III. Credentialing & Training Audit Results 

LRE audited n180’s credentialing and re-credentialing processes for internal and external 
providers. Overall, n180 scored 96.9% for the Credentialing and Training audits, which is an 
increase of 3.2% over FY22.  LRE determined that n180 scored above 95% for all audit types, apart 
from CMH Credentialing Personnel File and the CMH Staff Training Tool, which scored 94.5%, and 
94.8%, respectively, in FY23. 

Audit Type 

2023 Autism Staff Training-Credentialing 
Tool 

2023 CMH Credentialing Personnel File 
2023 CMHSP Staff Training Tool 

2023 CWP Aide Level Credentialing and 
Training 

2023 CWP Professional Qualifications 
2023 HSW Aide Level Credentialing and 

Training 
2023 HSW Professional Qualifications 

Review 
2023 SEDW Professional Qualification 

 

LRE commends n180 for its credentialing and training remediation efforts for the Waiver programs 
throughout FY22.  n180’s remediation efforts resulted in significant improvements in Waiver 
Credentialing and Training compliance rates for CWP Aide (+7.1%), CWP Professional (+6.1%), and 
HSW Aide (+4.8%) Audits. 

LRE found that n180 performed lower in CMHSP Staff Training by -4%.  

Audit Type FY22 % 
Compliant 

FY23 % 
Compliant 

Year over 
Year 

Change 

2023 Autism Staff Training-Credentialing 
Tool 96.3% 97.2% 0.9% 

2023 CMH Credentialing Personnel File 94.0% 94.5% 0.5% 
2023 CMHSP Staff Training Tool 98.8% 94.8% -4.0% 

2023 CWP Aide Level Credentialing and 
Training 93% 100.0% 7.1% 

2023 CWP Professional Qualifications 93.9% 100.0% 6.1% 

2023 HSW Aide Level Credentialing and 
Training 92.8% 97.6% 4.8% 
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2023 HSW Professional Qualifications 
Review 94.2% 96.6% 2.4% 

2023 SEDW Professional Qualification 100% 100.0% 0.0% 
 

Non-Waiver/Non-Autism. LRE found that n180’s internal credentialing and training processes to 
be like years in the past, which is excellent. LRE determined that while n180 internally performed 
well, missing external training (see the below chart) attributed to the 4% decline in CMHSP Staff 
Training.  

Waiver/Autism. LRE concluded that n180’s credentialing and recredentialing efforts improved 
over fiscal year 2022. Specifically, Waiver Credentialing and Training compliance rates improved 
significantly for CWP Aide (+7.1%), CWP Professional (+6.1%), and HSW Aide (+4.8%) Audits, which 
can be attributed to overall improvements in IPOS trainings. 

 

Audit Type Audit Question Question 
Result 

2023 Autism Staff Training-
Credentialing Tool 

3.5  Beneficiary Specific IPOS Training 
 • Date of the IPOS training:       
• Staff was trained by the appropriate professional. 
 • The IPOS training document must include the 
following: 
 a. The name and credentials of the individual who 
conducted the training. 
 b.  The date the IPOS training occurred. 
 c. The name of the client. 
 d. The date of the IPOS. 
 e. The subject matter of the training. 
 f. The name of the staff receiving the training.   
Only required for Behavior Technicians 

Partially Met 

2023 Autism Staff Training-
Credentialing Tool 2.4  First Aid Certification Partially Met 

2023 CMHSP Staff Training Tool 5.1  Behavioral Treatment/Crisis Intervention (MANDT 
series) Partially Met 

2023 CMHSP Staff Training Tool 1.5  Health Insurance Portability and Accountability Act 
(HIPAA) Partially Met 

2023 Autism Staff Training-
Credentialing Tool 

3.2  Working under the supervision of an ABA supervisor 
(BCBA, BCaBA, QBHP) Partially Met 

2023 Autism Staff Training-
Credentialing Tool 

1.1  Appeals and Grievances  
• Not required for Fiscal Intermediary 
 • Not required for Administrative Staff 

Partially Met 

2023 Autism Staff Training-
Credentialing Tool 1.2  Criminal background check is completed prior to hire. Partially Met 

2023 Autism Staff Training-
Credentialing Tool 6.2  Working under the supervision of a licensed BCBA. Not Met 
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2023 CMHSP Staff Training Tool 

1.4  Standard Precautions (Blood Borne Pathogens/Infection 
Control) 
 Not required for: 
 • Fiscal Intermediary 
 • Administrative staff 

Not Met 

2023 Autism Staff Training-
Credentialing Tool 5.4  Health & Wellness Not Met 

2023 Autism Staff Training-
Credentialing Tool 5.7  Nutrition & Food Safety Not Met 

2023 Autism Staff Training-
Credentialing Tool 

5.1  Minimum one-year experience in diagnosing / treating 
children with ASD based on the principles of ABA Not Met 

2023 Autism Staff Training-
Credentialing Tool 

5.3  Documented course work at graduate level from an 
accredited university in at least 3 of the following 6 areas: 
 • Ethical Considerations 
 • Definitions & characteristics & principles, process, 
concepts of behavior 
 • Behavior assessment & selecting interventions, 
outcomes, and strategies 
 • Experimental evaluation of interventions 
 • Measurement of behavior & developing & 
interpreting behavior data 
 • Behavioral change procedures and system supports 

Not Met 

2023 Autism Staff Training-
Credentialing Tool 

5.4  Scheduled to become a BCBA by 9/30/2025 and is 
certified and licensed as a BCBA within two years of 
completing ABA coursework if QBHP. 

Not Met 

2023 Autism Staff Training-
Credentialing Tool 3.1  Able to communicate expressively and receptively Not Met 

2023 Autism Staff Training-
Credentialing Tool 3.3  BACB approved training outlined in the RBT Task List Not Met 

2023 Autism Staff Training-
Credentialing Tool 3.4  Proof individual is age 18 or older. Not Met 

2023 Autism Staff Training-
Credentialing Tool 

1.3  Last criminal background check was completed within 
the last two years. Not Met 

2023 Autism Staff Training-
Credentialing Tool 2.1  Appeals and Grievances Not Met 

2023 CMHSP Staff Training Tool 2.2  Corporate Compliance Not Met 
2023 CMHSP Staff Training Tool 2.3  Cultural Competency Not Met 

2023 CMHSP Staff Training Tool 2.5  Health Insurance Portability and Accountability Act 
(HIPAA) Not Met 

2023 CMHSP Staff Training Tool 2.6  Limited English Proficiency (LEP) Not Met 
2023 Autism Staff Training-

Credentialing Tool 2.7  Person-Centered Planning and Self-Determination Not Met 

2023 Autism Staff Training-
Credentialing Tool 2.8  Recipient Rights Not Met 
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2023 Autism Staff Training-
Credentialing Tool 

2.9  Standard Precautions (Blood Borne Pathogens/Infection 
Control) Not Met 

2023 Autism Staff Training-
Credentialing Tool 

2.1  Person-Centered Planning and Self-Determination (all 
Clinical Staff) Not Met 

2023 Autism Staff Training-
Credentialing Tool 2.2  Trauma informed Care (all clinical staff) Not Met 

2023 Autism Staff Training-
Credentialing Tool 1.2  Corporate Compliance Not Met 

2023 Autism Staff Training-
Credentialing Tool 

1.3  Cultural Competency 
 (Not required for Fiscal Intermediary) Not Met 

2023 Autism Staff Training-
Credentialing Tool 1.6  Limited English Proficiency (LEP) Not Met 

2023 Autism Staff Training-
Credentialing Tool 1.7  Recipient Rights Not Met 

2023 Autism Staff Training-
Credentialing Tool 6.1  Knowledge of First Aid training Not Met 

2023 Autism Staff Training-
Credentialing Tool 6.1  Current Certification through the BACB Not Met 

2023 Autism Staff Training-
Credentialing Tool 4.0  Current License Not Met 

2023 Autism Staff Training-
Credentialing Tool 

8.1 Minimum one-year experience in diagnosing / treating 
children with ASD based on the principles of ABA. Not Met 

2023 Autism Staff Training-
Credentialing Tool 

8.2 Must be one of the following professions:   
• a physician with a specialty in psychiatry or neurology.  
• a physician with a subspecialty in developmental 
pediatrics, developmental-behavioral pediatrics  
• or a related discipline; a physician with a specialty in 
pediatrics or other appropriate specialty with training, 
experience or expertise in ASD and/or behavioral health;  
• a psychologist;  
• an advanced practice registered nurse with training, 
experience, or expertise in ASD and/or behavioral health;  
• a physician assistant with training, experience, or expertise 
in ASD and/or behavioral health;  
• a clinical social worker, working within their scope of 
practice, and is qualified and experienced in diagnosing ASD. 

Not Met 

 

IV. Clinical Audit Results 

LRE reviewed clinical charts for all non-SUD populations.  Overall, n180 scored 95.7% for the 
Clinical audits, which is a 0.3% decrease over FY22.  LRE determined that n180 scored above 95% 
on all Clinical audit types, except for CWP and SEDW, which scored 94.7%, 94.5%, and 91.8%, 
respectively.  
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Audit Type 
Sum of 

Question 
Score 

Sum of 
Possible 

Score 

Percent 
Compliant 

2023 CMH Clinical Chart Review Autism 1663 1720 96.9% 

2023 CMH Clinical Chart Review CWP 445 470 94.7% 

2023 CMH Clinical Chart Review HAB 648 676 95.9% 

2023 CMH Clinical Chart Review IDD Adult 510 536 95.1% 

2023 CMH Clinical Chart Review IDD Child 206 212 97.2% 

2023 CMH Clinical Chart Review MI Adult 447 466 95.9% 

2023 CMH Clinical Chart Review MI Child 395 410 96.3% 

2023 CMH Clinical Chart Review SEDW 391 426 91.8% 

 
LRE determined that n180’s clinical charts remained similar from the previous fiscal year, except 
for Autism clinical charts, which improved by 4.8% over FY22 and Non-Waiver IDD Adult charts 
and Non-Waiver MI Child charts, which decreased by 3.4% and 2.8%, respectively, over FY22. 
 

Audit Type FY22 % 
Compliant 

FY23 % 
Compliant 

Year over 
Year 

Change 

2023 CMH Clinical Chart Review Autism 92.1% 96.9% 4.8% 
2023 CMH Clinical Chart Review CWP 95.8% 94.7% -1.1% 
2023 CMH Clinical Chart Review HAB 95.9% 95.9% No Change 

2023 CMH Clinical Chart Review IDD Adult 98.5% 95.1% -3.4% 

2023 CMH Clinical Chart Review IDD Child 97.9% 97.2% -0.7% 

2023 CMH Clinical Chart Review MI Adult 97.3% 95.9% -1.4% 

2023 CMH Clinical Chart Review MI Child 99.1% 96.3% -2.8% 
2023 CMH Clinical Chart Review SEDW 91.4% 91.8% 0.4% 

 
Autism. LRE determined that n180 and providers demonstrated improvements in assessments, 
diagnostic evaluations and the LRE applauds n180 Autism staff/providers for well written goals.  
 
n180 can improve Autism charts by ensuring discharge planning occurs at each stage of treatment 
and services are authorized at the appropriate amount for the individual served.  
 
Waiver. LRE determined that n180’s charts were complete, comprehensive, and organized in most 
aspects of the review. 
 
n180 can improve clinical charts by ensuring primary care physicians are listed in person center 
planning documents and SMART principles are utilized when writing goals and objectives.  
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Non-Waiver/Non-Autism. LRE reviewed charts across the service array at n180 and determined 
that biopsychosocial assessments clearly explained treatment history and IPOS objectives were 
recovery focused. Internal and externally provided services coordinate care well, which should be 
applauded.  
 
n180 can improve clinical charts by ensuring that services are delivered as authorized in the plan 
of service and service note narrative clearly relates to a goal or objective in the plan of service. 
n180 can also ensure that SMART principles of goal writing are implemented internally and 
externally for best quality of care.  
 
A. IDD Adult – 95.1% showing a decline of 3.4% over FY22 Audit. 

Audit Question Question 
Result 

1.10  Present and history of trauma is screened for and identified (abuse, neglect, 
violence, or other sources of trauma) using a validated, population-appropriate 
screening tool? 

Partially 
Met 

1.3  Are consumer’s needs & wants are documented? 
Partially 

Met 

1.9 Previous behavioral health treatment and response to treatment identified? 
Partially 

Met 

19.3  Progress toward IPOS goals and objectives is present in the service documentation. 
Partially 

Met 

2.5  Consumers hopes, dreams, and desires are documented. (Strengths and concerns) 
Partially 

Met 
3.16  The estimated/prospective cost of IPOS services and supports authorized by the 
CMHSP must be available. 

Partially 
Met 

3.24  Consumer has ongoing opportunities to provide feedback on satisfaction with 
treatment, services, and progress towards valued outcomes? 

Partially 
Met 

3.9b  Measurable 
Partially 

Met 

3.9e  Time-Bound 
Partially 

Met 

6.1b  Amount 
Partially 

Met 
6.2  Service documentation references goals and objectives (progress notes, data sheets, 
logs) 

Partially 
Met 

6.3  Progress toward goal/objective is included in service documentation (progress 
notes, data sheets, logs) 

Partially 
Met 

6.4  Are periodic reviews occurring according to time frames established in plan? 
Partially 

Met 

7.1a  There is a physician prescription or referral for each specialized service (PT, OT, 
Speech etc.): 
a.  The date of the prescription is on the prescription. 

Partially 
Met 

7.1b  The prescription has a beginning and end date. 
Partially 

Met 
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7.1c  The prescription indicated which service is being prescribed. 
Partially 

Met 

7.1d  The prescription has the doctor’s signature 
Partially 

Met 

7.3  Release of Information for Primary Care Physician and relevant healthcare providers 
listed in the assessment are obtained.  
• Releases must contain an individual’s name and Address.  
• Names of clinics/practices are not acceptable. 

Partially 
Met 

16.2  There is a copy of the SD Agreement Not Met 

19.1  An evaluation for each therapy is completed by the appropriate professional and 
present in the record. 

Not Met 

2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the 
development of a plan? 
•  If done on same day, documentation reflects reasoning and/or client’s request 

Not Met 

3.21  If applicable, identified history of trauma is addressed as part of PCP. Not Met 

3.23  Was the consumer/guardian given a copy of the Individual Plan of Service within 15 
business days? 

Not Met 

3.25 There is documentation that direct care staff were in-serviced on the IPOS. Not Met 
3.3  Current IPOS was completed within 365 days of previous IPOS. Not Met 
4.3  Consumer was given accurate information about the Grievance and Appeal Process? Not Met 

6.1a  Services are being delivered consistent with plan: 
Scope 

Not Met 

7.4  There is evidence of coordination with Primary Care Physician in the record. Not Met 

9.1  The CMHSP encourages all consumers eligible for specialty mental health services to 
receive a physical health assessment including identification of the primary health care 
home/provider, medication history, identification of current and past physical health 
care and referrals for appropriate services. 

Not Met 
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B. CWP – 94.6% 

Audit Question 
Question 

Result 

1.10  Present and history of trauma is screened for and identified (abuse, neglect, 
violence, or other sources of trauma) using a validated, population-appropriate 
screening tool? 

Not Met 

1.2  Is there a copy of the Initial Assessment (if open for less than one year) or timely 
Re-Assessment (if open for more than one year) in the file? 

Not Met 

1.8  Chart contains a narrative for the determination of the Category of Care/Intensity 
of Care and decision guide. 

Partially Met 

1.8  Current healthcare providers are identified? 
• Name and Address must be identified for each healthcare provider 

Partially Met 

13.3  Service documentation supports how the CLS intervention was completed 
(assisting, prompting, reminding, cueing, observing, guiding, and/or training). 

Not Met 

19.1  An evaluation for each therapy is completed by the appropriate professional and 
present in the record. 

Not Met 

3.12a  The amount, scope, and duration of medically necessary services and supports 
authorized by and obtained through the community mental health system.  The 
following are identified for each authorized service in the IPOS: 
Amount 

Partially Met 

3.21  If applicable, identified history of trauma is addressed as part of PCP. Not Met 
3.25 There is documentation that direct care staff were in-serviced on the IPOS. Partially Met 
3.3  Current IPOS was completed within 365 days of previous IPOS. Not Met 

3.6  The IPOS must be prepared in person-first singular language and can be 
understandable by the person with a minimum of clinical jargon or language. 

Partially Met 

3.8  The plan addresses need/issues identified in the assessment (or clear 
documentation of why issue is not being addressed) and builds upon the strengths 

Partially Met 

3.9b  Measurable Partially Met 
3.9e  Time-Bound Partially Met 
3.9f  Strength-based (not compliance based) Partially Met 
6.1b  Amount Partially Met 
6.1c  Duration Partially Met 

6.2  Service documentation references goals and objectives (progress notes, data 
sheets, logs) 

Partially Met 

6.3  Progress toward goal/objective is included in service documentation (progress 
notes, data sheets, logs) 

Partially Met 

7.1b  The prescription has a beginning and end date. Partially Met 
7.1c  The prescription indicated which service is being prescribed. Partially Met 
7.1d  The prescription has the doctor’s signature Partially Met 
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C.  SEDW – 91.8% 

Audit Question 
Question 

Result 
1.2  Is there a copy of the Initial Assessment (if open for less than one year) or timely 
Re-Assessment (if open for more than one year) in the file? Not Met 
1.8  Current healthcare providers are identified? 
• Name and Address must be identified for each healthcare provider Not Met 

2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the 
development of a plan? 
•  If done on same day, documentation reflects reasoning and/or client’s request Not Met 
2.3  Pre-planning addressed when and where the meeting will be held. Not Met 

2.4  Pre-planning addressed 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). Not Met 
2.5  Consumers hopes, dreams, and desires are documented. (Strengths and 
concerns) Not Met 

2.6  Pre-planning identified any potential conflicts of interest or potential 
disagreements that may arise during the PCP for participants in the planning process 
and plan for how to address them. Not Met 
2.7 The consumer was offered a choice of external facilitator. Not Met 

2.8  Pre-planning addressed what accommodations the person may need to 
meaningfully participate in the meeting (including assistance for individuals who use 
behavior as communication). Not Met 
2.9  Pre-planning addressed who will facilitate the meeting. Not Met 
3.16  The estimated/prospective cost of IPOS services and supports authorized by the 
CMHSP must be available. Not Met 
3.17  The IPOS is signed by the person and/or representative, case manager or 
supports coordinator, and the support broker/agent (if one is involved). Partially Met 
3.2  The timeframe between the initial Psycho-social assessment and the IPOS was in 
acceptable limits (for new intakes only). Partially Met 
3.6  The IPOS must be prepared in person-first singular language and can be 
understandable by the person with a minimum of clinical jargon or language. Not Met 

3.8  The plan addresses need/issues identified in the assessment (or clear 
documentation of why issue is not being addressed) and builds upon the strengths Partially Met 
3.9b  Measurable Partially Met 
3.9e  Time-Bound Partially Met 
3.9f  Strength-based (not compliance based) Partially Met 
4.1  Consumer was provided written information related to Recipient Rights? Partially Met 
4.3  Consumer was given accurate information about the Grievance and Appeal 
Process? Partially Met 
5.3  Reasons for decisions are clearly documented and available to the recipient. Partially Met 
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6.1b  Amount Partially Met 
6.2  Service documentation references goals and objectives (progress notes, data 
sheets, logs) Partially Met 
6.3  Progress toward goal/objective is included in service documentation (progress 
notes, data sheets, logs) Partially Met 

7.3  Release of Information for Primary Care Physician and relevant healthcare 
providers listed in the assessment are obtained.  
• Releases must contain an individual’s name and Address.  
• Names of clinics/practices are not acceptable. Partially Met 

8.2a  Does the discharge/transfer documentation include: 
a.  Statement of the reason for discharge; and Individual’s status and condition at 
discharge Not Met 

9.1  The CMHSP encourages all consumers eligible for specialty mental health services 
to receive a physical health assessment including identification of the primary health 
care home/provider, medication history, identification of current and past physical 
health care and referrals for appropriate services. Partially Met 

 
D. MI Child – 95.1% showing a decline of 3.4% over FY22 Audit. 

 

Audit Question 
Question 

Result 
3.12a  The amount, scope, and duration of medically necessary services and supports 
authorized by and obtained through the community mental health system.  The 
following are identified for each authorized service in the IPOS: 
Amount Partially Met 
3.12b  Scope Partially Met 
3.12c  Duration Partially Met 
3.16  The estimated/prospective cost of IPOS services and supports authorized by the 
CMHSP must be available. Not Met 
3.8  The plan addresses need/issues identified in the assessment (or clear 
documentation of why issue is not being addressed) and builds upon the strengths Not Met 
3.9b  Measurable Partially Met 
3.9e  Time-Bound Partially Met 
3.9f  Strength-based (not compliance based) Partially Met 
1.8  Current healthcare providers are identified? 
• Name and Address must be identified for each healthcare provider Partially Met 
3.17  The IPOS is signed by the person and/or representative, case manager or 
supports coordinator, and the support broker/agent (if one is involved). Partially Met 
3.23  Was the consumer/guardian given a copy of the Individual Plan of Service within 
15 business days? Partially Met 
6.1b  Amount Partially Met 
2.2  Did pre-planning occur prior to Person-Centered Planning meeting or the 
development of a plan? 
•  If done on same day, documentation reflects reasoning and/or client’s request Partially Met 
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LRE Medicaid Verification FY23 Quarter 1 (October -December 2022) 

Medicaid Verification was completed for FY23 Quarter 1.   
The overall results were high scores for all CMHSP’s with an average of 99.95% to 100%.   There were no concerns noted during this audit.  
There was a recoupment of Medicaid funding completed by one of the CMHSP’s totaling $5,094.23. 

Number of Reviews Completed by Service Type 
Service Claims Units Service Claims Units Service Claims Units 

Outpatient 
Services 

384 384 Wrap Around 29 94 CLS (H2015) 319 5386 

Psychiatric 
Services 

182 182 Supports Coord/ 
Case Management 

537 1090 Skill Building 31 279 

Treatment 
Planning 

125 125 Home Based 98 370 Supported 
Employment 

31 238 

Clinical 
Assessments 

37 37 Family Training 31 31 Residential CLS 110 370 

Peer Support 31 119 Autism 200 1757 Personal Care 110 366 
Screening for 
Inpatient 

16 16 Therapy: OP other 4 16 Respite 34 675 

ACT 156 375 Crisis Residential 
Hospitalization 

17 17 Med Injections 56 56 

Number of Encounters completed by Population Group Number of Consumers completed by Population Group 

MI  Adult 1013 MI Adult 151 
MI Child 493 MI Child 85 
I/DD Adult 925 I/DD Adult 126 
I/DD Child 287 I/DD Child 46 
SUD Adult 7 SUD Adult 2 
Total Reviewed 2725 Total Reviewed 410 

Attachment 4
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Services Claims Units Services Claims Units Services Claims Units 
Nursing Services 11 15 Behavior Treat 15 15 Crisis Assessments 31 57 
CCBHC 108 108  Fiscal Intermed 14 14  Clubhouse 1 21 
Transport 6 6  Overnight CLS 4 76     

 
Providers Reviewed  

Provider Service Provider Service 
ACORN Autism Harbor House Ministries Residential 
Agnus Dei AFC Residential Hope Network Autism, OP, CM. Psych 
American Homestead Residential Indian Trails CLS 
Arbor Circle OP Kelly's Kare  CLS, Residential 
Beacon Specialized Residential MOKA CLS, Residential 
Bethany Christian OP Naile Boshnjaku Residential 
BHT Gusco FI Norma Jeans AFC Residential 
Brightside Living Residential North Kent Guidance Services OP 
Centria Autism Pine Rest OP, CM,Psych 
Cherry Health OP, CM,SUD Pioneer CLS, Residential 
Chrysalis Services CLS Positive Behavioral Supports Autism 
Community Alliance CLS Preferred Employment/Community CLS, SE 
Community Living Services Case Management Real Life Living Services CLS 
Cornerstone AFC Residential Second Story OP 
Covenant Ability Residential Sparks Behavioral Health Psychology 
DA Blodgett OP, CM, Home Based Spectrum Community Services OP, CM 
David's House Ministries Residential Stuart Wilson FI 
Daybreak Adult Services CLS Thresholds CLS, Residential 
Developmental Enhancements Autism Toni Ann Keglovitz Health Services 
Evas AFC Residential Turning Leaf Residential 
Family Outreach OP, CM Warren Sakshaug Group Home Residential 
Flatrock Manor Residential Wedgwood OP, CM, wrap around 
Goodwill Industries SB, SE West MI Psych Services OP 
Guardian Trac FI     
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Is the provided 
service eligible 

for payment 
under 

Medicaid?

Was the  IPOS  
in effect for the 
date of service, 

available for 
review?

Identified 
Amount

Identified 
Scope

Identified 
Duration

Is there 
documentation 
indicating the 
service was 

provided on the 
date billed?

Signatures 
and 

Credentials of 
Service 

Provider

Documentat
ion supports 
the services 
as reported

Yes 525 509 509 509 509 525 273 521
No 0 0 0 0 0 0 0 0
N/A 16 16 16 16 252 4

% of Yes 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Yes 476 404 352 351 352 474 374 462
No 0 0 0 0 0 2 0 0
N/A 72 124 125 124 102 14

% of Yes 100.00% 100.00% 100.00% 100.00% 100.00% 99.58% 100.00% 100.00%

Yes 791 754 727 727 727 791 657 789
No 0 0 0 0 0 0 0 0
N/A 37 64 64 64 134 2

% of Yes 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Yes 370 346 319 319 319 370 310 370
No 0 0 0 0 0 0 0 0
N/A 24 51 51 51 60 0

% of Yes 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Yes 563 544 477 477 477 563 357 560
No 0 0 0 0 0 0 0 0
N/A 19 86 86 86 206 3

% of Yes 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Yes 2725 2557 2384 2383 2384 2723 1971 2702
No 0 0 0 0 0 2 0 0
N/A 168 341 342 341 754 23

% of Yes 100.00% 100.00% 100.00% 100.00% 100.00% 99.93% 100.00% 100.00%

LRE Medicaid Verification FY23 Quarter 1 (Sept-Dec2022)

 Does the service informationin Does the documentation include the 
The 

Benficiary 
was eligble 

for Medicaid 
on the date of 

service?

Was the 
service 

delivered by a 
staff person 
qualified to 
provide the 

Was the 
provided 
service 

identified in 
the Plan of 
Service?

Unit based 
services 

have start 
and stop 

times

The billed 
services 
amount / 

units  match 
provided 

documentati
Allegan

525 525 509 276 525
0 0 0 0 0

16 249
100.00% 100.00% 100.00% 100.00% 100.00%

Allegan Overall % of Yes 100.00%

HealthWest
476 476 352 205 474

0 0 0 0 2
124 271

100.00% 100.00% 100.00% 100.00% 99.58%
HealthWest Overall % of Yes 99.95%

Network180
791 791 727 504 791

0 0 0 0 0
64 287

100.00% 100.00% 100.00% 100.00% 100.00%
Network180 Overall % of Yes 100.00%

Ottawa
370 370 319 159 370

0 0 0 0 0
51 211

100.00% 100.00% 100.00% 100.00% 100.00%
Ottawa Overall % of Yes 100.00%

0 0 0

West Michigan CMH

100.00% 100.00% 100.00%

563 563 477 329 563
0 0

86 234
100.00% 100.00%

2384 1473 2723

West Michigan CMH Overall % of Yes 100.00%

341 1252

Lakeshore Regional Entity Totals
2725 2725

99.93%
Lakeshore Regional Entity Overall % of Yes 99.99%

0 0 0 0 2

100.00% 100.00% 100.00% 100.00%
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Provider Information 

Population of Providers See Chart Above 
Number of Providers Reviewed 47 
Number of Providers put on Corrective Action 
Plans 

0 

Number of Providers on Correction Action for 
repeat/continuing issues 

0 

Number of Providers taken off Correction 
Action Plans 

0 

 

Medicaid Claims Verification Data Information 

Review Period Total Medicaid Dollars Amount Recouped 
FY 23  Quarter 1 $628,151 $5,094.23 

 

 
 

 

 

 

 

 











 
  The Executive Committee will 

develop a recommendation for 
the Board of Directors to 
review and approve. 
 

Executive 
Committee 

Board of Directors 
Meeting 

February 
meeting 

The Executive Committee will 
present the recommendation 
to the Board.   

Board Chair 

 
 
 
 
 





 

 

2. Job Specific Duties and Responsibilities 
Please check the rating that reflects your assessment of the CEO’s performance on each of these 
important responsibility areas of Executive leadership. 
 

 Below  Meets Exceeds 
 Expectations Expectations Expectations 

 (1) (2) (3) (4) (5) 
 
Governing Board  
  
Provides staff leadership to the Board  - Keeps Board Informed –  
Operations, affiliations, and regulatory/political matters 
 
 
Community Connection 
Consumer Advocacy 
 
Spokesperson for the LRE/Region.  Executive champion for  
consumer advocacy, partnership and empowerment 
 
 
Affiliations Relations 
 
Evaluate affiliation options in order to ensure the most 
appropriate alignment to secure services, funding, 
 resources, and collaboration opportunities 
 
 
Political advocacy  
 
 
Actively participates in MDHHS, MACMHB and other relevant organizations to advocate on behalf of the needs of the 
Consumers. Actively participates in political and regulatory activity – locally, across the region, region and state level 
 
 
 

Comments on the above areas 

 



 

 

 

 

 



 

 

3. Overall Performance Rating 
 

 Below  Meets Exceeds 
 Expectations Expectations Expectations 

 (1) (2) (3) (4) (5) 
 
Overall Performance  
Rating for the Past Year 
 
 

 
Comments 
 
 
 
 
 
 
 
 
 
 
 
CEO Strengths 

 
 

Opportunities for improvement 

 

 







LAKESHORE REGIONAL ENTITY 
FY2024 UTILIZATION MANAGEMENT PLAN 

 
Lakeshore Regional Entity (LRE) is the public behavioral health plan for individuals with mental 
illness, developmental disability, and substance use disorders in Allegan, Kent, Lake, Mason, 
Muskegon, Oceana and Ottawa counties. As one of 10 Prepaid Inpatient Health Plans (PIHP) in 
Michigan, LRE manages the Medicaid and Block Grant services provided under a contract with 
the State of Michigan’s Department of Health and Human Services (MDHHS) to residents in the 
region. 
 
The LRE UM Program is designed to utilize mechanisms to detect and correct under-and over-
utilization of services as well as procedures for conducting prospective, concurrent and 
retrospective reviews. The LRE’s Utilization Management (UM) Program must ensure the delivery 
of high quality, medically necessary care through appropriate utilization of resources in a cost 
effective and timely manner. The UM program provides the framework for the region to ensure 
services and UM activities are conducted in compliance with federal law and MDHHS contract 
requirements. 

LRE has adopted Utilization Management and Service Delivery Polices and Procedures that guide 
regional UM functions and effective oversight.  The polices and procedures comply with 42 CFR 
441.301(c)(4) requirements for home and community-based settings. 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

UTILIZATION MANAGEMENT POLICIES: 
• 5.0 Utilization Management 

o 5.0a UM Procedure 
o 5.0b Application of Milliman Care Guidelines 

• 5.1 Person Centered Planning 
o 5.1a Person Centered Planning Procedure 
o 5.1b Community Living and Housing Preferences  
o 5.1c Self Determination Procedure 

• 5.2 Assessments and Screens 
• 5.6 Integrated Care Coordination 

o 5.6a Care Coordination with Medicaid Health Plans  
• 5.15 Adoption of Clinical Practice Guidellines and Evidence Based Practices 

 

SERVICE DELIVERY POLICIES 
• 13.1 Habilitation Supports Waiver Administration 

o 13.1a HSW Initial Application and Eligibility Process 
o 13.1b HSW Annual Recertification Procedure 
o 13.1c HSW Disenrollment and Transfer  
o 13.1d HSW Prior Review and Approval 

• 13.2 Children’s Home and Community Based Services Waiver (CWP) 
o 13.2a CWP Prior Review Authorization Request Procedure 

• 13.3 Seriously Emotionally Disturbed Waiver (SED) 
• 13.4 Out of State Placements 

o 13.4a Out of State Placements Procedure 
• 13.5 Trauma Informed Systems of Care 
• 13.6 Autism Services 
• 13.7 Inpatient Psychiatric Hospitalization Standards 

o 13.7a Continued Stay Review Process 
 

https://www.lsre.org/for-providers/policies-and-procedures/utilization-management
https://www.lsre.org/for-providers/policies-and-procedures/utilization-management
https://www.lsre.org/for-providers/policies-and-procedures/service-delivery
https://www.lsre.org/for-providers/policies-and-procedures/service-delivery
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The LRE UM Program must meet the following core objectives: 
 

• Improve the consumer’s experience of car 
• Ensure effective and efficient provision of services across the region 
• Use of common tools and/or protocols to consistently evaluate medical necessity for 

services 
• Ensure regional capacity for all Utilization Management functions to control costs and 

minimize risk while assuring quality care. 
• Ensure that all services conform to accepted clinical practice guidelines 

 
UM PROGRAM OVERVIEW 
LRE must ensure regional access to public behavioral health services in accordance with its 
contract with MDHHS and relevant Michigan Medicaid Provider Manual (MMPM) and Michigan 
Mental Health Code (MMHC) requirements. LRE has adopted the American Psychiatric 
Association Clinical Practice Guidelines as the established practice guideline for all Medicaid 
covered services.  In addition, Milliman Care Guidelines (MCG) were adopted in 2020 and are 
utilized as an additional factor/criteria for decision-making and service authorization for 
inpatient, partial hospitalization, and crisis residential determinations     
 
LRE currently provides oversight and monitoring of all delegated regional UM functions,   
 
Over the past several years, LRE has engaged in significant redesign of its regional program to 
standardize UM functions across the region,  including:  

• Standardization of access to higher levels of care, including psychiatric inpatient, crisis 
residential, and partial hospitalization treatment  

• Development of a regional policy and procedure to standardize continued stay review 
for inpatient, partial inpatient, and crisis residential placements. 

• Methodologies to improve processes and reporting that assists CMHSPs with service 
eligibility determinations  

• Standardized report sharing for higher level of care initial authorizations, continuing 
stay reviews, discharge reporting, multi-morbidity/high complexity case 
identification, and high-cost service reviews.  

• Developed a regional auditing process to ensure Inter-Rater Reliability 
• Created utilization data reports for higher level of care, for example:  

 
 Psychiatric Inpatient ALOS  
 Crisis Residential ALOS/Units  
 Partial Inpatient ALOS 
 Inpatient Admits/1000 and Inpatient Days/1000 
 Readmission Rates – 7/30 Days 

The LRE will continue to focus on standardization of utilization management activities. Regardless 
of where these activities and functions occur, LRE retains responsibility to recommend and 
ensure improvement strategies across its service delivery network, particularly if adverse 
utilization trends are detected within the region. 
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In addition to continued standardization of regional UM functions, there will be continued efforts 
toward data integrity processes including identification of overlapping services and coding errors.  
LRE and CMHPSs continue collaborative work on authorization and claims files to provide greater 
visibility into real time medical expense via reporting tools and improved claims data 
exports/extracts to LRE from CMHSPs.   

OVERSIGHT STRUCTURE  
The LRE’s UM Program operates under the oversight of the LRE CEO, Regional Operations 
Committee, and LRE UM Regional Operations Advisory Team (UM ROAT) and Clinical ROAT 
 
LRE has delegated UM related activities to th Member CMHSPs.  LRE staff manage the overall UM 
Plan as well as the direction and focus of the LRE UM and Clinical  ROATs to achieve the strategic 
outcomes of the Lakeshore Regional Entity.  Collaboratively, LRE and CMHSP designated staff are 
responsible to: 
 

• Provide oversight to ensure that each CMHSP has policies and procedures that comply 
with State and federal requirements related to UM. 

• Develop, monitor and track key performance indicators to include identification of 
over/under utilization patterns and/or deviation from expected results across the region 

• Implement policies and systems to ensure consistency with the Mental Health Parity and 
Addiction Equity Act of 2008  

• Engage in studies of specific populations or sets of services based on identified factors or 
criteria. These may include populations or services with high risk, high costs, and presence 
of negative outliers or outcomes, or significant variance in utilization patterns 

• Act as the representative for the region on any Utilization Management initiatives across 
the state 

 
The LRE UM  ROAT is the primary body responsible for evaluating the utilization of LRE services 
and making UM recommendations to the LRE Operations Committee.The UM ROAT is comprised 
of one Subject Matter Expert (SME) from each member CMHSP and the LRE UM/Clinical 
Manager.  Other SME’s may be invited by the Clinical ROAT for a specific agenda topic. 

 
The responsibilities and duties of the UM ROAT include the following: 
 

• Develop and monitor a regional utilization management plan. 
• Set utilization management priorities based on the LRE strategic plan and/or 

contractual/public policy expectations. 
• Recommend policy and practices for access, authorization and utilization 

management standards that are consistent with requirements and represent best 
practices. 

• Participate in the development of access, authorization and utilization management 
monitoring criteria and tools to assure regional compliance with approved policies and 
standards. 

• Support development of materials and proofs for external quality review activities. 
• Establish improvement priorities based on results of external quality review activities. 
• Recommend regional medical necessity and level of care criteria. 
• Perform utilization management functions sufficient to analyze and make 
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recommendations relating to controlling costs, mitigating risk and assuring quality of 
care; review and monitor utilization patterns and analysis to detect and recommend 
remediation of over/under or inappropriate utilization. 

• Recommend improvement strategies where adverse utilization trends are detected; and 
• Implement policies and systems to ensure consistency with the Mental Health 

Parity and Addiction Equity Act of 2008 (MHPAEA). 
• Ensure UM ROAT coordination and information sharing to address continuity 

and efficiency of PIHP processes. 
 

PROGRAM STRUCTURE 
As required by the MDHHS contract, the UM Program must include the following: 
 

• Ensuring a welcoming, responsive access system available 24 hours per day, 7 days per 
week. Member CMHSPS are responsible to manage all requests for services with prompt, 
consistent screening/assessment for services. 

• Adoption of consistent regional access policies and procedures to assure compliance with 
LRE standards related to service eligibility and crisis response capacity.  

• Mechanisms to identify and correct under and/or over utilization.  
a. The LRE UM  ROAT  is responsible for reviewing aggregated and trend data related 

to services delivered across the region. 
b. The LRE UM ROAT  is responsible for identification of over and underutilization 

trends and identifying opportunities/interventions to correct significant variances.  
• Procedures to outline utilization review work including UM authorization and denial 

decisions made by qualified and credentialed professionals. UM reviews are supervised 
by qualified and credentialed professionals.  

• Efforts are made to obtain all necessary clinical information to render a decision. The 
rationale for all utilization review decisions are clearly documented and available to the 
LRE, CMHSP, provider, or the individual. 

• Well publicized and accessible appeal mechanisms are available for both the providers 
and individuals receiving services. Notification of denials should include a copy of how to 
file an appeal. 

• Appeals and Fair Hearings is a contracted function managed by Beacon Health Options 
from LRE.  Appeals and Fair Hearing decisions will be made in a timely manner as required 
by the MDHHS contract.   

 
SERVICE ACCESS AND ELIGIBILITY DETERMINATION 
Initial access to care and authorization of medically necessary services occurs at the CMHSPs and 
in some instances (SUD Services) at other provider sites. Initial service eligibility, continued stay 
review activities and ongoing utilization management for all mental health and substance use 
disorder services must be based on common standardized screening and assessment protocols 
consistent with the Medicaid Provider Manual and criteria/service selection guidelines specified 
by MDHHS contract.  The LRE has delegated these activities to the 5 CMHSPs.        
 

• The determination of medically necessary supports, services and/or treatments must be: 
• Based on information provided by the beneficiary, beneficiary’s family, and/or other 

individuals who know the beneficiary; and 
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• Based on clinical information from the beneficiary’s primary care physician or health care 
professional who have evaluated the beneficiary; and 

• Based on person-centered or individualized treatment planning 
• Made by appropriately trained and credentialed mental health and/or substance use 

disorder professionals 
• Made within federal and state standards for timeliness 
• Sufficient in amount, scope and duration to reasonably achieve its purpose 
• Documented in the individual’s record. 

 
Intake assessments have an established uniformity across the region using common screening 
and assessment tools that are validated and standardized per the Michigan Medicaid Provider 
Manual.The LRE and regional Member CMHSPs  adopted MCG medical necessity criteria for 
psychiatric inpatient, crisis residential and partial hospitalization levels of care.  MCG criteria does 
not replace the Michigan Medicaid Provider Manual, rather it is supplemental criteria used to 
support the individualized plan of service.       
 
Eligibility for services will be documented in the clinical record and specific data elements 
submitted to the PIHP as required by the PIHP/CMHSP sub-contract. 
 
All screening decisions will be documented and shall include: 
 

• Presenting problem and need for service and supports 
• Initial identification of the population group that qualified the person for services and 

supports 
• Legal eligibility and priority criteria (where applicable) 
• Urgent and emergent needs including linkages to crisis services 
• Screening disposition 
• Rationale for admission or denial 
• Ongoing service(s) required 

 
LRE retains responsibility to ensure that screening and eligibility determinations are consistently 
made across the region.   
 
AUTHORIZATION/UTILIZATION REVIEW 
LRE and CMHSPs shall establish guidelines and utilization monitoring procedures in accordance 
with the Michigan Medicaid Provider Manual. LRE shall not use any medical necessity criteria 
that are more restrictive than  those specified by MDHHS and/or the Medicaid Provider Manual 
to place appropriate limits on any service. 
 
Level of care criteria shall be sufficient to address the severity of illness and intensity of services 
required by the individual. Some services that fall within established parameters may be 
“presumptively authorized” to expedite care (i.e., initial assessment)  
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LRE, and CMHSPs and contract providers shall not deny services based solely on preset limits of 
the cost, amount, scope, or duration of services. Instead, determination of the need for services 
shall be conducted on an individualized basis using established medical necessity criteria. 
 
Decisions regarding the type, scope, duration and intensity of services to authorize or deny must 
be: 

• Accurate and consistent with medical necessity criteria 
• Consistent with established guidelines (ie: Medicaid Provider Manual, MDHHS contract) 
• Adjusted appropriately as beneficiary’s needs, status, and/or service requests change 
• Timely 
• Provided to the consumer in writing 
• Accompanied by the appropriate notice to the beneficiary regarding their appeal rights. 

 
Crisis services including pre-admission screening for and/or diversion from intensive services 
(Inpatient psychiatric, crisis residential, partial hospitalization services, SUD detox) and/or crisis 
stabilization services remain the responsibility of the CMHSP/Provider. 
 
UTILIZATION MANAGEMENT /OUTLIER MANAGEMENT 
Consistent with the Balanced Budget Act (BBA) and MDHHS contract requirements, the LRE, 
CMHSPs and contracted provider entities will ensure mechanisms are in place to detect over and 
under-utilization of services.  This includes: 
 

• Developing, monitoring, and tracking key performance indicators to detect patterns or 
trends 

• Specific studies of certain populations or particular sets of services based on established 
factors or criteria. These may include populations or services with high risk, high cost, 

• and/or presence of negative outliers or outcomes, or significant variation in utilization 
patterns. 

• Conducting data-driven analysis of regional utilization patterns 
• Requiring corrective action when necessary 

 
DATA REPORTING AND ANALYSIS  
UM activities delegated to Member CMHSPs, as contracted entities, collect, aggregate, and 
analyze data related to service utilization, costs, timeliness, and outcomes for all delegated UM 
activities. Data collected includes, but is not limited to: 
 

• Service utilization and costs by service code 
• Over / under utilization trends 
• Denials of authorization 
• Access and availability of services 
• Population trends 
• Penetration rates 
• Readmission rates 

 
LRE continues to develop, redesign and review reporting mechanisms via Power Bi Dashboards 
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OPERATIONAL GOALS  
The activities described below identify how Lakeshore Regional Entity will achieve its Utilization 
Management Program goals. 
 
1. Continue to develop standardized  utilization management protocols & functions across the 

region. This will include review of the following functions.   
• Access and service eligibility determination 
• Authorization for services 
• Re-authorizations 
• Admissions and continuing stay reviews for intensive services. 

 
2. Continue with development and review of a regional Utilization Management framework that 

includes common screening and assessment, UM procedures (where appropriate) as well as 
continued development of enhanced data reporting (Power Bi Reports) which will be 
reviewed for trends and potential areas of growth.  

 
3. Continue development and implementation of regionally uniform, standard processes across 

the region for determining service eligibility, level of care guidelines, standard assessment 
protocols, and regular monitoring and oversight to assure ensure effective use of resources.  

 
The Michigan Department of Health and Human Services (MDHHS) requires the use of 
standardized assessments or level of care determination tools during the initial assessment 
phase for specific clinical populations.   Minimally, the tools are used to inform, and in some 
instances, guide decision making regarding the appropriate level of care. No one assessment 
shall be used to determine the care an individual receives, rather it is part of a set of 
assessments, clinical judgment, and individual input that determine level of care. The 
following assessments/tools will be utilized in the Lakeshore region: 
 
Substance Use Disorder Services: 

• ASAM (American Society of Addiction Medicine) Continuum Assessment for adults (18 
and older) 

• ASAM Patient Placement Criteria (ASAM-PPC) for level of care determination 
 
Children and Adolescents with Serious Emoitional Distrubance 

• DECA (Devereaux Early Childhood Assessment, ages birth-47 months) 
• CAFAS (Child and Adolescent Functional Assessment Scale (for ages7-17) 
• PECFAS (Preschool and Early Childhood Functional Assessment Scale (for ages 46 
• GAIN (Global Appraisal of Individual Needs) comprehensive biopsychosocial 

assessment for adolescents (17 and under)  
 

Adults with Mental Illness 
• LOCUS (Level of Care Utilization System) for Psychiatric and Addiction 

 
Adults with Intellectual/Developmental Disabilities 
MDHHS is in the process of determining a standardized assessment tool for this population 
(expected in FY2024).  LRE will implement this assessment tool regionally when identified. 
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4. At least annually, conduct a review (including an onsite monitoring) with each CMHSP to 
ensure Members are compliant with MDHHS and Balanced Budget Act (BBA) requirements 
related to utilization management 
 

5. Analyze regional ability to increase authorization process consistency to monitor over/under 
utilization of services  

 
6. Analyze regional ability to apply Interrater Reliability processes to specialized residential/CLS 

medical necessity criteria 
 
7. Identify high risk populations for focused analysis (e.g. using MDHHS data extract, Care 

Connect 360 or local data) and ongoing monitoring toward improved coordination of care 
 

8. Based on review of regional utilization data or results of oversight and monitoring activities, 
determine specific areas or services for focused review or improvement. This may include 
monitoring and trending of regional claims and encounters 

 
9. Participate on statewide work groups related to UM functions and share relevant information 

with LRE UM & Clinical ROATs and Operations Committee 
 
10. Ensure LRE and Member CMHSPs are represented on cross regional UM related work groups 
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APPENDIX I: DEFINITIONS 
These terms have the following meaning throughout this Utilization Management Plan 
 
CMHSP Member: refers to one of the five-member Community Mental Health Services Program 
(CMHSP) participants in the Lakeshore Region.  
 
Concurrent Review: During the course of service delivery (i.e. point of care), ensuring an 
appropriate combination of services is authorized; concurrent review occurs within the context 
of philosophical frameworks governing decision making regarding services (e.g., consumer self-
determination, person centered planning and trauma informed and recovery oriented care); may 
include re-measurement(s) of need utilizing standardized assessment tools; for Medicaid 
enrollees, concurrent UM decision making includes Advance Notice to the consumer.  
 
Crisis Residential: Services that are intended to provide a short-term alternative to inpatient 
psychiatric services for beneficiaries (adult or child) experiencing an acute psychiatric crisis when 
clinically indicated. Services must be provided to beneficiaries in licensed crisis residential foster 
care or group home settings not exceeding 16 beds in size.  
 
Crisis Stabilization: Structured treatment and support activities provided by a multidisciplinary 
team and designed to provide a short-term alternative to inpatient psychiatric services. Can be 
stabilized and served in the consumer’s usual community environments.  
 
Intellectual/Developmental Disability (I/DD): Developmental disability means If applied to an 
individual older than 5 years of age, a severe, chronic condition that meets all of the  
following requirements: Is attributable to a mental or physical impairment or a combination of 
mental and physical impairments, is manifested before the individual is 22 years old, is likely to 
continue indefinitely, results in substantial functional limitations in three or more of the following 
areas of major life activity, self-care, receptive and expressive language, learning, mobility, self-
direction, capacity for independent living, economic self-sufficiency; reflects the individual's need 
for a combination and sequence of special, interdisciplinary, or generic care, treatment, or other 
services that are of lifelong or extended duration and are individually planned and coordinated. 
If applied to a minor from birth to 5 years of age, a substantial developmental delay or a specific 
congenital or acquired condition with a high probability of resulting in developmental disability. 
Intellectual disability means a condition manifesting before the age of 18 years that is 
characterized by significantly sub average intellectual functioning and related limitations in 2 or 
more adaptive skills and that is diagnosed based on the following assumptions: valid assessment 
considers cultural and linguistic diversity, as well as differences in communication and behavioral 
factors, the existence of limitation in adaptive skills occurs within the context of community 
environments typical of the individual's age peers and is indexed to the individual's particular 
needs for support, specific adaptive skill limitations often coexist with strengths in other adaptive 
skills or other personal capabilities, and with appropriate supports over a sustained period, the 
life functioning of the individual with an intellectual disability will generally improve. 
  
Prospective Review: Determination of the appropriateness of a level of care or service setting 
before services are initiated; associated with admission to a program, agency or facility and the 
application of  medical necessity, benefit eligibility or access/admission criteria; may include 
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baseline measurements of need utilizing standardized assessment tools; for Medicaid enrollees, 
prospective UM decision making includes Adequate Notice to the consumer.  
 
Provider Network: Refers to LRE CMHSP Members and Substance Use Disorder Service Providers 
(SUDSP) directly under contract with the CMHSP/ PIHP to provide/arrange for behavioral health 
services and/or supports. Services and supports may be provided through direct operations or 
through the subcontract arrangements.  
 
Retrospective Review: After service delivery, evaluation of whether the scope, duration and 
frequency of services received met consumer need; includes determination of whether or not 
intended outcomes were achieved; may include post-discharge measurement of health 
outcomes or re-measurement of need utilizing standardized assessment tools; retrospective 
review may occur specific to a service, program or facility.  
 
Serious Emotional Disturbance (SED): As described in Section 330.1100c of the Michigan Mental 
Health Code, a serious emotional disturbance is a diagnosable mental, behavioral, or emotional 
disorder affecting a minor that exists or has existed during the past year for a period of time 
sufficient to meet diagnostic criteria specified in the most recent diagnostic and statistical manual 
of mental  
disorders published by the American Psychiatric Association and approved by the MDHHS, and 
that has resulted in functional impairment that substantially interferes with or limits the minor's 
role or functioning in family, school, or community activities.  
 
Serious Mental Illness (SMI): As described in Section 330.1100c of the Michigan Mental Health 
Code, a serious mental illness is a diagnosable mental, behavioral, or emotional disorder affecting 
an adult that exists or has existed within the past year for a period of time sufficient to meet 
diagnostic criteria specified in the most recent diagnostic and statistical manual of mental 
disorders published by the American Psychiatric Association and approved by the MDHHS and 
that has resulted in functional impairment that substantially interferes with or limits one or more 
major life activities. Serious mental illness includes dementia with delusions, dementia with 
depressed mood, and dementia with behavioral disturbances, but does not include any other 
dementia unless the dementia occurs in conjunction with another diagnosable serious mental 
illness. 
 
Staff: Refers to an individual directly employed and/or contracted with a CMHSP Members or 
SUD Service Provider.  
 
Stakeholder: A person, group, or organization that has an interest in an organization, including 
consumer, family members, guardians, staff, community members, and advocates.  
 
Substance Use Disorder (SUD): The taking of alcohol or other drugs as dosages that place an 
individual’s social, economic, psychological, and physical welfare in potential hazard or to the 
extent that an individual loses the power of self-control as a result of the use of alcohol or drugs, 
or while habitually under the influence of alcohol or drugs, endangers public health, morals, 
safety, or welfare, or a combination thereof.  
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Appeal: A process to have an authorization decision that adversely affects services provided to 
an individual or a denial of services to an individual reviewed by a licensed professional, not 
involved in the original decision, to evaluate the medical needs of the individual for possible 
decision reversal. 
 
Authorization: Approval of level of care and/or specific services 
 
Denial: A determination that a specific service is not medically / clinically appropriate, necessary 
to meet needs, consistent with the individual’s diagnosis, symptoms and functional impairments, 
the most cost-effective option in the least restrictive environment, and/or consistent with clinical 
standards of care. 
 
Medical Director: Physician, psychiatrist, addictionologist serving in a leadership capacity for the 
LRE or Member CMHSP’s. 
 
Medically Necessary: A determination that a specific service is clinically appropriate, necessary 
to meet an individual’s needs, consistent with the diagnosis, symptoms and functional 
impairments, is the most cost-effective option in the least restrictive environment. Medically 
Necessary Services are intended to treat, ameliorate, diminish or stabilize the symptoms of 
mental illness or substance use disorder, arrest or delay the progression of illness, and/or 
designed to assist the beneficiary to attain or maintain a sufficient level of functioning in order 
to achieve his/her goals of community inclusion and participation, independence, recovery or 
productivity. 
 
Medical Necessity Criteria: Criteria used to determine which services, equipment, and/or 
treatment protocols are required for the diagnosis or severity of illness that meets accepted 
standard of practice. 
 
Utilization Management: The LRE’s managed care system that ensures eligible recipients receive 
clinically appropriate / medically necessary, high quality, and cost effective services. 
 
Utilization Review: The LRE’s review process established to ensure that the UM Program’s 
service standards, protocols, practice guidelines, and documentation standards are adhered to 
by all Member CMHSP’s. 
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B. Writing governing policies which at the broadest level address: 

i. Organizational Goals: Organizational products, impacts, benefits, 
outcomes, recipients, and their relative worth (what good for which 
recipients at what cost; 

ii. Executive Limitations: Constraints on executive authority that 
establish the prudence and ethics boundaries within which all 
executive authority and decisions must take place; 

iii. Governance Process: Specification of how the Board conceives, 
carries out, and monitors its own task; 

iv. Board – CEO linkage: How power is delegated, and its proper use 
monitored; the CEO role, authority, and accountability.  

 
C. Assurance of successful CEO performance.  

C. Annually, the Entity Board of Directors will have a formal evaluation of 
the Entity CEO.  

 
4. Board Chair Functions 

The Chair ensures the integrity of the Board’s governance process as the Board 
carries out its governance obligations.  

A. Powers of the Chair – The Chair 
i. Reviews Agendas for meetings of the Board with the CEO; 

ii. Limits consideration of issues to those properly before the Board 
and within the scope of its authority as set forth in the Board 
Governance Policies; 

iii. Ensures that Board deliberation is fair, open, thorough, timely, 
orderly, and on task; 

iv. Exercises the procedural authority accorded the position of the 
Chair by Roberts Rules of Order; 

v. Subject to the Bylaws, names and charges ad hoc committees as 
needed; 

vi. When and to the extent authorized by the Board to do so, serves 
as spokesperson for the Board to the media and the public 
concerning the positions taken by the Board as a whole.  
 

B. Limits of the Powers of the Chair – The Chair shall not exercise the 
powers granted to the Chair hereunder for any of the following purposes: 

i. To preclude Board consideration of a decision to employ or 
terminate a CEO; 

ii. To unilaterally amend or modify a Board Governance Policy;  
iii. To supervise or direct the CEO; or 

iii.iv. To exercise authority over Entity staff; or 
iv.v. To publicly represent a personal position on an issue as that of the 

Authority.  
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5. The Role of the Executive Committee 

The Executive Committee shall consist of the Board Chairperson, Vice 
Chairperson, Secretary and two others; one each from the two Members that do 
not have an elected official on the entity Board. The Executive Committee:  
A. Shall have the authority: 

i. To act as an Advisory Committee to the CEO; 
ii. To assist in development of the Board Agenda;  

iii. To discuss major concerns or trends to support in strategy 
development; 

iv. To propose possible methods of resolution on major concerns; 
subject to any prior limitation imposed by the Board and with the 
understanding that all matters of major importance be referred to 
the Board; 

v. To call special board meetings when necessary; 
vi. To provide guidance to shape and form the Board of Directors; 

vii. To provide collective leadership; and 
A.viii. To act as a consultation group between regular scheduled 

meetings to advise the CEO during the period between the 
meetings of the Board, subject to any prior limitation imposed by 
the Board and with the understanding that all matters of major 
importance be referred to the Board.  

B. Shall not exercise the powers granted to the Executive Committee hereunder 
for any of the following purposes:  

i. To preclude Board consideration of a decision to employ or 
terminate a CEO; 

ii. To unilaterally amend or modify a Board Governance Policy;  
iii. To supervise or direct the CEO; or 
iv. To exercise authority over Entity staff; or 

iii.  
iv.v. To publicly represent a personal position on an issue as that of the 

Authority.  
 

6. Annual Board Planning Cycle 
The Board shall accomplish its job with a governance style consistent with its 
policies and follow an annual agenda which:  
 
A. Completes a re-exploration of goals, policies annually; and 
B. Continually improves its performance through attention to Board education 

to enrich input and deliberations.  
 
 

2. Board – Staff Relationship 
1. CEO Role 
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The CEO is accountable to the Board acting as a body.  The Board shall instruct 
the CEO through written governance policies, delegating to him or her 
interpretation and implementation of those governance policies. Development 
and approval of operational policies will be delegated to the CEO.   
 

2. Delegation to the CEO 
All Board authority delegated to the staff is delegated through the CEO, so that 
all authority and accountability of staff is considered to be the authority and 
accountability of the CEO.  
 

3. CEO Job Description 
As the Board’s single official link to the operating organization, the CEO’s 
performance will be considered to be synonymous with organizational 
performance in: 
A. Organizational accomplishment of established goals as monitored annually; 

and  
B. Organizational operation within the boundaries of prudence and ethics 

established in Board Policies on Executive Limitation as monitored annually.   
 
 

3. Executive Limitations 
1.General Executive Constraint  

The CEO shall not cause or allow any practice, activity, decision, or organizational 
circumstance which is either illegal, imprudent, or in violation of commonly 
accepted business and professional ethics or resulting in contractual sanctions.  

  
2. Treatment of Clients  

With respect to interactions with clients or stakeholders, the CEO shall not cause 
or allow conditions or decisions which are unsafe, disrespectful, undignified, 
intrusive, or which fail to provide appropriate confidentiality and privacy.  
Accordingly, he or she may not:  

  
A. Use forms or procedures that elicit information for which there is no clear 

necessity;  
B. Use methods of collecting, reviewing, or storing client information that fail to 

protect against improper access to the information elicited;  
C. Fail to provide procedural safeguards for the transmission of information; D. 

Fail to have client services that reflect the diversity found in the community.  
  

3. Treatment of Staff  
With respect to treatment of staff, the CEO may not cause or allow conditions 

which are unfair, undignified, or unsafe.  Accordingly, he or she may not:  
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A. Operate without approved procedures which clarify personnel rules for 
staff, provide for effective handling of compliance, and protect against 
wrongful conditions;  

B. Discriminate against any staff member for expressing an ethical dissent;  
C. Fail to acquaint staff with their rights under this policy; or  
D. Fail to consider human diversity in all dealings with staff.  

  
4. Budgeting  

Budgeting any fiscal year or the remaining part of any fiscal year shall not 
deviate materially from Board goal priorities, risk financial jeopardy, or fail to 
be derived from a multi-year plan.  Accordingly, he or she may not cause or 
allow budgeting that:  
  
A. Contains too little information to enable projection of revenues and 

expenses, separation of capital and operational items, and cash flow;  
B. Plans the expenditure in any fiscal year of more funds than are 

conservatively projected to be available.  
C. Provide less than is sufficient for Board prerogatives, such as costs of fiscal 

audit, Board development, Board and committee meetings, and Board 
legal fees; or  

D. Endangers the fiscal soundness of future years or ignores the building of 
organizational capability sufficient to achieve Board goals in future years.  

E. Results in unbudgeted expenditures greater than $50,000 without Board 
approval.  

  
5. Financial Condition  

With respect to the actual, ongoing condition of the organization’s financial 
health, the CEO may not cause or allow the development of fiscal jeopardy or 
a material deviation of actual expenditures from Board priorities established 
in Board Goals Policies.  Accordingly, he or she may not:  

  
A. Expend more funds than are available in the fiscal year to date;  
B. Use any designated reserves other than for established purposes;  
C. Conduct inter-fund shifting in amounts greater than can be restored to a 

condition of discrete fund balances by certain unencumbered revenues 
within the fiscal period;  

D. Fail to settle payroll and debts in a timely manner;  
E. Allow any payments to be overdue or inaccurately filed; or  
F. Acquire, encumber, or dispose of real property.  

  
6. Asset Protection  
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Lakeshore Regional Entity  10.17 – Management Delegation 
 
 

11/18/21 Added language from 2.1, 
10.11, 10.15, 10.16, 10.20 
10.21 

CEO and Designees 
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