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b. Statement of Activities as of 9/30/2025 with Variance Reports (Attachment 13) 
c. Monthly FSR (Attachment 14)  

 
9. Board Member Comments 
10. Public Comment 
11. Upcoming LRE Meetings  

• December 10, 2025 – Executive Committee, 1:00PM 
• December 11, 2025 – Community Advisory Panel, 1:00 PM 
• December 17, 2025 – LRE Executive Board Work Session, 11:00 AM 

GVSU, Muskegon Innovation Hub, 200 Viridian Dr, Muskegon, MI 49440 
• December 17, 2025 – LRE Executive Board Meeting, 1:00 PM 

GVSU, Muskegon Innovation Hub, 200 Viridian Dr, Muskegon, MI 49440 
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LEGISLATIVE CONCERNS 

LOCAL THREATS AND CHALLENGES 

 ISSUE  SUMMARY COUNTY  ADDITIONAL INFORMATION/LINKS 
 FY 26 Appropriations 

Issues 
See Attached Document   

FY26 CMHA key 
budget issues.docx  

 
 COVID Relief Funding 

Rescinded – ARPA 
Funds 

As of March 24, HHS halted distribution of unspent COVID relief grant funds, this 
includes additional Community Mental Health Services Block Grant (MHBG) funding and 
Substance Use Prevention, Treatment and Recovery Services (SUPTRS) Block Grant 
funding. This additional funding was originally authorized in statute by a pair of COVID-
19 relief bills passed by Congress in 2020 and 2021, the Coronavirus Preparedness and 
Response Supplemental Appropriations Act and American Rescue Act, which gave 
states until Sept. 30, 2025, to use the funds. 
 

 National perspective: Mental health and addiction 
funding on the federal chopping block : NPR 
 
State perspective: Nessel sues as Trump health cuts 
hit Michigan disease, addiction programs 
 

 

MISCELLANEOUS UPDATES 

 

 ISSUE  SUMMARY COUNTY  ADDITIONAL INFORMATION/LINKS 
 Presidential Drug 

Policy Priorities 
 

The White House Office of National Drug Control Policy (ONDCP) has announced six key 
priority areas that it plans to focus on this year: Reduce the Number of Overdose 
Fatalities, with a Focus on Fentanyl; Secure the Global Supply Chain Against Drug 
Trafficking; Stop the Flow of Drugs Across our Borders and into Our Communities; 
Prevent Drug Use Before It Starts; Provide Treatment That Leads to Long-Term 
Recovery; Innovate in Research and Data to Support Drug Control Strategies 

 ONDCP Releases Trump Administration’s Statement 
of Drug Policy Priorities – The White House 
 
2025-Trump-Administration-Drug-Policy-
Priorities.pdf 

 Regional Opposition 
to HB 4255 & 4256 

The LRE and MSHN both have sent letters to State Senators in opposition of HB 4255 
and 4256. Please see the attached letter. This letter was emailed to Senators at the 
instruction of the Regional SUD Directors.   
 

 

2025-5-2-HB4255-42
56 Opposition Letter.p 
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Elected Officials 

FEDERAL  
  NAME NATIONAL OFFICE CONTACT INFORMATION LOCAL OFFICE CONTACT INFORMATION 

US Senate Elissa Slotkin 825B Hart Senate Office Building 
Washington, D.C. 20510-2204 
Phone: (202) 224-4822 

315 W. Allegan St.  
Suite 207 
Lansing, MI 48933 
 

US Senate Gary Peters Hart Senate Office Building 
Suite 724 
Washington, D.C. 20510 
Phone: (202) 224-6221 

110 Michigan Street NW 
Suite 720 
Grand Rapids, MI 49503 
Phone: (616) 233-9150 
 

US Representative Bill Huizenga  2232 Rayburn HOB 
Washington, D.C. 20515 
Phone: (202) 225-4401 

170 College Ave. Suite 160 
Holland, MI  49423 
Phone: (616) 251-6741  
 

US Representative Hillary Scholten 1317 Longworth House Office Building 
Washington, DC  20515 
Phone: (202) 225-3831 

110 Michigan Street NW 
Grand Rapids, MI 49503 
Phone: (616) 451-8383 
 

US Representative John Moolenaar 246 Cannon House Office Building 
Washington, DC 20515 
Phone: (202) 225-3561 
 

8980 North Rodgers Court 
Suite H 
Caledonia, MI 49316 
Phone: (616) 528-7100 

 

STATE 

     
Find Your State Senator Home Page Find Your Senator - Michigan Senate 

( https://senate.michigan.gov/FindYourSenator/ ) 
Find Your State Representative Michigan House - Home Page 

(https://www.house.mi.gov/ ) 

 

https://senate.michigan.gov/FindYourSenator/
https://senate.michigan.gov/FindYourSenator/
https://www.house.mi.gov/
https://www.house.mi.gov/
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c. 2026 Compliance Plan 
d. 2026 QAPIP 
e. 2026 UM Plan 

 
BOARD WORK SESSION AGENDA   
No Work Session.  
 
OTHER  
 
UPCOMING MEETINGS   

• November 19, 2025 – LRE Executive Board Meeting, 1:00 PM 
GVSU, Muskegon Innovation Hub, 200 Viridian Dr, Muskegon, MI 49440 

• December 10, 2025 – Executive Committee, 1:00PM 
• December 11, 2025 – Community Advisory Panel, 1:00 PM 
• December 17, 2025 – LRE Executive Board Work Session, 11:00 AM 

GVSU, Muskegon Innovation Hub, 200 Viridian Dr, Muskegon, MI 49440 
• December 17, 2025 – LRE Executive Board Meeting, 1:00 PM 

GVSU, Muskegon Innovation Hub, 200 Viridian Dr, Muskegon, MI 49440 
 

ADJOURN 







#1
Amount

A. 17,428,406$    
B. -$                 
C. 12,194,481$    
D. -$                 
E. -$                 
F. 12,795,126$    
G. 9,648,601$      

52,066,614$    
#2

A. -$                 

B. -$                 

#3

A. 430,208,778$  

B. (431,955,228)$ 

(1,746,450)$     

#4

NO

YES

A.
Provide a brief summary of the expected change in Medicaid revenue and costs from 
FY25 to FY26:

Changes in revenue due to the removal of CCBHC from capitation. Increased inflation, higher 
wages, and projected increased utilization and provider rate trends result in increased expenses 

Projection of Medicaid/HMP waiver expenditures for PIHP and 
affiliates in total

Surplus or (Deficit) Total:

Is FY26 Medicaid Revenue expected to be below projected expenditures?

GO TO NEXT QUESTION (#5)

ANSWER LETTERS A - D BELOW

Projected GF redirected for Unfunded Medicaid Costs

Projected GF carryforward Earned

For Fiscal Year ending 9.30.2026, report the following:

Projection of Medicaid/HMP capitation payments for PIHP and 
affiliates in total

The PIHP's expected unrestricted fund balance
Public Act 2 (P.A.2) fund balance
Performance Bonus Incentive Program (PBIP) fund balance

 Total:
For Standalone PIHPs only, Fiscal Year ended 9.30.2025:

Expected balance of the Medicaid ISF
Projected Medicaid Savings
Expected balance of the Healthy Michigan Plan ISF
Projected Healthy Michigan Plan savings

Michigan Department of Health and Human Services
PIHP Risk Management Strategy Submission for State Fiscal Year 2026 as defined in 
MDHHS / PIHP Contract; Schedule A, Statement of Work; Section 6, Contractor Risk 
Management Strategy

PIHP Name: Lakeshore Regional Entity

For Fiscal Year ended 9.30.2025, report the following:



B.

C.

D.

Cost Reduction/Deficit Elimination Plans are being developed and will be implemented to reduce 
expenditures. Any remaining risk obligation will be satisfied with funding from Prior Year ISF 
balance and Prior Year PBIP revenues.

Provide a description of any related actions such as plans to increase efficiency or 
reduce costs:

wages, and projected increased utilization and provider rate trends result in increased expenses 
for FY26. Inadequate capitation rates to cover the cost of mandated services (e.g. mandated 
minimum wage increase, earned sick time, and potential Waskul increase). Increased utilization 
in personal care (PC) and community living supports (CLS) in a residential setting, community 
based CLS, and autism services. Lack of community based CLS service providers resulting in 
increased rates having to be paid to attract and retain CLS providers. Closure of small PC and 
CLS providers in specialized residential settings resulting in higher rates having to be paid to 
larger providers. Higher rates for higher quality PC and CLS providers in specialized residential 
settings in order to keep it community based. Increased rates for inpatient hospitalization. 
Increased self determination arrangements. 

Provide the amount of projected local and state risk obligations the plan covers:
None

Provide a detailed description of the funds (ISF, local, etc.) that will be used to satisfy 
the risk obligation:



#5
A.

Amount
 $                  -   
 $                  -   
 $                  -   

Provide how much will be allocated to Medicaid savings, ISF deposit, or lapse. 
NOTE: The planned utilization of this difference must be specified below.

Projected Earned Medicaid Savings ending balance
Projected Medicaid ISF ending balance
Projected Medicaid Lapse

N/A

Per the LRE Strategic Plan, work with the Member CMHSPs to determine where there could be 
increased efficiencies and reduced costs. And per the LRE's Operating Agreement, a Planned 
Funding Adjustment agreement may be developed between the CMHSPs if necessary. Engage 
in the services of an external consultant and/or auditor to evaluate efficiencies, costs, and 
utilization management at the Member CMHSP level. Continue to advocate to the State for 
additional Habilitation Supports Waivers for increased revenue. Work with an actuarial firm to 
review the Milliman rates to determine if the rates are appropriate and if advocacy is needed. 
Develop and improve strategies regarding Medicaid disenrollment. Continue to work with 
actuarial firm to determine how to maximize data completeness and data integrity to positively 
impact revenue. The development of the Financial strategic plan, including Quality Improvement 
activities and increased data monitoring and interpretation in an effort to be able to more easily 
identify inefficiencies. Use of technology including digital assistance, same day access, and 
collaborative documentation.
Specific CMHSP Surpluses/ (Deficits) :
A. HealthWest is projecting revenues above expenditures in the amount of $268,123. 
B. Network180 is projecting expenditures above revenues in the amount of ($2,014,573). 
Network180 plans is to seek additional funding to address the shortfall. Network180 currently 
has multiple funding requests submitted to various entities to help bridge this gap. 
C. OnPoint is projecting is projecting expenditures to equal revenues. 
D. Community Mental Health of Ottawa County (CMHOC) is projecting expenditures to equal 
revenues.
E. West Michigan Community Mental Health is projecting expenditures to equal revenues. 

Is FY26 Medicaid Revenue expected to exceed projected expenditures?



B.

Amount
 $                  -   
 $                  -   

#6

Multi-county PIHPs: Briefly describe PIHP/CMHSP affiliate risk management 
relationships, including the PIHP responsible CMHSP arrangements with affiliate 
CMHSPs in sharing financing responsibility for the projected Medicaid risk 
exposure. This item does not apply to single-county PIHPs.

CMHSP must perform utilization management functions sufficient to control costs and minimize 
risk while assuring that medically necessary services are provided with appropriate quality of 
care. The CMHSP is to ensure that their total expenditures stay at or below the revenue received 
through the Region 3 Revenue Distribution methodology to serve the designated population, 
utilizing a number of managed care tools (levers) to clinically and fiscally manage their system. 
Those tools include: 
A. Access management (addressing penetration risk): developing and applying criteria for 
receiving/admission to services (the penetration rate) 
B. Utilization management (addressing utilization risk): determining and applying 
i. Type/modality of services provided to a given person served
ii. Frequency of the service provided to a given person served
iii. Duration/length of stay of the services to a given persons served
iv. Discharge or reduced intensity or frequency of service to a given person served 
Note that the Michigan Medicaid Manual underscores the clinical and fiscal flexibility that a 
CMHSP has in its repeated guidance that the service provided and authorized should be the 
most cost effective service or support to meet the clinical needs of the person serve. 
C. Cost management (addressing unit cost risk): determining and implementing an appropriate 
cost per unit of service:
i. If directly provided by the CMHSP, these costs are impacted by staff wages, benefits, and 
productivity
ii. If purchased from other provider organizations, these costs are those imbedded in the 
contracts with these providers 
D. Access to a risk reserve (aggregate fiscal risk) The risk reserve is shared with the CMHSPs 
and held by the PIHP.

Standalone PIHPs only:
Provide any general fund allocations that are expected to exceed expenditures for 
FY26, for the PIHP in total, whether they will be included in carry-forward or lapsed 
and the expected amounts of each.

General Fund Carry-Forward Earned
General Fund Lapse to MDHHS
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ORGANIZATIONAL STRUCTURE 
 
Lakeshore Regional Entity (LRE) serves as the Medicaid Prepaid Inpatient Health Plan (PIHP) for a 
seven-county region in west Michigan, designated by the Michigan Department of Health and 
Human Services (MDHHS) as Region 3. Region 3 is comprised of the following counties: 
 
Allegan County: 
 

OnPoint (Allegan County Community Mental Health Services) 

Kent County: 
 

Network 180 (Kent County CMH Authority) 

Lake County: 
 

West Michigan Community Mental Health System 

Mason County: 
 

West Michigan Community Mental Health System 

Muskegon County: 
 

HealthWest 

Oceana County: 
 

West Michigan Community Mental Health System 

Ottawa County: Community Mental Health of Ottawa County 
 

The Member Community Mental Health Service Programs (Member CMHSPs) have elected to 
configure LRE under the Michigan Mental Health Code Section 3301.1204b. 
 
 
LRE as the PIHP 
 
LRE serves as the Medicaid PIHP for the region with authority and accountability for operations 
and fulfillment of applicable federal and state statutory, regulatory, and contractual obligations 
related to the applicable waiver(s) and MDHHS contract(s). The role of LRE as the PIHP is defined 
in federal statute, specifically 42 CFR § 438 and the Fiscal Year 2026 (FY26) MDHHS/PIHP 
Contract. 
 
LRE contracts with MDHHS for the Medicaid Managed Specialty Supports and Services 1115 
Demonstration Waiver, 1915 (c)/(i) Waiver Program(s), the Healthy Michigan Program, the Flint 
1115 Waiver and Substance Use Disorder Community Grant Programs 
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LRE: MISSION and VALUES 
 
MISSION: 
 
Through regional support and leadership for collaboration and innovation, LRE works to 
strengthen the public behavioral health system and ensure excellence in services. 
 
VALUES: 
 

• Local Solutions – Value Local Differences: We value locally unique service systems that 
are responsive to local needs, partnerships, and available resources. 
 

• Fiscal Responsibility – Accountable and Responsible with funds:  Transparent and 
accountable use of public funds. Maximize available resources. 

 
• Collaborative Relationships – Foster Effective Partnerships: Nurture collaboration based 

on mutual trust and shared commitment to quality. Approach all interactions with 
respect, openness, and a commitment to proactively resolve conflict. 

 
• Innovation – Boldly Pursue Excellence: Pursue audacious goals by challenging the status 

quo and trying new things. Actively work to identify and support opportunities for 
innovation. 

 

OVERVIEW OF LRE’s CORPORATE COMPLIANCE PLAN AND PROGRAM 
 

SCOPE OF LRE CORPORATE COMPLIANCE PLAN 
 
The LRE Corporate Compliance Plan is a high-level overview of the LRE Corporate Compliance 
Program that outlines LRE’s commitment to ensuring compliance with the applicable federal and 
state statutory, regulatory, and contractual requirements.   
 
All LRE staff, Member CMSHPs, and Network Providers are required to comply with all applicable 
federal and state statutory, regulatory, and contractual requirements, including but not limited 
to those specifically addressed in the LRE Corporate Compliance Plan.  
 
To the extent that the LRE Corporate Compliance Plan conflicts with, or misstates any applicable 
regulation, statutes, or contractual requirements, the regulation, statutes, and/or contractual 
requirements control(s). 
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PURPOSE OF LRE CORPORATE COMPLIANCE PROGRAM 
 
The purpose of the LRE Corporate Compliance Program is to 
 

1. Encourage the highest level of ethical and legal behavior from all LRE staff and Board of 
Directors. 

2. Educate all LRE staff, LRE Board of Directors, and stakeholders on their responsibilities 
and obligations to comply with applicable federal, state, and local laws. 

3. Communicate to all LRE staff, LRE Board of Directors, Member CMSHPs, Network 
Providers, and stakeholders LRE’s Corporate Compliance Program structure to promote 
understanding and encourage communication. 

4. Minimize organizational risk and improve compliance with applicable federal and state 
statutory, regulatory, and contractual requirements; service provision; documentation 
standards; and Medicaid coding and billing requirements. 

5. Maintain adequate internal controls throughout Region 3. 
6. Provide oversight and monitor functions to reduce the possibility of misconduct, and 

violations through prevention and early detection and minimize exposure to civil and 
criminal sanctions as well as non-compliance with applicable federal and state statutory, 
regulatory, and contractual requirements; service provision; documentation standards; 
and Medicaid coding and billing requirements. 

7. Promote a clear commitment to compliance by taking actions and showing good faith 
efforts to uphold applicable federal regulations, state statutes, and contractual 
requirements.   

 

APPLICATION OF LRE CORPORATE COMPLIANCE PLAN 
 
As a regional PIHP, the LRE Corporate Compliance Plan is intended to provide the framework for 
the LRE to comply with all applicable laws, regulations, contracts, and program requirements. It 
is LRE’s intent that all its compliance policies and procedures should promote integrity, support 
objectivity, and foster trust throughout the service region. The LRE Corporate Compliance Plan 
applies to all LRE day-to-day activities, including those activities that come within Federal and 
State oversight of PIHPs. 
  
LRE staff are subject to the requirements of the LRE Corporate Compliance Plan as a condition of 
employment. All LRE staff are required to fulfill their duties in accordance with the LRE Corporate 
Compliance Plan, LRE policies, and LRE procedures to promote and protect the integrity of LRE. 
Failure to do so will result in disciplinary action, up to and including termination of employment, 
depending on the egregiousness of the offense.  Disciplinary action may also be taken against a 
supervisory staff member who directs or approves a staff member’s improper conduct, is aware 
of the improper conduct, and does not act appropriately to correct it, or who fails to properly 
exercise appropriate supervision over a staff member. 
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LRE, directly and indirectly, through its Member CMSHPs, contracts services for adults and 
children with mental health conditions, intellectual/developmental disabilities, and co-occurring 
mental health and substance abuse disorders within its seven counties (Allegan, Kent, Lake, 
Mason, Muskegon, Oceana, and Ottawa counties). 
 
The LRE Corporate Compliance Plan applies to Member CMHSPs and Network Providers receiving 
payment through LRE and/or through the PIHP managed care functions. All Member CMSHPs and 
Network Providers, including their officers, employees, contractors, servants, and agents, are 
subject to the requirements of LRE Corporate Compliance Plan as applicable to them and as 
stated within the applicable contracts. Failure to follow the LRE Corporate Compliance Plan and 
cooperate with the LRE Corporate Compliance Program will result in corrective action plans, 
remediation, and contract action, if needed. 
 
The LRE Corporate Compliance Plan, standards, policies, and procedures included or referenced 
herein are not exhaustive or all inclusive.  All LRE staff, Member CMSHPs, and Network Providers 
are required to comply with all applicable laws, rules, and regulations, including those that are 
not specifically addressed in the LRE Corporate Compliance Plan. 
 

LRE CORPORATE COMPLIANCE PROGRAM ELEMENTS 
 
LRE’s Corporate Compliance Program is comprised of the seven elements as provided by the 
Office of Inspector General.1 
 
Element 1 - Written Policies, Procedures, and Codes of Conduct – The development, 
distribution, and enforcement of written policies, procedures, and codes of conduct that 
promote the LRE’s commitment to full compliance with applicable federal and state statutory, 
regulatory, and contractual obligations that are accessible and applicable to all LRE Staff. These 
policies, procedures, and codes of conduct incorporate the culture of compliance into our day-
to-day operations and address specific areas of potential fraud, waste, and abuse. LRE also 
maintains its policies, procedures, and codes of conduct through annual review. 
 
See LRE Policies or Procedures: Policies and Procedures - Lakeshore Regional Entity 

(lsre.org) 
 1.1 – Conflict of Interest 
 1.1a – Conflict of Interest procedure 
 1.3 – Policy Promulgation 
 1.3a – Policy Promulgation procedure 
 1.3b – Annual Policy Review procedure  
 8.1 – Code of Ethics 
 9.1a – Code of Conduct Distribution and Training 

 
1 U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES OFFICE OF INSPECTOR GENERAL, General Compliance Program Guidance, 
November 2023, HHS-OIG General Compliance Program Guidance | November 2023 (last visited April 9, 2024). 

https://www.lsre.org/for-providers/policies-and-procedures
https://www.lsre.org/for-providers/policies-and-procedures
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.1-Staff-Conflict-of-Interest.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.1a-Staff-Conflict-of-Interest.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.3-Policy-Promulgation.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.3a-Policy-Promulgation.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.3b-Annual-Policy-Review.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-08-Human-Resources/8.01_Code_of_Ethics-Sept2018.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.1A-Code-of-Conduct-Distribution-and-Training.pdf
https://oig.hhs.gov/documents/compliance-guidance/1135/HHS-OIG-GCPG-2023.pdf


 

Page 5 of 20 
  

 10.5 – Code of Conduct 
 
      

      
           
Element 2 - Compliance Leadership and Oversight – The designation of a Compliance Officer and 
a Compliance Oversight Committee that is charged with the responsibility and authority of 
operating and monitoring the Corporate Compliance Program to make sure that it is 
implemented, monitored, and revised, as appropriate in an effective manner. (See “STRUCTURE 
OF LRE CORPORATE COMPLIANCE PROGRAM,” Sections LRE Compliance Officer and LRE 
Compliance Oversight Committee, pp. 9-11.). The role of Compliance Officer is designated by the 
Chief Executive Officer (CEO). The CEO, Chief Financial Officer, the Chief Operating Officer, or any 
other individual operating in these roles, may not operate in the capacity of compliance officer.  
 
See LRE Policies or Procedures: 9.1 – Corporate Compliance Plan 
     9.1b – Compliance Program Auditing and Monitoring 
     Compliance Oversight Committee procedure 
 
Element 3 - Compliance Training and Education – The development and implementation of 
appropriately tailored training programs and education for all LRE Staff and LRE Board of 
Directors. LRE ensures new LRE staff and LRE Board of Directors members receive LRE’s Corporate 
Compliance Program training at orientation or within thirty (30) days of employment or 
appointment, respectively. LRE ensures all LRE staff and the LRE Board of Directors receive annual 
compliance training and, as necessary, other periodic training. LRE also ensures LRE staff 
complete the required annual trainings in a timely manner as prescribed by LRE. Training is a 
condition of employment and failure to comply will result in appropriate disciplinary action. 
 
LRE requires the following mandatory, minimum trainings for LRE staff, with the corresponding 
training timelines: 
 

Training Name Initial Training Ongoing Training 
Corporate Compliance Within 30 days of Hire Annually 
Cultural Competence Within 30 days of Hire Annually 

HIPAA Within 30 days of Hire Annually 
Limited English Proficiency Within 30 days of Hire Annually 

Recipient Rights Within 30 days of Hire Annually 
LRE Enhanced Privacy Training Within 30 days of Hire Annually 

 
Per contract with LRE, member CMHSPs and their Network Providers are required to comply with 
all MDHHS training requirements.  
 
LRE’s Compliance Officer provides updates on procedural changes, regulatory changes, and 
contractual changes to the Compliance Oversight Committee, the Regional Operations Team, and 
LRE employees as they occur.  

https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-10-LRE-Board-Policies/10.5-Code-of-Conduct-20250326.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.1-CC-Plan.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.1B-Compliance-Auditing-and-Monitoring.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/Compliance-Oversight-Committee-Procedure-CLEAN-20230721.pdf


 

Page 6 of 20 
  

 
See LRE Policies or Procedures: 8.8 – Training and Development 
 
  
 
Element 4 - Effective Lines of Communication with Compliance Officer and Disclosure Programs 
– The regular education of all LRE Staff, Member CMHSPs, and Network Providers of how to 
contact the LRE Compliance Officer. The development of written policies and procedures 
regarding confidentiality (complainants may be made anonymously) and non-retaliation policies 
when reporting instances of noncompliance, including but not limited to fraud, waste, and abuse. 
The use of efficient and trusted mechanisms where all LRE Staff, Member CMHSPs, and Network 
Providers can contact the Compliance Officer through a hotline to make complaints. LRE utilizes 
the following mechanism for receiving complaints: 
 

1. LRE Telephone Hot Line – Suspected compliance violations or questions can be made to 
a toll-free hotline. The number is 1-800-420-3592 and includes confidential voicemail. 
 

2. LRE Electronic Mail (E-Mail) – Suspected compliance violations or questions can be sent 
electronically via e-mail to the Compliance Officer at compliance@lsre.org. 

 
3. Mail Delivery – Suspected compliance violations or questions can be mailed to: 

 
LRE Compliance Officer 

Lakeshore Regional Entity 
5000 Hakes Drive 

Suite 250 
Norton Shores, Michigan 49441 

 
4. In-Person - Suspected compliance violations or questions can be made in person to the 

LRE Compliance Officer at the above address by appointment. 
 
5. Virtual - Suspected compliance violations or questions can be made virtually via ZOOM or 

Microsoft® Teams upon request. Please contact the LRE Compliance Officer to make a 
virtual appointment. 
 

6. MDHHS-OIG Telephone Hotline – Suspected compliance violations or questions can also 
be made to the OIG directly and anonymously at a toll-free hotline. The number is 1-855-
MI-FRAUD (1-855-643-7283). 
 

7. Mail Delivery – Suspected compliance violations or questions can also be mailed to: 
Office of Inspector General 

PO Box 30062 
Lansing, MI 48909 

 

https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-08-Human-Resources/8.8-Training-and-Development.pdf
mailto:compliance@lsre.org
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Non-Retaliation and Non-Intimidation of Persons Reporting Non-Compliance2 
 
Members of the LRE Board of Directors, LRE staff members, Member CMHSPs and staff, and 
Network Providers and staff, who make good faith reports of violations of federal or state 
law, are protected by state and federal whistleblower statutes. 
 
Under the Federal False Claims Act and the Michigan Medicaid False Claims Act, employees 
who report violations in good faith are entitled to protection from disciplinary actions taken 
by their employer. 
 

1. The Federal False Claims Act, 31 USC §§3729 through 3731, provides for 
administrative remedies, encourages enactment of parallel state laws pertaining to 
civil and criminal penalties for false claims and statements, and provides “whistle-
blower” protection for those making good faith reports of statutory violations. 

2. Under the Michigan Medicaid False Claims Act, an employer shall not discharge, 
demote, suspend, threaten, harass, or otherwise discriminate against an employee in 
the terms and conditions of employment because the employee initiates, assists in, 
or participates in a proceeding or court action under this act or because the employee 
cooperates with or assists in an investigation under this act. This prohibition does not 
apply to an employment action against an employee who the court finds: (i) brought 
a frivolous claim, as defined in section 2591 of the revised judicature act of 1961, 1961 
PA236, MCL §600.2591; or (ii) planned, initiated, or participated in the conduct upon 
which the action is brought; or (iii) is convicted of criminal conduct arising from a 
violation of that act. 

 
See LRE Policies or Procedures: 9.1C – Compliance Reporting Responsibilities 
  
Element 5 - Enforcing Standards: Consequences, and Incentives – The development of 
appropriate consequences for instances of noncompliance, as well as incentives for compliance. 
The development of policies regarding conflict of interest; disclosure of ownership; sanctioned, 
excluded, debarred, etc. organizations and individuals; criminal background checks; etc. 
 
Corrective Action Plans 
 
If an internal investigation substantiates a reported violation, corrective action will be initiated 
including, as appropriate, which will include: 1) LRE issuing a non-compliance letter, 2) LRE 
requiring a Corrective Action Plan (CAP) from the agency found out of compliance, 3) Out of 
compliance agency developing a CAP inclusive of monitoring for adequate implementation and 
risk mitigation, and 4) Out of compliance agency implementing changes to prevent a similar 
violation from recurring in the future, is possible.  
 

 
2 Also referred to as Whistleblower Protections. 

https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.1C-Compliance-Reporting-Responsibility.pdf
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Elements of a Corrective Action Plan: As appropriate, given the nature of the noncompliance, a 
corrective action plan submitted to LRE for approval shall, at a minimum, include: 

1. Describe in sufficient detail the corrective action that will be taken to minimize or 
eliminate the risk from repeating in the future. 

2. Names or Titles of those responsible for implementing the corrective action, and  
3. An implementation date. 

 
Depending on the seriousness of the offense, the resulting action for LRE staff could include 
additional training, written reprimand, suspension, or termination of employment. The resulting 
action for the Network Provider would also depend on the seriousness of the offense and could 
include additional training, written reprimand, suspension, letter of contract non-compliance, 
and termination of contract. 
 
See LRE Policies or Procedures: 1.1 – Staff Conflict of Interest 

1.1a – Staff Conflict of Interest procedure 
4.4 – Credentialing Recredentialing 
4.9 – Corrective Action Plan/Performance Improvement 
4.9a – Corrective Action Plan/Performance Improvement 
procedure 
7.1 – Quality Management 
7.7 – CMHSP Member Monitoring 
7.8 – Medicaid Services Verification 
7.8a – Medicaid Services Verification procedure 

 
8.5 – Hiring and Background Checks 
9.8 – Compliance Enforcement 
9.9 – Exclusion Screening 
9.11 – Criminal History Checks 
9.12 – Disclosure of Ownership, Control, and Criminal 
Convictions 
9.15B – Medicaid Overpayments and Sanctions procedure 
Criminal History Checks procedure 
LRE Exclusion Screenings procedure 
Disclosure of Ownership, Control, and Criminal Convictions 
procedure 
Sanctions procedure 
10.23 – Board Conflict of Interest 
10.23a – Board Conflict of Interest procedure 
  
  
  
  

 

https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.1-Staff-Conflict-of-Interest.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-01-General-Managment/1.1a-Staff-Conflict-of-Interest.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-04-Provider-Network/4.4-Credentialing-Recredentialing.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-04-Provider-Network/4.9-Corrective-Action-Plan.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-04-Provider-Network/4.9a-Corrective-Action-Plan.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-04-Provider-Network/4.9a-Corrective-Action-Plan.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.1-Quality-Management.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.7-CMHSP-Member-Monitoring.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.8-Medicaid-Verification.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.8a-Medicaid-Services-Verficiation.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-08-Human-Resources/8.05_Hiring_Background_Checks-July-2021.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.8-Compliance-Enforcement.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.9-LRE-Exclusion-Screenings-Policy-20230721.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.11-Criminal-History-Checks.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.12-Disclosure-of-Ownership.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.12-Disclosure-of-Ownership.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15b-Medicaid-Overpayments-and-Sanctions.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/Criminal-History-Checks-Procedure-Clean-Reviewed.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/LRE-Exclusion-Screenings-Procedure-New-CLEAN-20230721.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/Ownership-Interest-Disclosure-Procedure-Clean-Reviewed-20230721.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/Ownership-Interest-Disclosure-Procedure-Clean-Reviewed-20230721.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/Sanctions-Procedure-CLEAN-Reviewed-20230721.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-10-LRE-Board-Policies/10.23-Board-Conflict-of-Interest.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-10-LRE-Board-Policies/10.23a-Board-Conflict-of-Interest-Procedure.pdf
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Element 6 – Risk Assessment, Auditing, and Monitoring – The use of audits or other risk 
evaluation techniques to monitor compliance and assist in the reduction of identified problem 
areas within delivered services, claims processing, and managed care functions. Procedures LRE 
will use to monitor its network and identify potential fraud, waste, and abuse will include: 
 

Procedure Frequency By: Finding Provided to: 
Medicaid Event Verification (MH & 
SUD) Quarterly LRE Staff Compliance ROAT; Quality 

ROAT; Member CMHSPs 

Overlapping Services Quarterly CMHSPs LRE Compliance Dept; 
MDHHS OIG (via 6.2 Report) 

ABA Sup/Tech Claims validation Quarterly CMHSPs LRE Compliance Dept; 
MDHHS OIG (via 6.2 Report) 

Quality Audit 
Annually 

(per 
schedule) 

LRE Staff Member CMHSPs 

Health Services Advisory Group 
Audit 

• Network Adequacy 
Validation 

• Performance Measurement 
Validation 

Annually 
(per 

schedule) 

External 
HSAG 
staff 

LRE 

MDHHS-OIG 6.9 Review/Report Annually LRE Staff 
OIG 

Compliance Oversight 
Committee; Compliance 
ROAT 

MDHHS SUD Site Review Annually SUD Staff MDHHS 

MDHHS Waiver Site Review Annually Waiver 
Team Regional Waiver workgroup 

Electronic Verification Validation Annually 
External 

HSAG 
staff 

IT ROAT; CMHSP CEOs; IT 
Team; Operations Team 

Financial Compliance Evaluation Annually 
External 
Auditing 

firm 
LRE CEO 

Managed Care Risk Assessment 
Quarterly 

(per 
schedule) 

QIC QIC; Managed Care Dept 
under review 

Utilization Management Review Quarterly LRE Staff 

Member CMHSPs; LRE 
Compliance Dept (in 
aggregate) – Under 
development 
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The development of a Risk Assessment Work Plan that will be used to identify, analyze, and 
address the risks the organization faces and how well the current systems in place are able to 
prevent those risks. 
 
The LRE Compliance Officer is also responsible for ensuring a risk assessment is performed 
annually with the results integrated into the daily operations of the organization. 
 
 
See LRE Policies or Procedures: 7.1 – Quality Management 
 7.7 – CMHSP Member Monitoring 
 7.8 – Medicaid Verification 
 7.8a – Medicaid Services Verification procedure 
 9.1 – Corporate Compliance Plan 
 9.1b – Compliance Program Auditing and Monitoring 
 9.15 – Fraud, Waste, and Abuse Investigations 
 9.15a – Fraud, Waste, and Abuse Investigations procedure 
 9.15b  - Overpayment and Sanctions 

 
 
 
Element 7 - Responding to Detected Offenses and Developing Corrective Action Initiatives – 
The development of policies and procedures to respond to detected offenses, to initiate 
correction action initiatives to prevent future offenses, and to, when appropriate, report to 
governmental agencies. 
 
See LRE Policies or Procedures: 9.7 – Compliance Reviews and Investigations 
     9.8 – Compliance Enforcement and Discipline 
     9.15 – Fraud, Waste, and Abuse Investigations 
     9.15A – Fraud, Waste, and Abuse Investigations procedure 
     9.15B – Medicaid Overpayments and Sanctions procedure 
 

STRUCTURE OF LRE CORPORATE COMPLIANCE PROGRAM 
 
GENERAL STRUCTURE 

 
LRE Board of Directors: LRE Board of Directors is responsible for the review and approval of the 
LRE Corporate Compliance Plan and review of matters related to the LRE Corporate Compliance 
Program.  

 
LRE Compliance Officer: LRE designates a Compliance Officer, who  

https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.1-Quality-Management.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.7-CMHSP-Member-Monitoring.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.8-Medicaid-Verification.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-07-Quality-Managment/7.8a-Medicaid-Services-Verficiation.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.1-CC-Plan.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.1B-Compliance-Auditing-and-Monitoring.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15-FWA-Investigations.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15a-FWA-Investigations-Procedure.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15b-Medicaid-Overpayments-and-Sanctions.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.7-Compliance-Reviews-and-Investigations.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.8-Compliance-Enforcement.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15-FWA-Investigations.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15a-FWA-Investigations-Procedure.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-09-Compliance/9.15b-Medicaid-Overpayments-and-Sanctions.pdf
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1. Is given sufficient authority and control to oversee and monitor the successful 
implementation and effectiveness of the LRE Corporate Compliance Plan, including all 
seven LRE Corporate Compliance Program Elements. 

2. Has primary responsibility of advising LRE’s Chief Executive Officer (CEO), Board of 
Directors, and Executive Team of compliance risks related to strategic and operational 
decisions and operation of the LRE Corporate Compliance Program.  

3. Serves as the Chair of the Compliance Regional Operations Advisory Team (ROAT) and the 
LRE Compliance Oversight Committee (COC). 

4. Reports status of implementation of the LRE Corporate Compliance Plan and its related 
compliance activities, as well as any needs of the LRE Corporate Compliance Program to 
the LRE CEO and/or Board of Directors.  

5. Recommends revisions to the LRE Corporate Compliance Program and Plan, inclusive of 
all seven Corporate Compliance Program Elements, as well as the Compliance Policies and 
Procedures. 

6. Provides consultative support to Member CMHSPs and Network Providers, as requested. 
7. Is responsible for the day-to-day operations of the LRE Corporate Compliance Program. 
8. Assures compliance training and education efforts for LRE staff and the Board of Directors 

are completed annually. 
9. Assures LRE is aware of evolving federal requirements and MDHHS contractual 

obligations and standards and ensuring compliance. 
10. Coordinates and oversees investigations, audits, and monitoring activities. 
11. Coordinates with LRE Operations, Human Resources, and other relevant departments 

regarding LRE Staff, Member CMHSPs, and Network Providers credentialing and 
recredentialing including but not limited to certifications, licensures, criminal background 
checks, sanctions checks, etc. 

12. Independently investigates and acts on matters related to compliance. 
13. Drafts and maintains reports including but not limited to annual Corporate Compliance 

Program Evaluation. 
 
LRE Compliance Oversight Committee: LRE Compliance Oversight Committee (COC): 

1. Provides guidance, supervision, and coordination for the successful implementation and 
effectiveness of the LRE Corporate Compliance Program. 

2. Reviews the effectiveness of the LRE Corporate Compliance Program and LRE Corporate 
Compliance Work Plan. 

3. Reviews the Annual Corporate Compliance Risk Assessment. 
4. Reviews recommendations from the Compliance Officer and Compliance ROAT that are 

related to the LRE Corporate Compliance Program, including all seven Corporate 
Compliance Program Elements. 

5. Is comprised of the LRE Chief Executive Officer, Chief Operating Officer, Chief Financial 
Officer, Compliance Officer (chair), Chief Information Officer and at least one 
representative from the Board of Directors. Legal Counsel is an ad-hoc member of the 
COC. In addition, other members of LRE not mentioned above may be asked to participate 
in the COC on a case-by-case basis to provide consultation on specific areas of expertise.  

6. Meets quarterly and when otherwise needed to address specific impromptu matters. 
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7. Reviews all direct-to-consumer marketing activities in advance of launch if the activity 
involves giving anything of value directly to a consumer. 

 
LRE Compliance Regional Operations Advisory Team: LRE Compliance ROAT advises on matters 
involving compliance and:  

1. Is comprised of LRE Compliance Officer and the compliance officer from each Member 
CMHSP in Region 3, which is appointed by the respective Member CMHSP. 

2. Reviews the LRE Corporate Compliance Plan and related policies to ensure they 
adequately address legal requirements and identified risk areas. 

3. Analyzes the regulatory environment and the legal requirements with which it must 
comply and specific risk areas. 

4. Analyzes the effectiveness of the LRE Corporate Compliance Program and makes 
recommendations for improvements, where appropriate. 

5. Assists the LRE Compliance Officer with developing policies and procedures to promote 
compliance with the LRE Corporate Compliance Program and the applicable federal and 
state statutory, regulatory, and contractual obligations, inclusive of the Office of Inspector 
General guidelines and the 42 CFR 438.608. 

6. Assists the LRE Compliance Officer with identifying potential risk areas and violations. 
7. Advises and assists the LRE Compliance Officer with compliance initiatives. 
8. Works with appropriate departments, as well as Network Providers, to develop standards 

of conduct and policies and procedures that promote compliance to legal and ethical 
standards. 

9. Recommends and monitors, in conjunction with the relevant functional area leaders, the 
development of internal and external systems and controls to carry out LRE’s standards, 
policies and procedures as part of its daily operations. 

10. Determines the appropriate strategy and approach to promote compliance with the LRE 
Corporate Compliance Program and detection of any potential violations, such as through 
hotlines and other fraud reporting mechanisms. 

11. Develops a system to solicit, evaluate and respond to complaints and compliance issues. 
12. Monitor internal and external audits and investigations for the purpose of identifying risk 

areas and implement corrective and preventative actions. 
13. Assist in the development of program measurements to evaluate the corporate 

compliance program effectiveness. 
14. Ensure compliance issues are appropriately communicated to the LRE CEO, Board of 

Directors, Executive Team, and Operations Council, and Network Providers, as 
appropriate.  

15. Addresses other functions as requested by the LRE CEO, Board of Directors, Executive 
Team, and Operations Council. 

LRE Operations Advisory Council: LRE Operations Advisory Council, with respect to the LRE 
Corporate Compliance Program, 
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1. As determined by the LRE CEO, LRE Operations Advisory Council reviews Compliance 
ROAT recommendations concerning compliance matters as identified by the Compliance 
ROAT and reported by the LRE CEO and chooses to support or not support the Compliance 
ROAT’s recommendations. 

2. Is comprised of the LRE CEO and the CEOs, or Executive Directors, of each Member CMHSP 
in Region 3. 

CONFIDENTIALITY AND PRIVACY 
 
All LRE staff, Board of Directors, Member CMSHPs, and Network Providers must conduct 
themselves in accord with the principle of maintaining the confidentiality of consumers’ 
information in accordance with all applicable laws and regulations, including but not limited to 
the Michigan Mental Health Code and the Privacy and Security Regulations issued pursuant to 
HIPAA and HITECH regulations, and 42 CFR Part 2 as it relates to substance abuse records.  
 
All LRE staff, Board of Directors, Member CMSHPs, and Network Providers will refrain from 
disclosing any personal or confidential information concerning members unless authorized by 
laws relating to confidentiality of records and protected health information. 
 
If specific questions arise regarding the obligation to maintain the confidentiality of information 
or the appropriateness of releasing information, any LRE staff, Board of Directors, Member 
CMSHPs, and Network Providers should seek guidance from the LRE Compliance/Privacy Officer 
or anonymously seek guidance through the LRE Corporate Compliance and Privacy hotline at 1-
800-420-3592. 
 
The relevant LRE policies regarding HIPAA security and privacy and breach notification policy and 
procedure can be found here: 
 
See LRE Policies or Procedures: 3.2-HIPAA-Security-and-Privacy.pdf (lsre.org) 

3.5-Breach-Notification.pdf (lsre.org) 
3.5A-Breach-Notification.pdf (lsre.org) 

 

LEGAL AND REGULATORY STANDARDS 
 
PRIMARY REGULATORY AND LEGAL STANDARDS 
 
Numerous laws establish compliance requirements for the LRE, Member CMHSPs, and Network 
Providers. However, in formalizing LRE’s Corporate Compliance Program, the legal basis of LRE’S 
Corporate Compliance Program centers around four primary legal and regulatory standards: 
 
The Affordable Care Act (2010) – This Act requires the PIHP to have a written and operable 
compliance program capable of preventing, identifying, reporting, and ameliorating fraud, waste, 

https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-03-Information-Technology-Managment/3.2-HIPAA-Security-and-Privacy.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-03-Information-Technology-Managment/3.5-Breach-Notification.pdf
https://www.lsre.org/uploads/files/For-Providers/Policies-and-Procedures/Section-03-Information-Technology-Managment/3.5A-Breach-Notification.pdf
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and abuse across the PIHP’s provider network. All programs funded by the PIHP, including 
CMHSPs, sub-contract provider organizations and practitioners, board members and others 
involved in rendering PIHP-covered services fall under the purview and scope of LRE’s Corporate 
Compliance Program. 
 
The Anti-Kickback Statute – This Act prohibits the offer, solicitation, payment, or receipt of 
remuneration, in cash or in kind, in return for or to induce a referral for any service paid for or 
supported by the Federal government or for any good or service paid for in connection with 
consumer service delivery. 
 
The Federal False Claims Act – This Act applies when a company or person knowingly presents 
(or causes to be presented) to the Federal government (or any entity on its behalf) a false or 
fraudulent claim for payment; knowingly uses (or causes to be used) a false record or statement 
to get a claim paid; conspires with others to get a false or fraudulent claim paid; or knowingly 
uses (or causes to be used) a false record or statement to conceal, avoid, or decrease an 
obligation to pay or transmit money or property to the Federal government (or its designated 
entity). 
 
The Michigan False Claims Act – This Act prohibits fraud in the obtaining of benefits or payments 
in conjunction with the MI Medical assistance program; to prohibit kickbacks or bribes in 
connection with the program to prohibit conspiracies in obtaining benefits or payments; and to 
authorize the MI Attorney General to investigate alleged violations of this Act. 
 
ADDITIONAL LEGAL AND REGULATORY STANDARDS 

 
There are numerous other applicable federal and state statutory, regulatory, and contractual 
obligations that establish requirements for LRE’s Corporate Compliance Program, include but are 
not limited to: 
 

1. 42 CFR Part 2 Confidentiality of Alcohol and Drug Use Patient Records 
2. American with Disabilities Act of 1990 
3. Civil Monetary Penalty Law of 1981 
4. Code of Federal Regulations 
5. Deficit Reduction Act/Medicaid Integrity Program of 2005 
6. Government Accounting Standards Board (GASB)Guide to Encounter Data Systems 
7. Health Information Technology for Economic and Clinical Health Act (HITECH) Act 
8. Home and Community Based Services Final Rule 
9. Letters to State Medicaid Directors  
10. Medical Services Administration (MSA) Policy Bulletins 
11. Medicaid State Plan  
12. Michigan Medicaid Provider Manual 
13. Michigan Medical Records Act 
14. Michigan Mental Health Code, Public Health Code and Administrative Rules  
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15. Michigan State Licensing requirements 
16. Michigan Whistleblowers Act, Act 469 of 1980  
17. Office of Inspector General Annual Work Plan 
18. Office of Management and Budget (OMB) Circulars 
19. Privacy and Security requirements of the Health Insurance Portability and Accountability 

Act of 1996 (HIPAA) 
20. Provisions from Public Act 368 of 1978 – revised – Article 6 Substance Abuse 
21. Quality Improvement Systems for Managed Care (QISMC) 
22. Requirements as identified by the Office of Inspector General 
23. Social Security Act of 1964 (Medicare and Medicaid) 
24. Stark Law 
25. State of Michigan MDHHS/PIHP contract provisions 
26. State Operations Manual 
27. Technical Assistance Advisories, as required  
28. Technical Assistance Tools 
29. The Balanced Budget Act of 1997 
30. Waiver Applications  

 
The LRE Corporate Compliance Plan is subject to the following conditions: 
 

A. The LRE Compliance Officer may recommend modifications, amendments, or alterations 
to the written LRE Corporate Compliance Plan as necessary and will communicate any 
changes promptly to all personnel and to the Board of Directors. 
 

B. This document is not intended to, nor should it be construed as, a contract or agreement, 
and does not grant any individual or entity employment or contract rights. 

  

DEFINITIONS AND TERMS 
 
These terms have the following meaning throughout the LRE Corporate Compliance Plan. 
 

1. Abuse means practices that are inconsistent with sound fiscal, business, or clinical 
practices, and result in an unnecessary cost to the Medicaid program, or in 
reimbursement for services that are not medically necessary or that fail to meet 
professionally recognized standards of care. It also includes beneficiary practices that 
result in unnecessary costs to the Medicaid program. (42 CFR § 455.2) 

2. Compliance Inquiry mean the initial step in the fraud, waste, and abuse (FWA) 
investigation process. A compliance inquiry begins when a Community Mental Health 
Service Provider (CMHSP) or other provider receives a complaint alleging FWA from any 
source exists, or the CMHSP or other providers identify questionable practices or 
irregularities that may indicate a potential credible allegation of fraud, or waste, or abuse, 
exists. The CMHSP or provider will conduct a basic fact gathering to see if there is 
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sufficient evidence to refer the complaint to the Prepaid Inpatient Health Plan (PIHP) for 
a preliminary investigation. 

3. Corrective Action Plan means a formal plan that identifies specific, actionable steps to 
improve an organization’s processes or address deficiencies in performance when 
measured against established standards and contractual requirements. 

4. Credible Allegation of Fraud (CAF) means an allegation, which has been verified by an 
agency or the State, from any source, including but not limited to the following:  

(1) Fraud hotline tips verified by further evidence.  
(2) Claims data mining.  
(3) Patterns identified through provider audits, civil false claims cases, and law 
enforcement investigations. Allegations are considered to be credible when they 
have indicia of reliability and the State Medicaid agency has reviewed all 
allegations, facts, and evidence carefully and acts judiciously on a case-by-case 
basis. (42 CFR 455). 

5. Fraud (Federal False Claims Act) is an intentional deception or misrepresentation made 
by a person with the knowledge that the deception could result in some unauthorized 
benefit to himself or some other person. It includes any act that constitutes fraud under 
applicable Federal or State law including but not limited to the Federal False Claims Act 
and the Michigan False Claims Act. (42 CFR §455.2). 

6. Full Investigation means when the findings of a preliminary investigation give a PIHP 
reason to believe that PCAF has occurred, and the amount is $5,000 or greater, the PIHP 
must refer the case to the Office of Inspector General (OIG) and Medicaid Fraud Control 
Unit, which will conduct an extensive and thorough investigation to determine if a 
credible allegation of fraud (CAF) exists. Also, if PCAF has occurred and the amount is less 
than $5,000, the PIHP will conduct the full investigation to completion. 

7. Member CMSHPs means the Member CMSHPs that hold a contract with LRE to provide 
supports and services to adults and children with mental illness, developmental 
disabilities, and co-occurring mental health and substance abuse disorders to Medicaid 
enrollees and to perform various delegated managed care functions consistent with LRE 
policy. “Member CMSHPs” includes the agency itself as well as those acting on its behalf, 
regardless of employment or contractual relationship. 

8. Network Provider means, according to the FY24 MDHHS-PIHP Contract, any provider, 
group of providers, or entity that has a provider agreement with PIPH or Member CMHSP, 
including a CMHSP, and receives Medicaid funding directly or indirectly to order, refer or 
render covered services as a result. A network provider is not a subcontractor by virtue 
of the network provider agreement, unless the network provider is responsible for 
services other than those that could be covered in a network provider agreement related 
to the delivery, ordering, or referring of covered services to a beneficiary. 

9. Preliminary Investigation is the second step in the FWA investigation process. The PIHP 
analyzes the information contained within the CMHSP’s FWA referral to the PIHP and 
determines whether more information is required to reach a particular conclusion. After 
determining whether the evidence is sufficient, the PIHP will analyze all of the information 
in its entirety, conduct interviews if required, and make a recommendation to the OIG 
and Attorney General (AG) that there is sufficient evidence to prove that a PCAF exists 
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that is $5,000 or more, and requires a full investigation. If a PCAF exists but the amount 
is less than $5,000, a full investigation will still be required, but it will be the responsibility 
of the PIHP to conduct. 

10. Potential Credible Allegation of Fraud (PCAF) is the belief that fraud has occurred, and 
the evidence is leading the examiner to this conclusion. The PIHP will determine if a PCAF 
exists. 

11. Resolution of Full Investigation means when the full investigation is completed and legal 
action is initiated, or the case is dismissed due to insufficient evidence to support the 
allegations, or the matter is resolved between the PIHP, CMHSP, and the provider 
beneficiary. 

12. Waste means overutilization of services, or other practices that result in unnecessary 
costs. Generally, not considered caused by criminally negligent actions but rather the 
misuse of resources. 
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REFERENCES, HYPERLINKS, AND SUPPORTING DOCUMENTS 

 
1. 42 USC 139a(a); Section 1902(a) of the Social Security Act (AKA the Deficit Reduction Act of 2005)  

http://www.cms.hhs.gov/deficitreductionact 
 

2. Anti-kickback Statute (section 1128B[b] of the Social Security Act) 
http://www.ssa.gov/OP_Home/ssact/title11/1128B.htm  
https://oig.hhs.gov/compliance/safe-harbor-regulations 
  

3. Code of Federal Regulations (Title 42, Part 2 and Title 45, Part 160 & 164) 
http://www.ecfr.gov/cgi-bin/ECFR?page=browse 
 

4. Department of Health and Human Services, Office of Inspector General  
https://oig.hhs.gov 
 

5. DOJ Compliance Guidance  
https://www.justice.gov/criminal-fraud/page/file/937501/download 
 

6. False Claims Act  
https://oig.hhs.gov/fraud 
http://www.legislature.mi.gov  
 

7. Federal Sentencing Guidelines Section 8  
https://www.ussc.gov/guidelines/2021-guidelines-manual-annotated 
 

8. Guidelines for Constructing a Compliance Program for Medicaid Managed Care Organizations and Prepaid 
Health Plans, Medicaid Alliance for Program Safeguards, May 2002 
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-
Prevention/FraudAbuseforProfs/Downloads/mccomplan.pdf 

 
9. Managing Compliance Program Effectiveness: A Resource Guide 

https://oig.hhs.gov/documents/toolkits/928/HCCA-OIG-Resource-Guide.pdf 
 

10. Michigan Mental Health Code  
http://www.legislature.mi.gov/(S(ea1olrem4pvgdzylgs0hay4e))/mileg.aspx?page=GetObject&objectname
=mcl-Act-258-of-1974 
 

11. Michigan Public Health Code  
http://www.legislature.mi.gov/documents/mcl/pdf/mcl-act-368-of-1978.pdf  
 

12. United States Attorney Manual (USAM)  
https://www.justice.gov/jm/jm-9-28000-principles-federal-prosecution-business-organizations#9-28.800 
 

13. United States Department of Justice, Criminal Division, Evaluation of Corporate Compliance Program 
https://www.justice.gov/criminal-fraud/page/file/937501/download 
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https://www.justice.gov/criminal-fraud/page/file/937501/download


 

Page 19 of 20 
  

COMPLIANCE OFFICER CONTACT INFORMATION 
 

LAKESHORE REGIONAL ENTITY 
 
LRE Compliance Officer 
Lakeshore Regional Entity 
5000 Hakes Drive Suite 250 
Norton Shores, Michigan 49441 

Compliance Hotline: 1-800-420-3592 
Compliance Fax: 231-769-2075 
Compliance Officer: 231-769-2079 
E-mail: Compliance@lsre.org 
 

MEMBER CMHSPs 
 
COUNTY(IES) MEMBER CMHSP COMPLIANCE OFFICER CONTACT INFORMATION 

Allegan County 
 

OnPoint (Allegan 
County Community 

Mental Health 
Services) 

Diane Bennett - Compliance Officer 
Tel: 269-512-4737 

E-mail: cofficer@onpointallegan.org 

Kent County 
 

Network 180 (Kent 
County CMH 

Authority) 

Mehgan McNeil - Director of Quality, Compliance, and 
Risk Management 
Tel: 616-825-5122 

E-mail:  mehgan.mcneil@network180.org 
Lake County 

Mason County 
Oceana County 

West Michigan 
Community Mental 

Health System 

Devon Hernandez - Director of Corporate Compliance 
and Risk Management 

Tel: 231-845-6294 
Fax: 231-845-7095 

E-mail: devonh@WMCMHS.org 
Muskegon County 

 
HealthWest Linda Anthony - Director of Health Information 

Services 
Tel: 231-724-3631 
Fax: 231-724-3659 

E-mail: linda.anthony@healthwest.net 
Ottawa County Community Mental 

Health of Ottawa 
County 

 

Kristen Henninges - Compliance Program Coordinator 
Tel: 616-393-5685 
Fax: 616-393-5687 

E-mail: khenninges@miottawa.org 
 
GOVERNMENTAL AGENCIES 
 
To report suspected Fraud, Waste, or Abuse to the Office of Inspector General: MDHHS 
Medicaid Fraud Hotline: 1-855-MI-FRAUD (1-855-643-7283) voicemail available after hours or 
send a letter to: 

Michigan Office of Inspector General 
PO Box 30062 

Lansing, MI 48909 

mailto:Compliance@lsre.org
mailto:mpadget@onpointallegan.org
mailto:devonh@WMCMHS.org
mailto:linda.anthony@healthwest.net
mailto:khenninges@miottawa.org
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Health and Human Services (HHS)/OIG Hotline: 1-800-HHS-TIPS (1-800-447-8477) or make an 
online report: File Online Compliant  
  

https://oig.hhs.gov/fraud/report-fraud/
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ATTESTATIONS 
ATTESTATION FOR LRE STAFF 
 

 
LRE STAFF ANNUAL CORPORATE COMPLIANCE TRAINING CERTIFICATION FORM 

 
1. I attended and completed the required annual corporate compliance training for LRE staff 

on                                                                                      . 
                                (Month, Date, Year) 

2. I have received, read, and understand the LRE Corporate Compliance Plan and all related 
policies and procedures. 
 

3. I agree to act in compliance with and abide by the LRE Corporate Compliance Plan during 
the entire term of my employment or contract. 

 
4. I acknowledge that I have a duty to report to the LRE Compliance Officer any suspected 

or actual violation of the LRE Corporate Compliance Plan, related laws, regulations, 
policies, and procedures by myself, another LRE staff, or any other person. 

 
5. I will seek advice from the LRE Compliance Officer concerning appropriate actions that I 

may need to take to comply with the LRE Corporate Compliance Plan, related laws, 
regulations, policies, and procedures. 

 
6. I agree to participate in any future compliance trainings as required and acknowledge my 

attendance at such trainings as a condition of my continued employment or contract. 
 

7. I agree to disclose the existence and nature of any potential or actual conflict of interest 
to the LRE Compliance Officer. Further, I certify that I am not aware of any current 
conflicts of interest. 

 
8. I understand that failure to comply with the LRE Corporate Compliance Plan or failure to 

report any potential or actual violation of the LRE Corporate Compliance Plan may result 
in disciplinary action up to and including termination of employment or contract. 

 
 

           LRE Staff Name (PRINT)  
 
    
                           LRE Staff Signature                                                                          Date 
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ATTESTATION FOR BOARD OF DIRECTORS 
 

 
 

LRE BOARD OF DIRECTORS ANNUAL CORPORATE COMPLIANCE TRAINING CERTIFICATION FORM 
 

1. I attended and completed the “Annual Corporate Compliance Training” for the newly 
appointed LRE Board of Directors on ______________________________.  

      (Month, Date, Year) 
1. I have received, read, and understand the LRE Corporate Compliance Plan. 

 
2. I agree to act in compliance with and abide by the LRE Corporate Compliance Plan during 

the entire term of my Board service. 
 

3. I acknowledge that I have a duty to report to the LRE Compliance Officer any suspected 
or actual violation of the LRE Corporate Compliance Plan, related laws, regulations, 
policies, and procedures by myself, another Board Member, or any other person. 

 
4. I will seek advice from the LRE Compliance Officer concerning appropriate actions that I 

may need to take to comply with the LRE Corporate Compliance Plan, related laws, 
regulations, policies, and procedures. 

 
5. I agree to participate in future LRE Board of Directors compliance trainings, as required. 

 
6. I agree to disclose the existence and nature of any potential or actual conflict of interest 

annually as required by the financial disclosure form and at any time when it arises 
thereafter to the LRE Board Chairperson and LRE Compliance Officer.  
 

7. I understand that failure to comply with any part of the LRE Corporate Compliance Plan 
may result in my removal from the Board of Directors. 
 

 
 
                      Board of Director Name (PRINT)                                                              
 
 
                      Board of Director Signature                                                             Date 





Quality

Assessment

Performance

Improvement

Programs

QAPIP

What is the QAPIP?
• State  required system for monitoring 

and improving quality.
• Ensures services are safe, effective, 

and person  - centered.
• Uses data and stakeholder input to 

guide improvements.
• Creates a consistent, regional 

approach to quality.
¹ eCFR 42 CFR 438.330
² FY24 PIHP Contract, Section K, pp 55-56; FY25 PIHP Contract, Section 
L, pp. 58-59
³ MDHHS QAPIP Policy, December 2022

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-438/subpart-E/section-438.330
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder4/Folder13/Folder3/Folder113/Folder2/Folder213/Folder1/Folder313/QA_and_PIP__for_Specialty_Prepaid_Inpatient_Health_Plans.pdf?rev=d4dc2f2bff104f199c2c38c5d460185c&hash=7D31840A589904614DDE39B83B790A8C


QAPIP Components

Utilization 
Management

Long Term 
Services and 

Supports

SUD Sentinel 
Events

MMBPIS & 
CMS BH Core 

Set

2 Performance 
Improvement 

Projects
(FUH 30)

Practice 
Guidelines

Sentinel Events 
& Unexpected 

Deaths
Critical 

Incidents

Notices, 
Grievances
& Appeals

Immediately 
Reportable 

Events

SUD 
Performance 

Measures

Event 
Reporting & 
Notifications

Clinical Quality 
Standards

Member
Experience

Customer 
Satisfaction 
Assessment

Behavior 
Treatment 

Review

Performance 
Measurement

The state requires 
specific areas of 

monitoring within the 
QAPIP, while also allowing 

the region to identify 
additional performance 
improvement priorities.



LRE Board of Directors QAPIP Responsibilities

• Formally Approve the QAPIP

• Receive “Routinely Written” QAPIP Reports

• Review the Annual Effectiveness Report

• Submit the QAPIP & Annual Effectiveness
Review for Prior FY to MDHHS by Feb. 28ᵗʰ

QAPIP 

(Feb.)



Updated Structure for QAPIP Oversight
Reorganized internal structures for coordinated and 
efficient oversight:

• Quality and operations consolidated under COO,
improving coordination across departments

• Dedicated quality review team of 8 staff to conduct
audits (CMH, provider, and facility)

• Expanded data support with 8 staff dedicated to
analytics to strengthen QAPIP monitoring

• The new structure streamlines oversight, reduces
fragmentation, and supports consistent regional
quality management.

QAPIP
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I. Overview & Scope 

Lakeshore Regional Entity (“LRE”) is a regional entity under Section 1204(b) of the 

Michigan Mental Health Code responsible for the financial and administrative 

management of Behavioral Health, Mental Health and Substance Use Disorder Services 

for adults and children who reside within the Region 3 Prepaid Inpatient Health Plan 

(PIHP) service area.  Beneficiaries are served through five Community Mental Health 

Service Programs in the region:  OnPoint (Allegan County), Network180 (Kent County), 

HealthWest (Muskegon County); Community Mental Health of Ottawa County, and 

Health West (Lake, Mason, and Oceana counties).   

LRE has the distinction of being the only regional entity in Michigan where all Member 

CMHSPs are Certified Community Behavioral Health Clinic (CCBHC) Demonstration 

Sites. Although oversight of CCBHCs is no longer delegated to PIHPs, the presence of 

these clinics across the region is expected to strengthen overall service quality. The 

CCBHC model provides additional resources and flexibility that support improved 

access, integration, and coordination of care. 

This document outlines requirements for the annual QAPIP (“Quality Assessment and 

Performance Improvement Program”) as set forth in the MDHHS/PIHP STANDARD 

CONTRACT and MDHHS Policy  Quality Assessment and Performance Improvement 

Plans  for Specialty Prepaid Inpatient Health Plans. It also describes how these 

functions are accomplished and the organizational structure and responsibilities 

relative to these functions. 

In addition to meeting contractual requirements, the QAPIP outlines functional 

requirements and provides guidance for operationalizing these requirements, including 

but not limited to: 

1. Evaluating and enhancing, if appropriate, LRE's Quality Improvement (“QI”) 

Processes and Outcomes. 

2. Monitoring and evaluating the systems and processes related to the quality of 

clinical care and non-clinical services that can be expected to affect the health 

status, quality of life, and satisfaction of persons served by each Member 

CMHSP. 

3. Identifying and prioritizing opportunities for performance improvement. 

4. Creating a culture that encourages stakeholder input and participation in 

problem solving. 
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II. Quality Management System 

A. Continuous Improvement Process 

LRE’s Quality Management System 

combines the traditional aspects of 

quality assurance and adds the elements 

of continuous quality improvement by 

utilizing the “Plan-Do-Study-Act 

process”. This problem-solving approach 

is commonly used in quality control 

efforts. There are four steps to the 

process, and the process can be repeated 

indefinitely until the desired outcome is 

achieved: 

Plan: design (or revise) a process to 

improve results 

Do: implement the plan and measure 

its performance 

Study: measure and evaluate the results and determine if the results meet the 

desired goals 

Act: decide if changes are needed to improve the process. If so, then start the 

process over. 

The Quality Management System helps LRE achieve its mission, realize its vision, and 

live its values. It protects against adverse events, and it provides mechanisms to bring 

about positive change. Continuous quality improvement efforts ensure a proactive and 

systematic approach that promotes innovation, adaptability across the region, and a 

passion for achieving best practices. 

The Quality Management System includes: 

1. Predefined quality standards, 

2. Formal assessment activities, 

3. Measurement of outcomes and performance, and 

4. Strategies to improve performance that is below standard. 

The various aspects of the Quality Management System are not mutually exclusive 

to just one category. The table below identifies the more common standards, 

assessment activities, measurements, and improvement strategies used by LRE’s 

Quality Management System. 

 



Page 5 of 51 

 

 

 

QUALITY MANAGEMENT SYSTEM 

Quality Standards 
Assessment 

Activities 

Performance 

Measurements 

Improvement 

Strategies 

• Federal/State 

Rules/Regulatio

ns 

• Stakeholder 

Expectations 

• MDHHS/PIHP 

Contract 

• Provider 

Contracts 

• Practice 

Guidelines 

• Evidence Based 

Practices 

• Network 

Standards 

• Accreditation 

Standards 

• Network Policies/ 

Procedures 

• Delegation 

Agreement 

• Clinical 

Documentation 

Standards 

• Quality Monitoring 

Reviews 

• Accreditation 

Surveys 

• Credentialing 

• Risk Assessment/ 

Management 

• Utilization Reviews 

• External Quality 

Reviews (HSAG) 

• Stakeholder Input 

• Sentinel Events 

• Critical Incident 

Reports 

• Documentation 

Reviews 

• Medicaid 

Verification of 

Service Reviews 

• Performance 

Improvement 

Projects 

• Critical Event 

Reporting 

• MMBPIS 

Reports 

• BHCS Reports 

• Audit Reports 

• External Quality 

Reviews 

(HSAG) 

• MDHHS Site 

Reviews 

• Outcome 

Reports 

• Benchmarking 

• Grievance & 

Appeals 

• Corrective Action 

Plans 

• Improvement 

Projects 

• Improvement 

Workgroups 

• Strategic Planning 

• Practice Guidelines 

• Organizational 

Learning 

• Administrative and 

Clinical Staff 

Training 

• Cross Functional 

Work Teams 

• Reducing Process 

Variation 

 

 

B. Authority And Organizational Structure 

The LRE Board of Directors, which serves as LRE’s Governing Board, reviews and 

approves the QAPIP on an annual basis thereby giving authority for the implementation 

of this QAPIP and all the components necessary for continuous quality improvement. 

Governing Body 

Membership: LRE’s 15-member Governing Board includes three representatives 

appointed by each of the five (5) Member CMHSP Boards of Directors.  

Responsibilities: The LRE Governing Board is responsible for monitoring, 

evaluating, and making improvements to care including, but are not limited to: 

• Oversight of the QAPIP: This includes documented evidence that the Governing 

Board has approved the overall QAPIP and QI Plan. 

• QAPIP Progress Reports: The LRE Governing Board routinely receives written 

reports from the Chief Operations Officer (“COO”) describing performance 
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improvement initiatives, the actions taken, and the results of those actions. 

• Annual QAPIP Review: The LRE Governing Board formally reviews a written 

report on the operation of the QAPIP, at least annually. 

• Adopting and Communicating Process and Outcome Improvement: After 

presentation, the LRE Governing Board adopts the QAPIP via Board Motions and 

communicates the process and outcome improvement to stakeholders via 

Board of Directors meeting minutes, which are published on the LRE website for 

public accessibility. LRE also publishes the QAPIP and QAPIP Annual 

Effectiveness Review on its website and provides electronic copies to the LRE 

Governing Board and all Member CMHSPs for distribution via CMHSP 

Newsletters to the provider network. LRE also distributes the QAPIP, or relevant 

portions, to LRE Regional Operations Advisory Teams, as applicable. 

• Reporting Accountability: Following review and approval by the LRE Governing 

Body, the LRE COO submits the QAPIP, QAPIP Annual Effectiveness Review, and 

MDHHS Governing Body Form to MDHHS on or before February 28th each year. 

Organizational Structure 

Oversight of the Quality Improvement (QI) process is provided by the Chief 

Operating Officer (COO). As of February 2025, all quality-related responsibilities 

have been consolidated under the COO, eliminating the prior division of functions 

between the Chief Quality Officer and the COO. This structural realignment 

enhances coordination across departments, reduces duplication, and strengthens 

the integration of quality, operations, and performance improvement activities 

throughout the organization. 

LRE maintains a Home and Community-Based Services (HCBS) Manager position 

to support regional compliance with the HCBS Final Rule, which went into full effect 

on March 17, 2023. 

The Quality team includes eight full-time employees dedicated to ensuring 

adequate auditing capacity to meet federal requirements under the HCBS Final 

Rule, as well as contractual obligations for annual physical assessments and tri-

annual comprehensive assessments. 

LRE also maintains 7.5 full-time equivalent (FTE) positions within the Information 

Technology (IT) team to ensure the timely development of data analytics tools, 

including Power BI dashboards. 

LRE’s organizational structure supports the clear and effective administration and 

evaluation of the QAPIP (Attachment C).  

Designated Senior Official: 

The LRE Chief Executive Officer (“CEO”) has delegated the responsibility for 

submitting a regional QAPIP to the LRE Board of Directors for final approval to the 

COO. LRE CEO also provides regular QAPIP updates to the Operations Advisory 
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Council, which includes all Member CMHSP CEOs, where applicable. In addition, if 

issues or barriers to operational effectiveness are identified, the COO escalates the 

issues or barriers to the LRE CEO, who may review the identified issues or barriers 

with the LRE Operations Advisory Council and/or the LRE Board of Directors for 

input, resolution, and/or awareness. 

The LRE COO has day-to-day administrative management and oversight of the 

QAPIP, including all its components, and is responsible for keeping the LRE CEO 

informed of region-wide quality improvement activities and performance 

improvement projects. The LRE COO also provides periodic updates to the 

Operations Advisory Council and LRE Board of Directors, when necessary. 

Regional Operations Advisory Teams and Quality Improvement Council 

LRE’s overall structure supports the management and oversight of the QAPIP and 

all components necessary for its implementation. (Attachment D). 

To facilitate the implementation and management of the QAPIP, LRE created the 

Quality Improvement Regional Operations Advisory Team (“QI ROAT”), which 

consists of representation from LRE and Member CMHSPs. The QI ROAT is 

responsible for regularly reviewing all activities within the QAPIP. The QI ROAT 

members also collaborate with one another and with other ROATs when any 

systemic or performance issues are identified to enhance coordination and resolve 

identified issues as efficiently and effectively as possible. 

For Fiscal Year 2025, LRE continues to convene the Quality Improvement Council 

which consists of the LRE Executive team and managers, with purpose being:  

1. Ensure effective oversight and monitoring of the LRE’s managed care functions, 

for both internal and for delegated through the application of data reports. 

2. Ensure all departments are collaborative and consistently utilizing data and key 

performance indicators. 

3. Ensure LRE departments are collaborating to foster open communication and 

cross-pollination of information toward effective project completion. 

4. Ensure Risk Assessment is completed for the Agency per the FY25 PIHP/ 

MDHHS Contract /OIG. 

C. Active Participation of Consumers & Providers 

LRE recognizes the importance of stakeholder input and its role in improving quality, 

customer experiences, and outcomes. Consumers and families are valued contributors 

in the QI process. To support this:  

• LRE supports an active Community Advisory Panel composed of consumers 

representing each Member CMHSP within the region. The Panel meets quarterly and 

is managed by the Chief Operating Officer (COO) and the Customer Services 

Department. Each CMHSP recommends individuals for membership, with final 
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selection determined by a vote of the Panel and approval by the LRE Board of 

Directors. The Panel includes 15 total members, ensuring balanced representation 

across the region. Following each meeting, minutes are provided to the Board of 

Directors and included in the official board packet. LRE team members are regularly 

invited to attend meetings to share information and deliver presentations.  

• There is a bi-directional feedback and input loop between LRE ROATs and the 

Community Advisory Panel to ensure consumer engagement on quality initiatives.  

• There are multiple opportunities for consumers, or guardians, to respond to 

satisfaction surveys.  

• Customer Services staff respond to any complaint, request for feedback, or request 

for assistance regardless of how they are received within 4 business days. 

• LRE’s website includes a link to allow interested parties to provide feedback on any 

areas of concern at any time (Contact - Lakeshore Regional Entity 

(feedback@lsre.org)). 

As part of its Member CMHSP Site Reviews, the LRE monitors CMHSP engagement in 

both consumer and provider participation. 

III. Performance Measurement 

A. Performance Indicators  

LRE measures its performance through the ongoing collection and analysis of valid, 

reliable data. In FY 2026, LRE will continue to monitor the performance measures 

required by MDHHS, including the Michigan Mission Based Performance Indicator 

System (MMBPIS) and the CMS Behavioral Health Core Set (BHCS) to monitor 

performance measures established by MDHHS. LRE supports Member CMHSPs in 

meeting compliance thresholds established by MDHHS for measures in the areas of 

access, efficiency and outcomes. 

MMBPIS Monitoring (FY 2026) 

While MDHHS transitions to BHCS measures, LRE will continue monitoring the MMBPIS 

measures identified for continuation in FY 2026, including Measure 2a. Each quarter, 

LRE: 

• Reviews each Member CMHSP’s data submission. 

• Selects samples for quality checks and requires proofs of compliance with the 

MMBPIS Code Book. 

• Validates data and directs CMHSPs to finalize submissions. 

• Aggregates data and reports results to MDHHS. 

Transition to CMS Behavioral Health Core Set 
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MDHHS is phasing in BHCS measures between FY 2025–2027 across five programs and 

seven domains (seven added in FY 2025, four in FY 2026, and 18 in FY 2027). During FY 

2026, LRE will continue preparations by: 

• Understanding new measures and reporting requirements 

• Leveraging technology to support accurate and reliable reporting 

• Identifying performance gaps and creating action plans to address them 

 

Year 1 Measures (already underway):  

Measure 

Abbreviation 

Measure 

Description Program Domain 

ADD 

Follow-up Care for Children Prescribed 

Attention-Deficit/Hyperactivity Disorder 

(ADHD) Medication 

BHCS MH 

FUH 
Follow-up After Hospitalization for Mental 

Illness 
BHCS Access 

APM 
Metabolic Monitoring for Children and 

Adolescents on Antipsychotics 
BHCS MH 

APP 
Use of First-Line Psychosocial Care for 

Children and Adolescents on Antipsychotics 
BHCS MH 

FUA 
Follow-up After Emergency Department Visit 

for Substance Use 
BHCS Access 

FUM 
Follow-up After Emergency Department Visit 

for Mental Illness 
BHCS Access 

IET 
Initiation and Engagement into Substance 

Use Disorder Treatment 
BHCS SUD 

 

 

Year 2 Measures (FY 2026):   

Measure 

Abbreviation 

Measure 

Description Program Domain 

SSD  Diabetes Screening for People with 

Schizophrenia or Bipolar Disorder Who 

Are Using Antipsychotic Medications  

BHCS Comorbid 

Conditions 

HPCMI  Diabetes Care for People with Serious 

Mental Illness: Hemoglobin A1c (HbA1c) 

Poor Control (>9.0%)  

BHCS Comorbid 

Conditions 

OUD  Use of Pharmacotherapy for Opioid Use 

Disorder  

BHCS SUD 

SAA Adherence to Antipsychotic Medications 

for individuals with schizophrenia 

BHCS MH 
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Year 3 Measures (FY 2027, anticipated):  

Domain Program 
Measure 

Abbreviation 

Measure 

Description 

Patient 

Experience 

Quality 

Rating 

System 

(QRS) 

Consumer 

Assessment 

of Healthcare 

Providers and 

Systems 

(CAHPS) 

How People Rated Their Health Plan  

Getting Care Quickly  

Getting Needed Care  

How Well Doctors Communicate  

Health Plan Customer Service  

Patient 

Experience 

and Home & 

Community 

Based 

Services 

Home & 

Community 

Based 

Services 

(HCBS) 

HCBS CAHPS 

Choosing the Services that Matter to You  

Community Inclusion and 

Empowerment  

Transportation to Medical Appointments  

Physical Safety  

Personal Safety and Respect  

Staff are Reliable and Helpful  

Staff Listen and Communicate Well  

Unmet Needs Composite Measure  

MLTSS MLTSS-1 

Medicaid Managed Long-Term Services 

and Supports Comprehensive 

Assessment and Update  

MLTSS MLTSS-2 

Medicaid Managed Long-Term Services 

and Supports Comprehensive Care Plan 

and Update  

Social 

Needs 

Certified 

Community 

Beh. Health 

Centers 

(CCBHC) 

TBD Social Needs Screening- Tool TBD 

SUD BHCS 
MSC 

Medical Assistance with Smoking and 

Tobacco Use Cessation 

MH BHCS 
CDF 

Screening for Depression and Follow-Up 

Plan 

 

If MDHHS revises its 3-year implementation strategy, LRE will adjust accordingly. 

Substance Use Disorder Performance Measures 

In addition to required regional performance measures, LRE has identified targeted 

substance use disorder (SUD) measures to enhance oversight of access, continuity, 

and integration of care across the service array that align with regional priorities and 

state expectations. 

LRE will continue to monitor the following key SUD measures, including:  

• Timely access for individuals with intravenous drug use (IVDU):  

Aim: Decrease the average number of days between request for service and first 

service for individuals with IVDU. Admissions for this population are prioritized 

due to elevated risk for overdose, infectious disease, and other serious health 
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complications. In FY2024, the regional average time to service was 8.4 days. 

• Successful Transition Following Short-Term Residential Treatment:  

Aim: Increase the percentage of clients discharged from short-term residential 

services who successfully transition to the next level of care within seven days. 

Timely transitions are critical for sustaining treatment momentum and reducing 

relapse, overdose, or dropout risk during early recovery. 

• Integrated Treatment for Individuals with Co-Occurring Disorders: 

Aim: Increase the percentage of clients discharged with a co-occurring 

diagnosis who received integrated care. Coordinated treatment addressing 

both mental health and substance use disorders improves outcomes, 

engagement, and continuity of care. 

Data will be reviewed quarterly with Member CMHSPs at the SUD ROAT to identify 

trends, discuss barriers, and support local improvement efforts. 

B. Performance Improvement Projects 

LRE conducts Performance Improvement Plans (PIP) to achieve measurable and 

sustained improvements in clinical and non-clinical services that directly impact health 

outcomes and consumer satisfaction. All PIPs are carried out using the Plan-Do-Study-

Act cycle, as detailed earlier, to ensure statistically significant and sustainable change. 

Each fiscal year, LRE must conduct at least two PIPs: 

● One mandated by MDHHS, which is reviewed and evaluated by Health Services 

Advisory Group (HSAG) for compliance. 

● One selected by LRE, which must be submitted to MDHHS along with the 

QAPIP. 

To monitor progress, LRE reviews its HEDIS® Key Performance Indicator (KPI) 

Dashboard quarterly using Power BI, with data sourced from Zenith Technology 

Services’ Integrated Care Delivery Platform (ICDP). Results are distributed and 

discussed through the QI ROAT. Since February 2021, LRE has analyzed the KPI 

Dashboard by Member CMHSP and race/ethnicity to support MDHHS’s 2022 

Race/Ethnicity Disparity PIP requirements. 

LRE encourages stakeholders to propose improvement recommendations through 

local QI processes. Ideas for PIPs are generated and discussed within QI ROAT and may 

also come from LRE staff, ROATs, Workgroups, providers, and consumers. State-

mandated PIPs are reviewed by the Operations Advisory Council and submitted by the 

COO. All PIPs are reported to the QI ROAT, Operations Advisory Council, and 

Community Advisory Panel. 

Current PIPs (FY 2026): LRE continues to conduct two PIPs focused on improving the 

HEDIS® Follow-up After Hospitalization (FUH) measure. Research shows that 

increasing FUH rates improves outcomes, decreases suicide risk, reduces recidivism, 

and enhances consumer satisfaction. 
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PIP 1: Decrease in Racial Disparity between Blacks & Whites (clinical 

care)  

Goal: By the end of the CY 2026 measurement period, the LRE will achieve no 

statistically significant difference in the FUH30 follow-up rates between African 

American/Black and White individuals age 6 and older following psychiatric 

inpatient discharge, while ensuring that the follow-up rate for White individuals is 

maintained or improved from the 2021 baseline level. 

In accordance with MDHHS mandate, LRE chose a PIP centered on decreasing the 

race/ethnicity disparity in Region 3. LRE’s MDHHS mandated PIP is whether 

targeted interventions result in significant improvement (over time) in the number 

of members who identify as African American/Black that receive follow-up within 

30 days after an acute inpatient discharge with a principal diagnosis of mental 

illness or intentional self-harm when compared to those similarly situated 

members who identify as White, meaning an elimination in the racial disparity 

between the two measurement groups, during the measurement period, without a 

decline in performance for the White members. 

One risk is that LRE’s interventions may raise the FUH metric for all races and may 

not improve the race disparity between African Americans/Blacks and White, but 

this is a risk that LRE is willing to accept given the positive impact that follow-up 

care after psychiatric hospitalization appears to provide to its members. 

In remeasurement year 1 (CY 2023), LRE did not achieve statistically significant 

improvement in reducing the disparity between Black and white clients, resulting 

in HSAG not validating LRE’s PIP performance.  

In remeasurement year 2 (CY2024), LRE achieved meaningful gains in follow-up 

after hospitalization compliance, particularly for Black clients, who showed a 

statistically significant improvement between 2021 and 2024. Although these 

positive trends represent important steps toward more equitable care, the formal 

statistical tests of overall disparity showed that although the size of disparity was 

decreased, the disparity was not eliminated.  

In FY26, LRE will collaborate with its Member CMHSPs and Medicaid Health Plans 

(MHPs) to implement targeted interventions across Region 3 to improve LRE’s PIP 

performance. Strategies will focus on rebuilding trust in the behavioral health 

system among Black clients and addressing social determinants of health (SDOH) 

which have been shown to disproportionately affect Black individuals and 

adversely affect follow-up care. As detailed in the submitted PIP, this will include 

supporting providers with training and resources for individualized discharge 

planning, strengthening cultural and structural competence, and using county-

level FUH30 data to identify local disparities and inform targeted local 

interventions. 
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PIP 2: Follow-Up after Hospitalization for Mental Illness (clinical care)   

Goal: By the end of the 2026 measurement period, the LRE will achieve a 

statistically significant increase in the percentage of individuals age 6 and older 

who receive follow-up mental health care within 30 days of psychiatric inpatient 

discharge, compared to the 2021 baseline.  

In Fiscal Year 2023, LRE standardized the process for collecting FUH data from its 

Member CMHSPs, distributing FUH data to the MHPs  and submitting FUH data to 

MDHHS. LRE’s PIPs intend to improve quality of care and outcomes for all 

consumers within the FUH population through ongoing collaboration with MHPs 

and operationalizing the standardized processes for the collection, distribution, 

submission, and tracking of FUH data. 

In Fiscal Year 2024, LRE expanded its use of Power BI Dashboards to identify the 

driving force behind its lagging FUH performance. 

In Fiscal Year 2026, LRE will improve the FUH performance across Region 3 with 

targeted interventions related to the lagging FUH performance of some CMHSPs 

and MHPs. 

During the remeasurement period for the Follow-Up After Hospitalization (FUH30) 

Performance Improvement Project, LRE analyzed trends in follow-up rates for both 

adult and child populations. For adults, the regional FUH30 rate decreased from 

60.5% at baseline to 56.7% in Year 2, representing a statistically significant decline. 

Therefore, LRE did not achieve the PIP goal of demonstrating a statistically 

significant increase in timely follow-up for adults after inpatient psychiatric 

hospitalization. 

For children and adolescents, the FUH30 rate decreased from 79.4% to 77.7% 

across the same period; this change was not statistically significant. However, the 

rate did not increase, and therefore, the region also did not meet the PIP goal of 

achieving statistically significant improvement for the child population. 

Overall, these results indicate that while some improvement activities were 

implemented across the region, the current interventions did not produce 

measurable improvement in timely post-hospital follow-up. The analysis highlights 

the need to refine strategies, with particular attention to discharge coordination 

workflows, outpatient appointment scheduling practices, and strengthened 

collaboration between inpatient and community providers. These areas will be the 

focus of continued improvement efforts in the upcoming year. 

IV. Event Reporting and Notifications 

LRE requires each Member CMHSP with direct services as well as contracted, external 

providers to record, assess, and report critical incidents, risk events, sentinel events (SE), 

unexpected deaths, and immediately reportable events (a/k/a immediate event notification) 
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according to contractual obligations and MDHHS reporting requirements. LRE reports critical 

incidents, risk events, sentinel events, unexpected deaths, and immediately reportable 

events in accordance with MDHHS contractual requirements. 

LRE’s critical incident analysis includes the required incident types as defined by MDHHS, 

including non-suicide deaths, arrests, emergency medical treatment or hospitalization 

related to injury or medication error (with a distinct subcategory for injuries associated with 

physical management). These incidents are reviewed to assess contributing factors, 

appropriateness of response, and opportunities for system improvement. 

MDHHS requires all critical incidents, sentinel events, and unexpected deaths be reported 

via the Customer Relationship Management (“CRM”) platform. LRE utilizes the required field 

in the CRM platform to identify the provider and exact place where a critical incident occurs. 

LRE also incorporates programming to identify if a provider involved in a reportable event is a 

specialized residential provider. LRE analyzes this data with an eye towards protecting one 

of its most vulnerable populations, which is specialized residential consumers who partake 

in Long Term Supports and Services (“LTSS”). 

LRE’s CI/RE analyses include review of critical incidents that represent heightened risk, 

including: (1) actions taken by individuals receiving services that result in harm to 

themselves, (2) actions taken that result in harm to others, and (3) instances in which an 

individual has two or more unscheduled medical hospital admissions within a 12-month 

period (excluding planned procedures or admissions related to the natural course of a 

chronic or terminal condition). These events are analyzed to identify contributing factors, 

trends, and opportunities to reduce risk and strengthen supports. 

LRE collects, aggregates, and analyzes all critical incidents (CIs) and risk events (REs) on a 

quarterly basis. The CIRE Workgroup reviews, and investigates when necessary, all sentinel 

events, unexpected deaths, and immediately reportable events on a monthly basis. Through 

these analyses, LRE determines whether action is needed to remediate identified concerns, 

prevent recurrence, and ensure compliance with MDHHS reporting requirements. 

LRE reports these findings, outliers, and trends to QI ROAT, and, when necessary, to the 

Operations Advisory Council, on a quarterly basis via the LRE’s Critical Incidents Monitoring 

Report, Risk Event Monitoring Report, Sentinel Event/Unexpected Death Timeliness Report, 

and Mortality Report. LRE also reports Event Reporting and Notifications to its Governing 

Board annually. A CIRE Power BI data dashboard is maintained to support data review.  

Beginning Fiscal Year 2025, MDHHS revised the event reporting and notifications reporting 

requirements, which were expected to begin October 1, 2024. MDHHS submitted a request 

for, and was granted, a waiver from CMS that the compliance date for the revised reporting 

requirements be adjourned from October 1, 2024, to December 29, 2024. 

LRE has implemented MDHHS’ new reporting requirements for event reporting and 

notifications, which include critical incidents, risk events, sentinel events, and unexpected 

deaths. In addition, LRE convenes a workgroup with members from each Member CMHSP, 

resulting in a revised SE/Unexpected death reporting form and reporting process that aligns 

with MDHHS requirements. This workgroup will continue to meet quarterly to discuss issues 
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related to sentinel events. If MDHHS revises its event reporting and notification 

requirements, LRE will adjust accordingly. 

A. Critical Events:  

LRE captures data on critical incidents for mental health and SUD consumers.  

Critical events that  are required to be reviewed and reported include: suicide deaths, 

non-suicide deaths, arrests, emergency medical treatment or hospitalization due to 

injury or medication error, and serious challenging behaviors, 911 calls made by staff 

for assistance with a behavioral crisis, and physical management for required 

populations as defined by MDHHS., Subcategories reported for deaths include: 

accidental/unexpected (including suicide deaths), homicide deaths, deaths from an 

undiagnosed condition, accidental deaths, or deaths suspicious of abuse/neglect 

receiving specialty supports and services. Subcategories for emergency medical 

treatment and hospitalizations include those injuries from the use of physical 

management and/or falls.  

LRE requires each Member CMHSP to submit its Critical Incidents by the 15th of each 

month. LRE reports the following Critical Incidents to MDHHS within sixty (60) days after 

the end of the month (except for suicides, which are reportable within thirty (30) days), 

in which the incident occurred for individuals who, at the time of the incident, were 

actively receiving services. Each CMHSP must ensure that contracted residential 

treatment providers identify, document, and submit Critical Incident reports to the 

CMHSP in accordance with MDHHS and LRE reporting requirements, including:  

 

CRITICAL EVENTS REPORTING 

 

Service 

 

Suicide 

(01) 

 

Death 

(02) 

 

EMT 

(03) 

 

Hospital 

(04) 

 

Arrest 

(05) 

Death of 

Unknown 

Cause 

(06) 

PM 

without 

Injury 

Emergency 

Response 

Use of 

Restraint 

CLS ● ●    ●    

Support Coordination ● ●    ●    

Case Management ● ●    ●    

ACT ● ●    ●    

Homebased ● ●    ●    

Wraparound ● ●    ●    

Hab Waiver ● ● ● ● ● ●    

SED Waiver ● ● ● ● ● ●    

Child Waiver ● ● ● ● ● ●    

1915 iSPA ● ● ● ●  ●    

Any Other Service ● ●    ●    

Living Situation 

Specialized Residential ● ● ● ● ● ●    

Child Caring Institution ● ●    ●    

Crisis Stabilization Unit ● ●    ● ● ● ● 

 

Upon notification by MDHHS, LRE requires each Member CMHSP to remediate critical 
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incidents within 30 days of the reported date to CRM, or the date requested by MDHHS 

that are: 

1. Not reported in a timely manner, 

2. For emergency medical treatment or hospitalizations due to 

medication errors,  

3. For emergency medical treatment or hospitalizations due to a fall,  

4. For emergency medical treatment or hospitalizations as a result of 

the use of physical management, or 

5. Requested by MDDHS upon review of the critical incident.  

B. Risk Events 

LRE also captures data on events that put individuals at risk of harm. Risk Events 

required to be reviewed include the following: Harm to self, harm to others, physical 

management, police calls, and two or more unscheduled admissions to a medical 

hospital (not due to planned surgery or natural course of a chronic illness) within a 12-

month period.  

LRE requires each Member CMHSP to submit its Risk Event by the 15th of each month 

and  to report the following Risk Events to LRE within sixty (60) days after the end of the 

month in which the event occurred for individuals who, at the time of the event, were 

actively receiving services: 

 

RISK EVENT REPORTING 

Service 

Harm to 

Self 

(106) 

Harm to 

Others 

(107) 

Police 

Calls 

(108) 

Physical 

Management 

(109) 

Hospitalization 2+ 

within 12 months 

(110) 

Supports 

Coordination 

● ● ● ● ● 

Case Management ● ● ● ● ● 

ACT ● ● ● ● ● 

Home-Based ● ● ● ● ● 

CLS ● ● ● ● ● 

Wraparound ● ● ● ● ● 

Hab Waiver ● ● ● ● ● 

SED Waiver ● ● ● ● ● 

Child Waiver ● ● ● ● ● 

1915 iSPA ● ● ● ● ● 

 

 

 

 

 

LIVING SITUATION 
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 Specialized 

Residential 
● ● ● ● ● 

Child Caring 

Institution 

● ● ● ● ● 

Crisis Stabilization 

Unit 

● ● ● ● ● 

 

C. Sentinel Events And Unexpected Deaths 

LRE reports sentinel events and unexpected deaths consistent with MDHHS contract 

requirements. Sentinel Events include but are not limited to incidents that result in the 

following: Unexpected deaths, permanent harm, severe temporary harm and 

intervention required to sustain life. (The Joint Commission 2022).  

Member CMHSPs, per contract, must notify LRE within 24 hours of learning of an 

Unexpected Death or possible Sentinel Event. Member CMHSPs have three (3) business 

days after the occurrence of a Critical Incident to determine if it is a Sentinel Event. If 

the Critical Incident is classified as a Sentinel Event, the Member CMHSP then has two 

(2) subsequent business days to commence a Root Cause Analysis (“RCA”) of the 

event. LRE established that RCAs must be completed within 90 days. 

The LRE CIRE Workgroup, which may include LRE’s Medical Director, reviews all 

unexpected deaths of persons receiving specialty supports and services at the time of 

their death including medical examiner’s reports, death certificates, and RCAs 

inclusive of findings and remediation recommendations, if applicable. LRE validates 

remediation efforts during annual site visit reviews.  The LRE CIRE Workgroup also 

aggregates all mortality data into the LRE Mortality Report to identify possible trends 

related to all deaths and address any issues related to quality of care. 

D. SUD Sentinel Events 

In addition to reporting critical incidents and risk events that occur in SUD 24-hour 

Specialized Residential settings, LRE also reports and reviews all SUD Sentinel Events 

as follows: 

SUD SENTINEL EVENTS REPORTING 

Service 

Death of 

Unknown 

Cause  

(06)  

MAT 

Med 

Error 

(07) 

SUD 

Med 

Error 

(08) 

Serious 

Challenging 

Behaviors 

(09) 

Conviction 

Serious Illness 

Requiring 

Hospitalization 

Accident 

EMT or 

Hospital 

Alleged 

Cause of 

Abuse or 

Neglect 

SUD 24-Hr 
Specialized 
Residential 

● ● ● ● ● ● ● ● 

 

C. Immediately Reportable Events 

LRE reports all Immediately Reportable Events to Customer Relations Management 

(CRM) according to contract, as follows:  
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● Any death that occurs because of suspected staff member action or inaction, or 

any death that is the subject of a recipient rights, licensing, or police 

investigation, must be reported to MDHHS within 48 hours of either the death, 

the PIHPs receipt of notification of the death, or the PIHPs receipt of notification 

that a recipient rights, licensing, and/or police investigation has commenced.   

● Relocation of a consumer’s placement due to licensing suspension or 

revocation within five (5) business days of relocation. 

● An occurrence that requires the relocation of any PIHP or provider panel service 

site, governance, or administrative operation for more than 24 hours within five 

(5) business days of relocation. 

● The conviction of a PIHP or provider panel staff member(s) for any offense 

related to the performance of their job duties or responsibilities which results in 

exclusion from participation in federal reimbursement within five (5) business 

days of knowledge. 

● Any changes to the composition of the provider network organizations that 

negatively affect access to care within seven (7) days of any change. 

● Critical incidents which may be newsworthy or represent a community crisis .  

V. Clinical Quality Standards 

A. Utilization Management 

LRE ensures access to publicly funded behavioral health services in alignment with 

MDHHS contracts, the Medicaid Provider Manual, and Michigan Mental Health Code 

requirements. LRE, directly or through delegated functions to CMHSP Members, 

oversees the region’s Utilization Management (UM) system. Each CMHSP is 

accountable for delegated UM activities for the individuals they serve, whether through 

directly operated or contracted services, in keeping with LRE guidance. 

Delegated activities include initial approval or denial of requested services, screening 

and authorization for psychiatric inpatient and partial hospitalization services, and 

authorization of initial and ongoing community services. All service authorizations are 

based on medical necessity determinations that establish eligibility for the identified 

services. CMHSPs are also responsible for communication with individuals about UM 

decisions, including adverse benefit determination notices, rights to a second opinion, 

and grievance and appeals processes. 

UM is guided by LRE policy and an annual UM Plan. Through policy and monitoring, LRE 

ensures that: 

• Review decisions are supervised by qualified health professionals; 
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• Any denial or reduction of services is made by a licensed clinician with expertise 

in the beneficiary’s condition; 

• Reasons for treatment decisions are documented and accessible to the person 

served; 

• Consumers are informed of appeals processes and assistance through 

Customer Services; 

• Notification requirements are met in accordance with the Medicaid Managed 

Specialty Supports and Services contract with MDHHS. 

LRE uses mechanisms to identify and correct both under- and over-utilization, including 

prospective, concurrent, and retrospective reviews. Power BI dashboards support the 

review and analysis of utilization patterns. LRE also conducts utilization reviews of 

individual consumer records, provider practices, and system-level trends. When 

negative statistical outliers are identified, LRE analyzes contributing factors to 

determine potential causes, including clinical, operational, access, and 

documentation considerations. Findings and recommended actions are aggregated 

and reviewed through the UM ROAT and reported to the Quality Improvement Council 

(QIC), Clinical ROAT, IT ROAT, and other ROATs as appropriate to support system-level 

decision making and improvement interventions. 

LRE maintains a robust Inter-rater Reliability (IRR) process to ensure consistent 

decisions about medical necessity across the region. This includes using the most 

current static version of Milliman Care Guidelines (MCG) for all higher level of care 

decisions. Quarterly audit cycles of pre-admission screenings and continued stay 

reviews confirm that reviewers apply MCG criteria uniformly, sustaining high regional 

performance in inter-rater reliability. Service Authorization Denial (SAD) reports are 

monitored to identify timeline compliance gaps, while analysis of higher levels of care 

and readmission rates provides a comprehensive picture of utilization trends. Together, 

these efforts strengthen the integrity and consistency of UM decision-making across 

CMHSPs. 

The Integrated Health/Care Coordination program, required by MDHHS, brings together 

CMHSPs and Medicaid Health Plans (MHPs) in Region 3 to support individuals with both 

mental and physical health needs. LRE currently partners with Blue Care Connect, 

McLaren, Meridian, Molina, Priority Health, and United Health Care. CMHSPs and MHPs 

identify individuals who frequently use emergency services and collaborate to create 

care plans that improve quality of life and reduce barriers. Monthly meetings are held to 

review progress and update plans in Care Connect 360 (CC360). In FY26, LRE is 

finalizing its Core Service Menu Project, an innovative, state-leading initiative designed 

to enhance service utilization auditing and oversight. The project, targeted for launch in 

January 2026, will integrate LOCUS-based analytics and real-time dashboards to 

identify and review potential overutilization. Built around a collaborative, improvement-
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focused audit model, the system emphasizes supporting CMHSPs in strengthening care 

quality. Additionally,  LRE will continue quarterly audits of Pre-Admission Screenings 

and Continued Stay Reviews.  

B. Practice Guidelines   

LRE supports the use of Clinical Practice Guidelines (CPGs) to assist practitioners and 

members in making informed decisions about appropriate care for specific clinical 

circumstances. LRE endorses the CPGs adopted by the American Psychiatric 

Association, which were formally adopted in collaboration with Member CMHSPs 

through the Clinical ROAT and Utilization Management ROAT. The guidelines are 

disseminated through LRE’s website and newsletter. 

In addition to the established regional process for maintaining and disseminating 

Clinical Practice Guidelines (CPGs) across all service areas, LRE has strengthened its 

approach by using diagnostic data to identify and emphasize the most frequently 

occurring conditions in the region (e.g., Autism, SUD, PTSD, Depression). For these, LRE 

highlights relevant national guidelines—such as those from the American Psychiatric 

Association—within Clinical, UM, Autism, and SUD ROATs to ensure practical 

application and discussion. These efforts supplement the broader CPG process, which 

continues to encompass all service areas. Updated CPGs and links to national sources 

are posted on LRE’s website and distributed through the newsletter to ensure 

systemwide accessibility. 

Together with Member CMHSPs, LRE developed and approved an Inter-rater Reliability 

Process to ensure consistent application of the guidelines in utilization management, 

member education, service coverage, and related areas. Audit Summary results are 

reviewed by the LRE QIC, Clinical ROAT, and Utilization Management ROAT. 

LRE also monitors guideline adherence during Member CMHSP Site Reviews and, when 

non-compliance is identified, issues a Corrective Action Plan. 

C. Long Term Services and Supports 

Long-Term Services and Supports (LTSS) are services provided to beneficiaries of all 

ages with functional limitations or chronic illnesses. Their primary purpose is to help 

individuals live or work in the setting of their choice, such as their own home, a 

workplace, a provider-owned or controlled residence, a nursing facility, or another 

institutional setting (42 CFR 438.2). LTSS are provided to persons with disabilities who 

need additional support due to: (42 CFR §438.208(c)(1)(2)):  

● Advancing age; or  

• Physical, cognitive, developmental, or chronic health conditions; or  

• Other functional limitations that restrict their abilities to care for themselves; 

and  

• Receive care in home and community-based settings or facilities such as 
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nursing homes.  

LRE is committed to ensuring the quality and appropriateness of care for all 

beneficiaries. Because individuals receiving LTSS are among the region’s most 

vulnerable populations, additional analyses of their care are conducted using both 

quantitative and qualitative methods, including:  

● Satisfaction Surveys: The quality, appropriateness, availability, and accessibility 

of LTSS are assessed through adult and youth satisfaction surveys (MHSIP and 

YSS). In addition, the Customer Services ROAT conducts a separate analysis of 

LTSS populations to further support satisfaction data review. 

● Site Visits:  LRE evaluates the quality and appropriateness of care for individuals 

receiving LTSS through multiple methods integrated into CMHSP Site Reviews: 

− Sampling Methodology: Consumers are selected for clinical chart audits 

using a representative sampling approach across service types and 

populations. Nearly 70% of distinct consumers received LTSS under the 

1115 Pathway to Integration Waiver; accordingly, most sampled charts 

reflect LTSS participants. 

− Clinical Chart Audit Tool: Used during CMHSP Site Reviews to assess LTSS 

quality and appropriateness. The tool includes: 

▪ Person-Centered Planning (PCP): Evaluates care coordination and 

planning across settings. 

▪ Service Delivery: Compares delivered services to each individual’s 

treatment or service plan. 

The tool aligns fully with MDHHS PCP Guidelines and the Medicaid 

Provider Manual, ensuring consistency in assessing care quality for LTSS 

beneficiaries. 

− Screening Compliance: LRE ensures that all individuals, including those 

receiving LTSS, are screened with the appropriate MDHHS-prescribed tool 

at admission, annually, and whenever there is a significant change in 

presentation. In addition, LRE has developed Power BI dashboards to 

enhance visibility and oversight of LOCUS utilization. 

● Facility Reviews: LRE conducts annual Facility Reviews and HCBS Physical 

Assessments for all Specialized Residential (licensed and non-licensed), 

Autism, and other providers when appropriate or requested. These reviews 

include a comprehensive assessment of HCBS compliance within each setting. 

If a modification or restriction is identified, LRE conducts a full audit of all Region 

3 consumers’ Individual Plan of Service (IPOS) to ensure compliance with the 

HCBS Final Rule, MDHHS HCBS Monitoring Requirements Technical Advisory, 

and Person-Centered Planning (PCP) Policy.1 

 
1 HCBS_Monitoring_Compliance_Technical_Advisory.pdf, Updated March 31, 2024; Person-
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● Adverse Events Monitoring: LRE monitors adverse events for individuals 

receiving LTSS through Power BI dashboards, which can be filtered by 

specialized residential setting to allow focused review of this population. This 

functionality enables analysis of risk events, critical incidents, and sentinel 

events to identify trends, issues, or concerns that may warrant further 

exploration. Findings are reviewed by the QI ROAT annually as part of the Annual 

Effectiveness Review (AER). 

VI. Behavior Treatment Review 

To ensure compliance with MDHHS Technical Requirements and the PIHP contract, LRE has 

established a standardized process for the collection, review, and analysis of Behavior 

Treatment data. This process ensures that data from all Member CMHSPs is accurate, 

complete, and used to identify trends, address concerns, and guide quality improvement 

efforts. In addition, a Power BI dashboard is maintained for Physical Management related data 

to support data review and analysis. 

The following outlines the required steps for Member CMHSPs, the Behavior Treatment Plan 

Review Committee (BTPRC), and LRE staff. 

Process:  

Quarterly Data 

Collection and 

Submission 

• Each Member CMHSP collects, reviews, and analyzes Behavior 

Treatment data on a quarterly basis. 

• An attestation is submitted to LRE each quarter demonstrating 

compliance with the MDHHS Technical Requirement for Behavior 

Treatment Plans. 

Regional 

Review 

Committee 

• The Behavior Treatment Plan Review Committee (BTPRC), with 

representation from each Member CMHSP and LRE, convenes 

quarterly. 

• The BTPRC reviews and analyzes regional data, including: 

• 911 calls to law enforcement in an emergency 

• Use of physical management interventions 

• The committee verifies the accuracy and completeness of 

submitted data and identifies trends or areas of concern. 

Analysis of 

Intrusive or 

Restrictive 

Techniques 

• When intrusive or restrictive techniques have been approved, or 

when physical management or 911 calls have occurred, the BTPRC 

conducts additional quarterly analysis. 

• The purpose of this review is to identify trends and determine 

actions necessary to reduce the potential for future events. 

Physical • LRE prepares the Physical Management Episode Tracking Report on 

 
Centered_Planning_Practice_Guideline.pdf, Updated March 31, 2024. 
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Management 

Episode 

Tracking 

Report 

a quarterly basis. 

• The report is reviewed by both the BTPRC and the QI ROAT. 

• Data reviewed includes: 

o Number of interventions per individual 

o Duration of interventions 

 

LRE reviews Behavior Treatment data quarterly to assess trends in the use of physical 

management interventions, emergency law enforcement contacts, and instances where 

intrusive or restrictive techniques are approved. Through this ongoing review, the BTPRC and 

QI ROAT evaluate whether interventions are becoming more or less frequent, whether use 

varies across CMHSPs or settings, and whether previous corrective or preventive actions have 

led to improvements in practice. Progress toward reducing the frequency, duration, and 

intensity of physical management interventions and preventing crisis escalation is monitored 

over time. When increases, patterns, or outliers are identified, LRE works with Member 

CMHSPs to implement targeted improvement strategies and then monitors subsequent data 

to determine impact. This process supports the analysis of progress toward performance 

goals, improvements in care quality, and desired changes in service delivery practices across 

the region. 

LRE maintains compliance with the MDHHS Technical Requirement for Behavior Treatment 

Plans and the MDHHS–PIHP Contract by ensuring that all Member CMHSPs follow required 

reporting standards, Behavior Treatment Committee processes, and review procedures for 

intrusive or restrictive techniques, physical management, and related events. 

VII. Member Experience:  

A. Customer Satisfaction Assessment 

LRE requires its Member CMHSPs to deploy, at least annually, the Regional Customer 

Satisfaction Survey (“Survey”) in a way that is representative of the individuals served, 

including individuals receiving long-term supports and services (“LTSS”), such as 

consumers receiving case management, supports coordination, and other ongoing 

services. 

Survey results are reviewed through multiple regional structures, including the QIC, 

Customer Satisfaction ROAT, QI ROAT, Community Advisory Panel, Customer 

Satisfaction Workgroup, and the LRE Governing Board. LRE monitors CMHSP Survey 

deployment during CMHSP Site Reviews and issues corrective action plans when non-

compliance is identified. LRE also prepares an annual Regional Customer Satisfaction 

Report that is posted publicly, shared with the Governing Board, and reviewed by the 

Community Advisory Panel. 



Page 24 of 51 

 

Since Fiscal Year 2024, LRE has used a survey instrument that incorporates the Mental 

Health Statistics Improvement Program (“MHSIP”) Adult Consumer Experience of Care 

Survey and the Youth/Family Services Survey for Families (“YSS-F”), as required for 

CCBHC Demonstration Sites. To enable valid year-over-year trend analysis, LRE will 

maintain use of the MHSIP and YSS-F instruments in FY26. LRE will also document each 

CMHSP’s deployment method and conduct (1) a brief pre-launch technology check 

(e.g., links, QR codes, access permissions) and (2) a mid-cycle completeness check to 

prompt follow-up for late or missing submissions. Per policy, LRE will continue follow-

up outreach to any respondent who indicates dissatisfaction within four (4) business 

days and will require a CMHSP corrective action plan within 30 days for any survey 

domain scoring below 3.0. All CMHSPs maintain self-service access to Power BI 

dashboards to review and analyze their results. 

Analysis of Improvement Over Time  

LRE analyzes survey results year-over-year to identify trends in member experience and 

assess whether quality improvement activities are associated with positive change. 

Survey domain scores and qualitative themes are compared across fiscal years to 

determine areas of improvement, stability, or decline. When improvements are 

observed, LRE documents and shares effective practices across the region; when 

declines or concerns are identified, LRE works with Member CMHSPs to identify 

contributing factors and develop targeted improvement strategies. These analyses are 

reviewed by the Customer Satisfaction ROAT, QI ROAT, and Community Advisory Panel 

to ensure that member voice directly informs regional quality improvement priorities. 

LRE supplements Survey data with qualitative feedback. The Community Advisory 

Panel, which consists of consumer representatives from each Member CMHSP, 

reviews Survey findings and provides qualitative interpretation and recommendations 

to inform service improvements and system-level priorities. 

LRE also identifies and responds to sources of dissatisfaction through its Customer 

Services function. Customer Services staff review and respond to all complaints, 

concerns, and requests for assistance within four (4) business days, regardless of how 

concerns are received. LRE maintains an online feedback submission option on its 

public website, allowing individuals, families, and community members to report 

concerns at any time. Trends in complaints and service concerns are reviewed through 

the Customer Services ROAT and QI ROAT to determine whether systemic issues 

require follow-up or broader quality improvement action. 

B. Notices, Grievances, and Appeals Compliance 

LRE remains committed to ensuring that all Notices of Adverse Benefit Determination 

(NABDs), provider grievances, and appeals comply with MDHHS standards and policy. 
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Building on HSAG’s FY24 review and recommendations, LRE continues implementation 

of the FY25 PIP into FY26, focusing on NABD quality and compliance. 

LRE will continue NABD audits (sampled from the state report) and conduct annual 

grievance/appeals audits (sustained high performance), issuing Corrective Action 

Plans (CAPs) for any deficiency and validating remediation. 

To improve the clarity and accessibility of NABDs, LRE coordinates quarterly region-

wide training while each CMHSP provides individualized training as needed. The NABD 

Workgroup maintains supportive resources (guidance for NABD development, 

crosswalk tools, legal citation references, and terminology guidance for grade-level 

readability). LRE is collaborating with PCE Systems to incorporate an on-screen reading 

grade-level aid within NABD templates. In FY26, LRE will also add one new audit metric 

item (as identified by the workgroup) to tighten plain-language content and required 

elements; the standard CAP trigger of “any miss” remains in place. 

The LRE conducts NABD audits at the CMHSP level, using samples from the state 

report. Corrective Action Plans (CAPs) are issued for any noncompliance, with a target 

of 100% compliance on the following standards: 

• Notices must be professional, grammatically correct, and error-free 

• Notices must be person-centered 

• Acronyms must be spelled out on first use 

• NABDs must meet a 6.9 grade-level readability standard 

• Documentation of guardianship must be included with the appeal packet when 

applicable 

LRE also monitors provider grievance and appeals processes through an annual 

CMHSP audit. These audits ensure compliance with federal and state regulations. CAPs 

are issued when deficiencies are identified, and remediation is monitored and validated 

to ensure compliance is achieved and sustained. 

VIII. Oversight Of Provider Network 

A. Provider Qualifications:  

Credentialing and Recredentialing 

LRE ensures that services are delivered by qualified providers who are properly 

credentialed in accordance with LRE Policy #4.4: Credentialing and Recredentialing to 

ensure compliance with 42 CFR 438.214 and the LRE/MDHHS Master Agreement.  

Organizations must complete a credentialing application and provide required 

documentation including state licenses, insurance certificates, accreditation 

certificates, and disclosure of ownership and controlling interest statements, as 

applicable. LRE also performs OIG, SAM, and MDHHS checks to ensure organizations 
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are not excluded from doing business with LRE or its Member CMHSPs. Since January 

2025, organizational credentialing has been completed within the online MDHHS 

Universal Credentialing system. 

For individual practitioners, LRE manages and monitors credentialing and 

recredentialing. Credentialing for CMHSP-employed or contracted staff is delegated to 

Member CMHSPs, with oversight provided in two ways: 

1) Reporting: Each CMHSP submits quarterly credentialing/recredentialing data, 

which LRE aggregates, validates, and submits to MDHHS. LRE staff present data 

analysis quarterly to the QIC. 

2) Auditing: During Site Reviews, LRE audits a sample of credentialed staff to 

confirm compliance. If gaps are identified, LRE assigns a corrective action plan 

and reports findings to the Executive Team, CMHSP leadership, QI ROAT, and 

other ROATs as appropriate. The annual Site Reviews also provide an opportunity 

to have discussions with and interact with the CMHSP staff who do the actual 

credentialing. These discussions also open the door for instruction and 

correction for any items that have been identified in regulatory audits as well. 

Since FY2024, LRE has incorporated quality measures into recredentialing through 

regular sharing of information at LRE Credentialing Committee Meetings regarding 

grievances and appeals, survey results, performance indicator compliance, site review 

findings, and trends in critical or sentinel events. This ensures that the committee is 

aware of any provider-related issues identified through these processes and can 

consider them as part of organizational recredentialing reviews. In FY2025, LRE revised 

the Credentialing Committee Charter to ensure compliance with regulations regarding 

conflict of interest.  

LRE and its Member CMHSPs have fully implemented MDHHS’s Universal Credentialing 

Module in the CRM as of March 2025, with training provided in December 2024. 

To reduce administrative burden and improve data consistency across CMHSPs, LRE is 

exploring opportunities to streamline provider data and credentialing processes. 

Variations in how provider information, insurance documentation, and credentialing 

data are managed create challenges for regional reporting and oversight. During 

FY2026, LRE will assess options for greater standardization and shared data processes 

to improve accuracy and efficiency while maintaining local flexibility. 

FY2026 Credentialing and Recredentialing Improvement Plan 

In FY2025, HSAG’s Compliance Review identified opportunities for improvement under 

42 CFR 438.214 (“Provider Selection”) related to documentation of primary source 

verification and the consistency of credentialing processes among Member CMHSPs. 

Accordingly, for FY2026, LRE has implemented a Credentialing Improvement Plan 
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focused on providing targeted technical-assistance sessions and refresher training for 

CMHSP credentialing staff based on FY2025 audit findings. 

These actions are intended to resolve the HSAG corrective action findings, improve 

consistency in credentialing documentation, and strengthen LRE’s oversight of 

delegated functions through data-driven monitoring and standardized validation 

processes. 

Staff Training and Development 

LRE and its Member CMHSPs ensure that consumers are served by staff with the 

training, competencies, and qualifications required by contract, policy, and regulation. 

While materials and processes are developed regionally to ensure compliance, 

Member CMHSPs establish local procedures to implement them. 

Each CMHSP is responsible for monitoring staff training needs and providing in-service 

training, continuing education, and professional development. LRE maintains a regional 

Training Workgroup which assists in developing standards to support reciprocity and 

efficiency across the region. 

In FY2025, the LRE Provider Network ROAT completed a comprehensive review and 

revision of the Regional Provider Common Contract Boilerplate, resulting in substantial 

updates to Exhibit A – Training Requirements. The updated Exhibit aligns regional staff 

training standards with current state and federal requirements, integrates cross-

references to MDHHS contract provisions and Administrative Rules, and provides 

greater clarity on timelines, applicability, and methods of compliance for all provider 

types. 

CMHSP and Substance Use Disorder (SUD) Site Reviews confirm compliance with 

(where applicable): 

1) Educational background 

2) Relevant work experience  

3) Required certifications, registrations, and licenses 

4) Criminal background, conviction, and SOR checks 

5) Sanctions checks 

6) Population-specific qualifications 

7) Completion of general and specialized trainings 

8) Orientation and training of new personnel on responsibilities, program policies, 

and staff development activities 

B. Provider Monitoring and Follow-Up 

LRE maintains oversight of its provider network through annual CMHSP Site Reviews 

and ongoing monitoring activities to ensure compliance with federal, state, and regional 

requirements. Reviews use a systematic and comprehensive process to monitor, 
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benchmark, and improve the quality of mental health and substance use disorder 

services. 

Reviews assess CMHSPs’ and external providers’ compliance with: 

• Federal regulations, state requirements, and regional policies 

• Contractual obligations 

• Delegated managed care functions 

• Clinical documentation standards 

Through this process, LRE is able to: 

• Establish clinical and non-clinical priorities for improvement 

• Analyze service delivery and quality of care using audit tools 

• Develop performance goals and compare results to past performance 

• Provide feedback through exit conferences and written reports 

• Conduct targeted monitoring of vulnerable populations as defined by MDHHS 

• Require corrective action plans (CAPs) for deficiencies 

• Monitor remediation of CAPs 

• Identify systemic or regional issues and implement improvement plans 

MDHHS Waiver Site Reviews: LRE also participates in site reviews conducted by 

MDHHS. When findings are issued, LRE distributes the CAP report to all relevant 

stakeholders. Each Member CMHSP is responsible for drafting CAPs to address 

citations. LRE ensures corrective actions are implemented and may consult 

Workgroups or ROATs to address systemic concerns identified by MDHHS reviewers. 

External Quality Reviews (EQRs): Under the Balanced Budget Act of 1997, LRE 

participates in External Quality Reviews conducted by the Health Services Advisory 

Group (HSAG). EQRs evaluate the quality, timeliness, and access to care and provide 

MDHHS and LRE with information to: 

• Assess service quality, timeliness, and access 

• Identify and monitor system-level quality improvement interventions 

• Evaluate one of LRE’s two performance improvement projects 

• Plan activities to sustain and enhance performance 

Facility Reviews: LRE conducts annual Facility Reviews of all contracted external 

providers in its catchment area. These reviews ensure compliance with: 

• General health and safety standards 

• Emergency procedures 

• Medication management 

• Resident funds management 

• Policies and procedures 

• HCBS Final Rule requirements 

• Review for ADA accommodations 
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Miscellaneous Site Reviews: LRE also conducts annual Site Reviews for: 

• Crisis residential providers 

• Inpatient providers 

• SUD treatment providers 

 

LRE site review with Member CMHSPs also includes oversight of Fiscal Intermediaries 

and agencies serving the Self-Determined population to ensure compliance with all 

relevant requirements.  

 

For all reviews, LRE collaborates with providers to develop CAPs for non-compliant 

findings and assists with remediation. Aggregate review data is used to identify provider 

training needs and tools to improve service quality and delivery. 

 

Oversight and Compliance Monitoring 

The LRE Compliance Officer and Provider Network Manager share responsibility for 

ensuring contract compliance and issuing formal notices of noncompliance when 

deficiencies are identified. In addition to the annual Site Review process, LRE monitors 

ongoing provider compliance throughout the year. When a compliance issue is 

identified outside of the annual Site Review, the Provider Network Manager, working in 

coordination with the Compliance Officer and other subject matter experts, issues a 

formal notice of contract noncompliance and requests a root cause analysis and 

corrective action plan. 

LRE then monitors the implementation and completion of corrective actions to ensure 

sustained compliance. This process is governed by LRE Policy and Procedure #4.9: 

Corrective Action Plan and #4.9a: Corrective Action Plan Procedure, which establishes 

standards for identifying, documenting, and resolving provider noncompliance, 

including defined timelines, documentation requirements, and escalation procedures. 

C. Provider Network Adequacy 

LRE evaluates the adequacy and accessibility of its provider network in accordance with 

42 CFR 438.68, 438.207, and the MDHHS Network Adequacy Standards for Medicaid 

Specialty Behavioral Health Services. These standards define requirements for 

provider-to-enrollee ratios, time and distance benchmarks, service capacity, and 

timeliness of care across both behavioral health and substance use disorder (SUD) 

services. 

Annual Provider Network Adequacy Reporting (PNAR) 

LRE submits the MDHHS Provider Network Adequacy Report (PNAR) template annually, 

as required under the PIHP–MDHHS Master Contract (Schedule E). Historically, PIHPs 

entered their own network data and calculated adequacy outcomes directly within the 

PNAR template. 
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Beginning in FY 2025, MDHHS implemented a major procedural change: PIHPs now 

submit network data, and MDHHS performs the adequacy calculations and returns the 

results to each region. While this change aims to improve statewide consistency, it has 

introduced new challenges for validation and accountability. 

The state-calculated PNAR outcomes have, in several instances, reflected 

methodological and data alignment issues that produce results inconsistent with LRE’s 

internal data calculations. These discrepancies include: 

• Population denominator errors, where children are included in adult-only 

service calculations such as Opioid Treatment Programs (OTPs), artificially 

inflating ratios and understating adequacy. 

• Service aggregation errors, where adult and pediatric populations are combined 

for Crisis Residential Services, obscuring true regional capacity. 

• Statistical reliability concerns related to timeliness metrics, where small 

denominator counts yield distorted percentages. 

Because MDHHS controls the calculation process under this new model, LRE must rely 

on state-produced results that it has, in several cases, formally contested due to these 

methodological flaws. 

Network Adequacy Plan 

In addition to the PNAR, MDHHS requires PIHPs to maintain a Network Adequacy Plan 

that outlines strategies, timelines, and corrective actions for addressing network gaps 

or deficiencies. This plan is submitted to MDHHS only upon request, rather than on an 

annual basis. 

Completion of the Network Adequacy Plan has proven challenging in recent fiscal years 

as LRE resources have been directed toward meeting the expanded PNAR data and 

reporting requirements and validating MDHHS-calculated results. The frequent 

methodological revisions made by MDHHS in FY2024 and FY2025, including updates to 

population definitions, service mapping, and template structures, have required LRE to 

rebuild its analytic tools annually, diverting staff effort from long-term planning toward 

compliance with shifting state specifications. 

Current Network Status and Improvement Efforts 

Despite these challenges, LRE continues to demonstrate strong network capacity in key 

service areas. FY2024 results indicated high adequacy in inpatient psychiatric (99 %) 

and Assertive Community Treatment (ACT) programs, while identifying ongoing 

statewide and regional shortages in pediatric crisis residential capacity. The region 

anticipates improvement in FY2026 adequacy measures for inpatient psychiatric 

treatment with the addition of Southridge Behavioral Hospital (96 adult/geriatric beds) 
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and the 12-bed pediatric medical-psychiatric unit at Corewell Health Helen DeVos 

Children’s Hospital. 

To strengthen reliability and compliance, LRE is implementing several corrective and 

improvement strategies: 

• Methodology Advocacy: Continued communication with MDHHS to resolve 

denominator and service alignment issues and to ensure that future calculations 

reflect accurate service populations. 

• Network Adequacy Plan Development: Establishing a living Network Adequacy 

Plan framework that can be updated as validated data become available, 

ensuring readiness for MDHHS submission upon request. 

• Integrated Monitoring Tools: Development of a regional network adequacy 

dashboard linking provider directory, credentialing, and encounter data to 

enable continuous oversight between reporting cycles. 

LRE will continue to collaborate with MDHHS and regional partners to refine the PNAR 

process, advocate for methodological accuracy, and ensure that reported adequacy 

results accurately reflect the true capacity and accessibility of behavioral health 

services throughout the region. 

D. Medicaid Services Verification 

As required by MDHHS for all PIHPs, LRE submits an annual report, due December 31, 

covering the claims/encounters verification process for the prior fiscal year.  The report 

describes the PIHP’s Medicaid Services Verification methodology and summarizes the 

audit results, which  contain the following required elements: 

1. Population of providers, 

2. Number of providers tested, 

3. Number of providers put on corrective action plans, 

4. Number of providers on corrective action for repeat/continuing issues, 

5. Number of providers taken off corrective action plans, 

6. Population of claims/encounters tested (units & dollar value), 

7. Claims/Encounters tested (units & value), and 

8. Invalid claims/encounters identified (units & dollar value). 

LRE follows its written policy and procedure for monitoring and evaluating the 

claims/encounters submitted by its Member CMHSPs ensuring compliance with 

federal and state regulations as well as the MDHHS Medicaid Verification Process 
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technical requirements.4F

2 

LRE’s policy and procedure consider conflicts of interest, validation of 

claims/encounters data, sampling methodology, audit criteria, review and reporting 

standards, recoupment procedures, corrective action plan procedures, and 

documentation standards, as required by the MDHHS Medicaid Verification Process 

technical requirements. 

LRE conducts its Medicaid Services Verification audits quarterly across all service 

types. 

LRE’s dedicated staff conducts all Medicaid Services Verification audits to verify that 

adjudicated claims for services rendered are sufficiently supported by clinical 

documentation. 

LRE’s workplan for Oversight of Provider Network can be found here.   

 
2 Behavioral Health and Developmental Disabilities Administration, Medicaid Services Verification, Updated 

July 29, 2020. 
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IX. Acronyms 

BBA – Balanced Budget Act 

BHCS - Behavioral Health Core Set 

BTC – Behavior Treatment Committee  

BTP – Behavior Treatment Plan 

CAP – Corrective Action Plan 

CEO – Chief Executive Officer 

CIRE – Critical Incidents & Risk Events  

CMHSP – Community Mental Health Service Program 

CMS – Centers for Medicare and Medicaid Services  

COO – Chief Operations Officer 

CPG – Clinical Practice Guideline 

CRM – Customer Relationship Management 

CS – Customer Satisfaction 

EQR – External Quality Review / External Quality Review Organization 

FUH - Follow up to Hospitalization 

HSAG – Health Services Advisory Group  

HCBS – Home and Community-Based Services 

HIPAA – Health Insurance Portability and Accountability Act  

HMP – Healthy Michigan Plan 

ICO – Integrated Care Organization 

I/DD – Intellectual/Developmental Disability  

IPOS – Individual Plan of Service 

KPI – Key Performance Indicator 

LOCUS – Level of Care Utilization System  

LTSS – Long-Term Services and Supports  

LRE – Lakeshore Regional Entity 

MDHHS – Michigan Department of Health and Human Services  

MHP – Medicaid Health Plan  

MI – Mental Illness 

MHSIP – Mental Health Statistics Improvement Program Adult Consumer Experience of Care 

Survey  

MMBPIS – Michigan Mission Based Performance Indicator System 

PCP – Person-Centered Planning  

PIHP – Prepaid Inpatient Health Plan 

PIP – Performance Improvement Project 

QAPIP – Quality Assessment and Performance Improvement Plan  

QIC – Quality Improvement Council 

QI – Quality Improvement 

ROAT – Regional Operations Advisory Team Survey  

CSS– Customer Satisfaction Survey 

UM – Utilization Management 

YSS-F – Youth/Family Services Survey for Families Experience of Care Survey
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Attachment A: LRE QAPIP Workplan FY26 

Performance Measurement 

Goal Activities Measurement of 

Successes  

Start/Frequency/Due 

Dates 

Responsible 

Organizational Structure and Leadership 

Comply with 

MDHHS and 

Board 

requirements 

for Quality 

Improvement 

related 

activities.  

Complete and 

submit a Board 

approved QAPIP 

Plan, Evaluation 

and Workplan  

− Collaborate with Member CMHSPs, ROAT teams, 

and committees to complete an annual 

effectiveness review with recommendations to be 

incorporated into the QAPIP Evaluation. 

− Collaborate with workgroups/ROATs to develop 

regional QAPIP workplan.  

− Review/revise QAPIP Plan to include new 

regulations. 

− Submit to MDHHS via FTP site.  

Board of Director 

Meeting Minutes  

 

Confirmation of 

submission to FTP  

2/28/2025 Lead Staff: COO 

Lead ROAT: QI 

Provide and/or 

make available to 

consumers & 

stakeholders, 

including providers 

& general public, 

the QAPIP Report, 

QAPIP Plan and 

other quality 

reports.  

Distribute the completed Board approved QAPIP 

Effectiveness Review (Report) and QAPIP Plan to Member 

CMHSPs, provider network, workgroups and ROAT 

teams, and general public through email, website posts, 

distribution at LRE meetings, and upon request. 

Proof  Ongoing Lead Staff: COO 

Lead ROAT: QI 

Goal 
Activities 

Measurement of 

Successes  

Start/Frequency/Due 

Dates 

Responsible 

Performance Indicators (MMBPIS and CMS BHCS)   

Achieve 

MMPBIS 62% 

Standards for 

Indicator 2a  
 

LRE will meet and 

maintain the 

performance 

standards as set by 

the MDHHS/PIHP 

Contract for 

Indications 2a (a-d) 

(biopsychosocial 

assessment w/in 

14 days request for 

non-emergent) 

Implement and monitor Plans of Correction (POCs) for 

any CMHSP not meeting the 62% MDHHS standard for 

Indicators 2a for all subpopulations (a-d). 

 

QI ROAT will review MMBPIS Indicator 2a data quarterly 

to track compliance, identify trends, and coordinate 

communication with Clinical and Utilization 

Management ROATs as needed. 

 

The MMBPIS Workgroup will review data quarterly prior to 

submission, assess barriers to performance, support 

Decrease % of 2a 

out of 

compliance/excepti

ons for following 

codes: Client No 

Show, System 

Issue, and 

Documentation 

Issue  

 

Proof of Plans of 

Ongoing; Quarterly 

 

Lead ROAT: QI  

 

Lead Staff: Deb 

Fiedler 

 

Data reviewed and 

monitored by:  

− MMBPIS 

Workgroup 

− Clinical 
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local improvement efforts, and develop or refine regional 

strategies. Effectiveness of interventions will be 

monitored and reported through QI ROAT. 

Correction for each 

instance of CMHSPs 

not meeting 

compliance 

standards.   

Baselines 

established 

and 

documented 

for CMS BHCS 

Year 1 and 

Year 2 

measures. 

 

Implement and 

monitor CMS 

BHCS Year 1 and 

Year 2 measures in 

alignment with 

MDHHS guidance. 

QI ROAT will review data for all Year 1 and Year 2 

measures, establish baseline performance levels, 

identify priorities for improvement, and collaborate with 

Clinical, Utilization Management, and IT ROATs to 

address barriers and monitor the effectiveness of 

interventions. 

Quarterly reports 

reflect ongoing 

review, identified 

barriers, and 

improvement 

actions 

March 2026 

 

 

Quarterly 

Lead ROAT: QI  

Lead Staff: Deb 

Fiedler 

Review & Monitor:  

− Clinical ROAT 

(ADD, APM, APP, 

SAA)  

− UM ROAT (FUH, 

FUM) 

− SUD ROAT (IET, 

FUH SUD, OUD) 

Enhance data 

visualization and 

reporting 

capabilities to 

support ongoing 

BHCS monitoring. 

IT ROAT to develop and maintain Power BI dashboards 

for Year 1 and Year 2 BHCS measures, including:  

− Workgroup to clarify technical specifications for 

HEDIS measures and dashboard design 

- Add HPCMI data measure to CC360 KPI dashboards 

(all other Year 1 & 2 measures already included). 

- Enhance ZTS HEDIS dashboard for more up-to-date 

reporting of CMS Core measures. 

- Work with CMHSPs to automate data feeds and 

reduce manual processes for FUH30 data to 

improve data accuracy and refresh timeliness 

New dashboards 

operational and 

accessible to 

CMHSPs;  

documented use in 

QI ROAT and QIC 

meetings. 

Quarterly Lead ROAT: IT 

Lead Staff: Jordan  

 

Goal 
Activities 

Measurement of 

Successes  

Start/Frequency/Due 

Dates 

Responsible 

Performance Improvement Projects 

PIP 1: By the 

end of CY 

2026, LRE will 

eliminate the 

statistically 

significant 

disparity in 

FUH 30 follow-

up rates 

between 

AA/Black & 

Coordinate 

regional 

improvement 

planning 

− QI ROAT will coordinate with Clinical and UM ROAT 

groups to explore root causes to inform 

improvement and monitoring. If new PIP is required, 

QI will develop PIP and coordinate with other ROAT 

groups as necessary to inform root cause analysis, 

local improvement efforts, develop regional 

improvement strategies, and monitor effectiveness 

of interventions.   

− Explore convening and expansion of the PIP 

workgroup for additional coordinated discussion 

with CMHSP representatives as necessary.  

Completed PIP 

Report submitted in 

July 2026. 

Proof of monitoring 

though QI ROAT 

minutes. 

 

July 2026 

 

Quarterly 

 

Annually in July for 

previous calendar 

year. 

Lead ROAT: QI  

Lead Staff: Kori 

Bissot, KWB 

Strategies 

Monitored by:  

− Clinical ROAT 

− UM ROAT 

− PIP Workgroup 
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white 

individuals 

(age 6+), while 

maintaining 

the white 

populations 

2021 baseline 

− LRE will work with the five CMHSP’s and MHP’s 

within Region 3 to implement agreed upon 

interventions. 

PIP 2: By the 

end of CY 

2026, the LRE 

will achieve a 

statistically 

significant 

increase in 

FUH 30 follow 

up rates for 

individuals 

(age 6+), 

compared to 

the 2021 

baseline. 

Coordinate 

regional 

improvement 

planning 

− QI ROAT will coordinate with Clinical and UM ROAT 

groups to explore root causes to inform 

improvement and monitoring. If new PIP is required, 

QI will develop PIP and coordinate with other ROAT 

groups as necessary to inform root cause analysis, 

local improvement efforts, develop regional 

improvement strategies, and monitor effectiveness 

of interventions.   

− Explore convening and expansion of PIP workgroup 

for additional coordinated discussion with CMHSP 

representatives as necessary.  

− LRE will work with the five CMHSP’s and MHP’s 

within Region 3 to implement agreed upon 

interventions. 

Completed PIP 

Report submitted 

Proof of monitoring 

though QI ROAT 

minutes. 

 

 Feb 2027 

 

Quarterly 

 

Annually in July for 

previous calendar 

year. 

Lead ROAT: QI  

Lead LRE Staff: Kori 

Bissot, KWB 

Strategies 

Monitored By:  

− Clinical ROAT 

− UM ROAT 

− PIP Workgroup 

Event Reporting & Notifications 

Goal Activities Measurement of 

Successes  

Start/Frequency/ Due 

Dates 

Responsible 

Event Reporting  

100% of 

critical 

incidents, risk 

events, 

sentinel 

events, 

unexpected 

deaths, SUD 

sentinel 

events, and 

immediately 

reportable 

events will be 

reported, 

reviewed, and 

Event Data 

Collection, 

Analysis, and 

Reporting 

Collect, aggregate, and analyze all event data (critical 

incidents, risk events, sentinel events, unexpected 

deaths, IREs) 

Timely submission 

and accurate 

reporting in CRM; 

Quarterly analysis 

completed 

Monthly / Quarterly  Lead ROAT: QI  

Led Staff: Deb 

Fiedler and Sandy 

Stanko 

Aggregate data 

reviewed and 

monitored by:  

− Operations 

Advisory 

Council 

− Sentinel Events 

Workgroup 

− UM ROAT 

− Clinical ROAT 

Submit required event reports (Critical Incidents, Risk 

Events, Mortality, etc.) to MDHHS per contractual 

timelines 

Reports submitted 

within required 

timeframes 

Monthly / Quarterly 

Provide findings and trend reports to QI ROAT and 

Operations Advisory Council to determine what action 

needs to be taken to remediate the problem or situation 

and to prevent the occurrence of additional events and 

incidents.  

Reports and 

meeting minutes 

documenting review 

Quarterly / Annually 

Continuous 

Improvement and 

Implement event-reporting enhancements: publish a 

Sentinel/Critical/IRE dashboard; revise reporting forms; 

Power BI dashboard 

update finished 

Ongoing 
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remediated in 

compliance 

with MDHHS 

and 

contractual 

requirements. 

System 

Enhancement 

issue clear completion instructions; and run a submitter 

workgroup to validate usability and address issues. 

 

Review sentinel events, unexpected deaths, and SUD 

sentinel events through the CIRE Workgroup; validate 

remediation 

RCA completion 

and verified 

corrective actions 

Monthly 

Implement MDHHS revised event reporting requirements 

and provide training and technical support to CMHSPs 

Successful 

adoption and 

compliance with 

new reporting 

process 

As needed / FY2025–

FY2026 transition 

period 

Clinical Quality Standards 

Goal Activities Measurement of 

Successes  

Start/Frequency/Due 

Dates 

Responsible 

Utilization Management  

Decrease the 

number of 

corrective 

action plans 

from prior 

fiscal year for  

Member 

CMHSPs 

during site 

reviews related 

to UM 

compliance.   

Ensure appropriate 

utilization of higher 

levels of care 

(HLOC), inpatient, 

and crisis 

residential services 

through consistent 

UM auditing and 

analysis. 

Conduct quarterly UM audits to monitor over- and under-

utilization. 

Conduct quarterly 

UM audits to 

monitor over- and 

under-utilization. 

Quarterly  Lead ROAT: UM 

Lead Staff: Tom 

Rocheleau 

 

Monitored by: 

- UM ROAT 

- QI ROAT 

- Clinical ROAT 

 

Use UM audit data and Power BI dashboards to identify 

trends and opportunities for improved authorization and 

utilization practices. 

Use UM audit data 

and Power BI 

dashboards to 

identify trends and 

opportunities for 

improved 

authorization and 

utilization practices. 

Quarterly 

Share findings and recommendations with UM ROAT, 

QIC, and Clinical ROAT for action planning. 

Share findings and 

recommendations 

with UM ROAT, QIC, 

and Clinical ROAT 

for action planning. 

Quarterly 

Strengthen 

utilization 

management 

through enhanced 

data analytics and 

real-time 

monitoring. 

Finalize and launch the LOCUS-based Core Service 

Menu system with integrated dashboards and validated 

LIDS audit tool to enable real-time identification and 

review of potential overutilization across CMHSPs that 

provides enhanced insight. 

LOCUS-based Core 

Service Menu 

system operational 

by January 2026.  

January 2026 
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Goal Activities Measurement of 

Successes  

Start/Frequency/Due 

Dates 

Responsible 

Practice Guidelines  

Comply with 

100% of CPG 

requirements 

as evidenced 

by HSAG 

compliance 

review.  

 

Regional Review 

and Endorsement 

of Clinical Practice 

Guidelines 

Review and discuss Clinical Practice Guidelines 

(CPGs) in collaboration with Member CMHSPs 

through the Clinical ROAT and UM ROAT, biannually 

at a minimum as required by HSAG. 

Endorse and adopt new clinical practice guidelines 

when appropriate.  

Documentation of 

adoption in ROAT 

meeting minutes; 

updated list of 

endorsed guidelines 

Biannually (when new 

or updated guidelines 

are released) 

Lead Staff: Dr. 

Scott Monteith 

 

Review by:  

− UM ROAT 

− Clinical ROAT 

− Provider 

Network ROAT  

 

Disseminate CPGs via LRE’s website and newsletter 

at least annually 

Evidence of postings 

on website; newsletter 

distribution logs 

Ongoing / Annually 

(minimum) 

Implementation, 

Reliability, and 

Monitoring of CPG 

Application 

Implement and maintain the Inter-Rater Reliability 

Process to ensure consistent application of CPGs 

Completed Inter-Rater 

Reliability reviews; 

update process as 

needed 

Ongoing; reviewed 

annually 

Review Audit Summary results with QIC, Clinical 

ROAT, and UM ROAT 

Meeting minutes 

documenting review; 

tracking follow-up 

actions 

Quarterly 

Monitor adherence to CPGs during CMHSP Site 

Reviews 

Site Review reports 

noting adherence or 

non-compliance 

findings 

Annually 

Issue and track Corrective Action Plans (CAPs) when 

non-compliance with CPGs is identified 

CAPs issued and 

tracked thru 

remediation; validation 

of compliance closure 

As needed (upon 

identification of non-

compliance) 

Goal Activities Measurement of 

Success 

Start/Frequency/Due 

Dates 

Responsible 

Long Term Services and Supports  

Increase % of 

clients 

receiving LTSS 

services 

surveyed who 

report 

satisfaction, 

compared to 

Conduct targeted 

analysis of Long-

Term Supports and 

Services (LTSS) 

quality and 

compliance 

through multiple 

mechanisms, 

Conduct separate Customer Services ROAT analysis 

and review of satisfaction surveys results for the LTSS 

population using MHSIP and YSS measures  

Meeting minutes and 

analysis reports 

reflecting LTSS-specific 

review 

Annually Lead Staff: 

Stephanie VDK  

 

Lead ROAT: UM 

 

Monitored By: 

1. UM ROAT 

2. Clinical ROAT 

Apply sampling methodology during CMHSP Site 

Reviews and use the Clinical Chart Audit Tool to 

evaluate Person-Centered Planning (PCP) and Service 

Delivery for LTSS consumers 

Documented sampling 

process; audit reports 

showing representative 

coverage 

Annually (per Site 

Review cycle) 
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prior fiscal 

year.  

 

 

including: Ensure appropriate assessments are completed at 

admission, annually, and upon significant change 

Power BI dashboards 

showing assessment 

completion rates; 

CMHSP compliance 

monitoring 

Ongoing 3. QI ROAT 

Monitor provider 

compliance with 

HCBS Final Rule 

and health/safety 

requirements by: 

Conduct Facility Reviews and HCBS Physical 

Assessments across residential, autism, supported 

employment, and skill building providers 

Completed review 

tools; reports of HCBS 

compliance 

Annually 

Audit IPOSs when modifications or restrictions are 

identified to confirm HCBS Final Rule and MDHHS 

compliance 

Documentation of IPOS 

audits; corrective 

actions tracked and 

resolved 

As needed 

Enhance the Power BI dashboard to include 

longitudinal tracking of audit performance for 

residential facility site reviews 

Dashboard 

enhancement 

complete 

As needed Lead ROAT: IT 

Lead Staff: Jordan 

Monitor risk, 

critical, and 

sentinel events 

specific to 

individuals 

receiving LTSS to 

identify potential 

system-level 

concerns. 

Annual QI ROAT review of risk events, critical events 

and sentinel event data specific to LTSS by QI ROAT to 

identify any areas of concern; if identified increase to 

quarterly review until resolved.  

Meeting minutes and 

analysis reports 

reflecting LTSS-specific 

review 

Annually Lead Staff: 

Stephanie VDK 

Lead ROAT: QI 

Goal Activities Measurement of 

Successes  

Start/Frequency/Due 

Dates 

Responsible 

Behavior Treatment Plan Review  

95%+ 

compliance 

with the 

Behavioral 

Treatment 

Standards for 

all IPOS 

reviewed 

during the 

reporting 

period. 

Monitor to ensure 

only techniques 

permitted by the 

Technical 

Requirement for 

Behavior 

Treatment Plans 

and have been 

approved during 

person-centered 

planning by the 

member or their 

guardian will be 

LRE QI staff will ensure CMHSP’s submit physical 

management data for every instance of physical 

management used in an emergency behavioral health 

crisis to the LRE, that includes the number of 

interventions used and length of time for each 

intervention per individual. Monitored during site 

visits.   

All CMHSPs submit 

complete data sets; 

data verified during Site 

Reviews. 

Quarterly / During Site 

Reviews 

Lead ROAT: QI 

ROAT  

Lead Staff:  

Lynne Doyle 

Monitored by:  

− Behavior 

Treatment 

Committee 

(BTC) 

− Clinical ROAT 

LRE QI staff will compile and analyze aggregate 

physical management data quarterly to identify 

trends, issues, and opportunities for improvement 

where: 

− intrusive or restrictive techniques have been 

approved for use with members and   

Quarterly analysis 

completed; trends and 

improvement actions 

documented. 

Quarterly 
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used with 

members.  

 

− where physical management or 911 calls to law 

enforcement have been used in an emergency 

behavioral crisis.  

− Maintain Power BI CIRE dashboard 

Behavior Treatment Committee will:  

− Review findings of quarterly data analysis 

− Analyze individual cases to understand 

contributing factors and  

− Coordinate with LRE Clinical Staff to elevate 

issues to the Clinical ROAT when appropriate. 

Committee minutes 

reflect case review and 

identified action steps. 

 

 

 

As needed 

The QI ROAT will review findings of the quarterly data 

analysis to identify regional trends and system-level 

quality improvement opportunities. 

Issues elevated to 

Clinical ROAT and 

tracked to resolution. 

Quarterly  

Member Experience 

Goal Activities Measurement of 

Successes  

Start/Frequency/Due Responsible 

Member Experience with Services  

80%+ of 

consumers 

indicate 

satisfaction 

with services:   

− SUD  

− children 

and/or 

families w/ 

mental 

health 

services. 

− Adults w/  

mental 

health 

services. 

− long term 

supports and 

services  

 

Ensure annual, 

representative 

assessment of 

consumer 

satisfaction across 

all populations, 

including LTSS 

consumers. 

Require Member CMHSPs to deploy the Regional 

Customer Satisfaction Survey annually using the 

MHSIP and YSS-F tools. Monitor deployment for 

representativeness and compliance during CMHSP 

Site Reviews. 

100% of CMHSPs 

deploy surveys as 

required; corrective 

action plans issued 

and remediated as 

needed  

Annually Lead Staff: Michelle 

Anguiano 

Lead ROAT: 

Customer Services 

Data reviewed by:  

− Customer 

Satisfaction 

Workgroup  

− Clinical ROAT 

− UM ROAT 

− Board of 

Directors 

 
Analyze and review 

survey results to 

identify trends & 

improvement 

opportunities,  

Prepare and publish an annual regional satisfaction 

report; post to website, share with Governing Board, 

and review with Community Advisory Panel. 

Annual report 

published and 

disseminated 

Annually 

Review regional results and solicit feedback through 

QIC, QI ROAT, Customer Satisfaction ROAT, 

Community Advisory Panel, and the Governing Board. 

Meetings held with 

documented review  

Annually 

Maintain Power BI dashboards to support regional 

and CMHSP-level analysis of satisfaction data and 

monitor year-over-year trends. 

Trend analysis 

completed and 

incorporated into the 

annual report.   

Annually 

Prepare for 

integration of new 

CMS Behavioral 

Evaluate MDHHS guidance and determine approach 

for incorporating new patient experience and HCBS 

measures into regional survey process. 

Implementation plan 

developed and 

documented prior to 

FY26–FY27 
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Health Core Set 

patient experience 

and HCBS 

measures. 

MDHHS rollout of Year 

3 measures. 

Notices, Grievance and Appeals Compliance  

-95%+ of 

Medicaid 

appeals 

resolved in 

compliance 

with state and 

federal 

timeliness 

standards, 

incl. written 

disposition 

letter (30 

calendar days) 

of a standard 

request for 

appeal.  

-95%+ of 

Medicaid 

grievances 

resolved with a 

written 

disposition 

sent to the 

consumer w/in 

90 calendar 

days of 

request 

Ensure NABDs 

meet MDHHS 

standards for 

accuracy, clarity, 

and accessibility. 

Conduct region-wide NABD trainings quarterly; 

support CMHSPs in providing individualized training 

to staff. 

Trainings completed; 

improved compliance 

in NABD audits. 

Quarterly Lead Staff:  

Michelle Anguiano  

Lead ROAT: 

Customer Services 

 

When action is 

required, members 

will work with their 

CMHSP to address 

issues.  

Develop and maintain NABD tools and resources 

(guidance sheets, crosswalks, legal citation 

reference, readability exclusions list). 

Tools available 

regionwide; CMHSPs 

demonstrate use and 

understanding. 

Ongoing/ Annual 

Review 

Conduct quarterly NABD audits using state report 

samples; issue CAPs for compliance below 100% 

(e.g., professional tone, grammar, person-centered 

language, acronym clarity, reading level ≤6.9, 

guardianship documentation). 

Quarterly audit results 

reflect 100% 

compliance or 

validated CAP closure. 

Quarterly 

Ensure grievances 

and appeals are 

managed in 

compliance with 

federal and state 

regulations. 

Conduct annual grievance and appeal audits at each 

CMHSP. Issue and monitor CAPs for any findings of 

noncompliance. 

CAPs implemented 

and validated within 

required timeframes. 

Annually Lead Staff:  

Michelle Anguiano 

Lead ROAT: CS  

 

Data reviewed by:  

− Community 

Advisory. Panel 

− QI ROAT 

Oversight of Provider Network 

Goal Activities Measurement of Successes  Start/Frequency/

Due Dates 

Responsible 

Provider Qualifications  

Maintain >95% 

compliance 

with 

requirement 

Ensure all 

providers are 

properly 

credentialed, 

Maintain organizational credentialing process, 

including application and verification of licenses, 

insurance, W-9/IRS letter, NPI, accreditation, 

bonding, and ownership disclosures. Conduct OIG, 

Organizational credentialing 

is completed and validated 

for all providers. 

Ongoing Lead Staff:  

Pam Bronson 

Lead ROAT: 

Provider Network  
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for completion 

of 

credentialing 

and 

recredentialing 

within 90 

calendar days 

of application 

submission.  

 

Maintain >95% 

compliance 

with 

requirement 

for 

recredentialing 

to occur at 

least every 

three years.  

licensed, and 

qualified in 

accordance with 

LRE Policy #4.4 

and MDHHS 

standards. 

SAM, and MDHHS exclusion checks for all providers.  

Credentialing 

Workgroup 

managing 

process/action.  

 

Data reviewed by:  

− QI ROAT 

receives 

quarterly 

credentialing 

report  

Oversee delegated credentialing at Member CMHSPs 

by collecting and aggregating quarterly credentialing/ 

recredentialing reports, validating data, and 

submitting to MDHHS. 

Quarterly credentialing data 

submitted to MDHHS; 

validation and aggregation 

complete. 

Quarterly 

LRE Credentialing Staff will facilitate discussion with 

PN Managers for any identified trends and areas of 

concern.  Staff will work with Providers and CMHSPs 

to develop improvement plans to address ongoing 

areas of concern when needed.  

Meeting minutes reflect 

discussion 

As needed 

QI ROAT review credentialing data report to discuss 

trends and ID any areas of concern. 

Meeting minutes reflect 

quarterly review and 

discussion of results. 

Quarterly 

Audit provider credentialing records during CMHSP 

Site Reviews; issue and monitor Corrective Action 

Plans (CAPs) for gaps. 

Credentialing compliance 

verified during Site Reviews 

As needed 

Ensure all staff 

serving 

consumers meet 

training, 

competence, and 

qualification 

requirements. 

Maintain regional Training Workgroup to set training 

standards and support reciprocity across CMHSPs. 

Workgroup minutes and 

approved regional training 

standards. 

Ongoing/ Annual 

review 

Lead ROAT: 

Provider Network 

Lead Staff:  

Jim McCormick Require CMHSPs to establish local training 

procedures that align with regional standards. 

CMHSP policies reviewed; 

compliance verified during 

Site Reviews. 

Ongoing 

Confirm during Site Reviews that staff meet 

qualification standards, including education, 

experience, licensure, background/SOR checks, 

population-specific training, and ongoing education. 

Site Review results 

demonstrate staff meet 

qualification and training 

standards. 

Annually 

Audit completion of general and specialized trainings 

at CMHSP and SUD providers; review and validate 

corrective actions for training or qualification gaps. 

CAPs implemented and 

remediated within required 

timeframe; staff training 

compliance achieved. 

Annually/ As need 

Monitor compliance with LRE Policy #4.2: Provider 

Network and Contract Management. 

Compliance maintained with 

no outstanding corrective 

actions. 

Ongoing/ Annual 

validation 

Provider Monitoring & Follow Up 

100% of CAPs 

issued during 

CMHSP Site 

Reviews will be 

Comprehensive 

Site Review and 

Oversight 

Conduct annual CMHSP Site Reviews covering 

regulatory requirements, contractual obligations, 

delegated managed care functions, and clinical 

documentation. 

Annual Site Reviews 

completed; compliance 

documented; reports shared 

with CMHSPs. 

Annually 

Lead ROAT: 

Provider Network 

 

Lead Staff:  
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remediated & 

compliance 

validated at 

subsequent 

review. 

Use audit tools to analyze service delivery, quality of 

care, and outcomes; identify systemic or regional 

issues for improvement. 

Completed audit tools and 

summary reports; identified 

issues tracked to resolution. 

Annually 

Jim McCormick 

 

Provide feedback through exit conferences and 

written reports; require and approve Corrective Action 

Plans (CAPs) for deficiencies within 30 days. 

CAPs issued and remediated; 

compliance validated at next 

Site Review. 

Annually / As 

needed 

100% of CAPs 

issued during 

Targeted 

Specialized 

Monitoring will 

be remediated 

& compliance 

validated at 

subsequent 

review. 

Targeted and 

Specialized 

Monitoring 

Conduct targeted monitoring of vulnerable 

populations as defined by MDHHS. 

Targeted reviews completed; 

findings documented. 

Annually / As 

needed 

Review Out-of-Region providers when consumers are 

currently or recently served and no reciprocal review 

exists. 

Out-of-region Site Reviews 

completed as required. 
As needed 

Conduct desk audits (e.g., outpatient, home-based 

therapy, SUD treatment) using random sampling 

procedure. 

Desk audits completed and 

documented; results 

incorporated into annual 

summary. 

Annually 

Achieve an 

overall 

compliance 

score of >90% 

during the:  

− annual HSAG 

External 

Quality 

Review 

(EQR). 

− MDHHS 

Substance 

Use 

Disorder 

Site Visit 

Support system-

level 

improvement 

through external 

quality and facility 

reviews. 

Participate in HSAG External Quality Reviews (EQRs); 

provide data and documentation to support 

evaluation of quality, timeliness, and access. 

LRE participation 

documented; data 

submissions validated by 

HSAG. 

Annually 

Review and implement HSAG recommendations; use 

EQR findings to sustain and enhance performance. 

EQR recommendations 

implemented; improvement 

tracked through QI ROAT. 

Annually / 

Ongoing 

Conduct annual Facility Reviews for all contracted 

external providers for compliance with health/safety, 

emergency procedures, medication management, 

resident funds, policies/procedures, and HCBS Final 

Rule. 

Facility Reviews completed; 

CAPs implemented for any 

deficiencies. 

Annually 

Ensure 

specialized 

providers meet all 

compliance and 

quality standards. 

Conduct annual Site Reviews of crisis residential, 

inpatient, and SUD treatment providers. 

Reviews completed and 

reported; deficiencies 

addressed via CAPs. 

Annually 

Aggregate findings from all Site Reviews to identify 

provider training needs and develop resources to 

improve service quality and delivery. 

Training documented in QI 

ROAT minutes. 
Annually 

Provider Network Adequacy 

The Provider 

Network 

Adequacy 

report for FY26 

Evaluate the 

adequacy and 

accessibility of 

the regional 

Conduct annual provider network adequacy 

assessment covering enrollee-to-provider ratios, 

crisis residential bed availability, time and distance 

standards, ASAM Levels of Care, timely access, 

Provider network adequacy 

report provided to QI ROAT 

and BOD annually.  

Annually (Q1) 

Lead ROAT: 

Provider Network 
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will show a 

decrease in 

substantial 

gaps in service 

availability.  

provider network 

in accordance 

with MDHHS 

standards. 

language and cultural competence, and physical 

accessibility. 

Lead Staff: Jim 

McCormick 

 Submit finalized Network Adequacy and Accessibility 

Report to MDHHS by the due date identified in 

Schedule E of the MDHHS–PIHP contract. 

Report submitted to MDHHS 

by required deadline. 
Annually 

Review results with QIC and QI ROAT to identify and 

monitor improvement actions. 

Meeting minutes reflect 

review and follow-up actions 

documented. 

Annually / 

Ongoing 

Ensure each 

Member CMHSP 

maintains an 

accurate and 

compliant 

provider 

directory. 

Verify through Site Reviews that CMHSP provider 

directories meet MDHHS requirements and are 

updated to reflect current provider information. 

All CMHSP directories meet 

compliance standards; 

corrective actions issued if 

gaps identified. 

Annually / As 

needed 

 

Medicaid Service Verification  

Medicaid 

Event 

Verification 

review results 

in Medicaid 

Claims 

Accuracy of 

95%+. 

Verify that 

adjudicated 

claims and 

encounters are 

supported by 

appropriate 

clinical 

documentation 

and comply with 

MDHHS Medicaid 

Verification 

Process 

requirements. 

Conduct quarterly Medicaid Services Verification 

audits across all service types to confirm claims are 

supported by documentation, using approved 

sampling methodology, audit criteria, and 

documentation standards. Identify invalid claims and 

initiate recoupment and corrective action procedures 

when necessary. 

Quarterly audits completed; 

invalid claims identified and 

addressed; CAPs and 

recoupments resolved within 

required timelines. 

Quarterly Lead Staff:  

Jill Osterhout 

 

Lead ROAT: 

Compliance 

 

Data reviewed by:  

− QI ROAT 

 

Monitor and evaluate corrective action plans for 

providers with identified deficiencies, including 

tracking repeat or continuing issues. 

Reduction in repeat CAPs; 

timely CAP remediation 

documented. 

Quarterly/ 

Ongoing 

Prepare and submit the annual Medicaid Services 

Verification Report by December 31 summarizing 

verification methodology, audit results, and all 

required elements. 

Annual report submitted to 

MDHHS by deadline with all 

required elements. 

Annually (by Dec. 

31) 
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 Governing Body Form  
  

To be completed by the PIHP and submitted to MDHHS along with its annual QAPIP submission 

no later than February 28th of each year.  
  

Name of PIHP  

Lakeshore Regional Entity  

Update: October 21, 2025  

Description of Change: 2025/2026 Update  

List of members of the Governing Body (add additional rows as needed)  

Name  Credentials  Organization (if 

applicable)  

Jim Storey  LRE Board Member, Allegan  

County Commissioner, LRE OPB  

OnPoint CMH (f/k/a 

Allegan CMH)  

Alice Kelsey  LRE Board Member  OnPoint CMH (f/k/a 

Allegan CMH)  

Pastor Craig Van 

Beek  

LRE Board Member, Pastor  OnPoint CMH (f/k/a 

Allegan  CMH)  

Janet Thomas  LRE Board Vice-Chair, Lawyer, HW Board Chair  HealthWest  

 Janice Hileary  LRE Board Member, HealthWest Board   HealthWest  

Patricia Gardner  LRE Board Chair, Kent County Judge  Network180  

Stan Stek  LRE Board Member, Kent  

County Commissioner, N180 Board Member  

Network180  

 Jon Campbell  LRE Board member, State Division Administrator 

LARA  

Network180  

Bob Davis  LRE Board Member, CMH Board Member   CMH of Ottawa 

County 

Richard Kanten  LRE Board Member, LRE OPB, CMH Board Member  CMH of Ottawa 

County 

Dave Parnin  LRE Board Member, LRE OPB  CMH of Ottawa 

County 

 

Attachment B:  
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Ron Bacon  LRE Board Secretary, WM CMH Board Member  West Michigan CMH  

O’Nealya Gronstal  LRE Board Member  West Michigan CMH  

Andrew Sebolt  LRE Board Member, WM  

CMH Board, MDHHS County  

Board, Veteran  

West Michigan CMH  

Changes to membership during the past year: Board Members no longer on LRE Board:  Ron 

Sanders, New Board Members in the past year:  O’Nealya Gronstal, Dave Parnin  

Date the Governing Body approved the annual QAPIP (prior SFY QAPIP evaluation, current SFY 

QAPIP description, and current SFY QAPIP work plan)*  

 November 18, 2025 

Dates the Governing Body received routine written reports from the QAPIP (during the prior SFY; 

add additional rows as needed)*  

November 20, 2024 

February 26, 2025  

March 26, 2025 

August 27, 2025 

  

  

  

MDHHS Feedback  

  

*The PIHP should be prepared to submit Governing Body meeting minutes and written reports to 

MDHHS upon request.  
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Attachment C: LRE Organizational Chart 
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Attachment D:   
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Attachment E: LRE Quality Improvement ROAT Charter 

 

REGIONAL OPERATION ADVISORY TEAM CHARTER 

NAME:  QUALITY IMPROVEMENT ROAT 

LRE DESIGNEE:  CHIEF OPERATING OFFICER or DESIGNEE 

ADOPTED:  2/14/2021 

REVISED: 4/24/2025 

 

This charter shall constitute the structure, operation, membership and responsibilities of Lakeshore Regional 

Entity (LRE) Quality Improvement Regional Operations Advisory Team (QI ROAT).  

 

Purpose of the Quality Improvement Regional Operations Advisory Team:  The Quality Improvement ROAT 

advises the Operations Council and the Chief Executive Officer concerning quality improvement matters..    

  

Responsibilities and Duties: The responsibilities and duties of the QI ROAT are as follows:  

▪ Review and provide feedback on the Quality Assessment and Performance Improvement Plan (QAPIP) and 

accompanying LRE policies and procedures. 

▪ Recommend and monitor development of internal systems and controls to achieve QAPIP goals.  

▪ Establish, review, and monitor quality metrics contained in the QAPIP and, if metrics do not meet 

compliance thresholds, determining next steps to promote compliance. 

▪ Review the effectiveness of QAPIP. 

▪ Develop valid and reliable data collection related to performance measures/indicators at the 

organizational/provider level. 

▪ Identify organizational and regional opportunities for quality improvement.  

▪ Determining the appropriate strategy/approach to promote compliance and detect potential violations 

and areas of risk as well as areas of focus. 

▪ Review audit results and corrective action plans, making recommendations as appropriate. 

 

Decision-Making Context and Scope:  

General Decision-Making Process: Consensus shall be the primary mode of decision making and efforts shall 

be made to extend dialogue and gather information toward consensus to the extent possible.  

Should consensus not be achieved, any QI ROAT Member may call for a vote of the QI ROAT Members. A vote of 

the QI ROAT Members is not binding on the LRE; rather it is used to further inform as to the strength of the ROAT 

Members’ position on a subject. Any decision made subsequent to a vote of the QI ROAT Members, including 

any item referred to the LRE Chief Executive Officer, shall reflect both the majority and minority opinions. The 

CMHSP CEO/Executive Director appointed to the QI ROAT is responsible for reporting quality improvement 

activities and decisions to the Operations Advisory Council.  

Goals:  

1. The QI ROAT shall establish metrics and monitor criteria to evaluate progress on various quality 

improvement efforts related to Quality Reviews including but not limited to the LRE Site Reviews, LRE 

Facility Reviews, Health Services Advisory Group, and MDHHS Audits. 

2. Implement the Quality Assessment and Performance Improvement Plan (QAPIP) and achieve QAPIP goals 

as required by MDHHS. 



 

Page 50 of 51 

 

3. Assure compliance and oversight of QAPIP components and Quality Review standards and elements. 

4. Additionally, the QI ROAT seeks to achieve the following secondary goals:  

a. Establish and retain collaborative relationships. 

b. Work collaboratively to determine expectations and achieve expected outcomes. 

c. Realize efficiency gains through standardization and performance improvement. 

d. Improve overall Regional quality performance. 

Membership:  

The LRE QI ROAT will be comprised of the LRE Chief Operating Officer and/or designee, one subject matter expert 

from each member CMHSP’s Quality Improvement staff who is appointed by the respective CMHSP Chief 

Executive Officer/Executive Director, and one CMHSP Chief Executive Officer/Executive Director. All Member 

CMHSPs will be equally represented. The LRE QI ROAT will be chaired by the LRE Chief Operating Officer and/or 

designee. 

a. There will be equal CMHSP representation and voting on all ROATs, workgroups and committees unless 

otherwise required by law. 

b. Membership shall be representative of the LRE Region with each CMHSP having one vote.  

c. CMHSP representatives become members of the committee through appointment by their respective 

CEO/Executive Director (ED) and approval by the LRE Operations Council.  

d. Primary and/or secondary consumer(s) representing adults with mental illness, adults with 

developmental challenges, adults with a substance use disorder, parents/guardians of a child/children 

with mental illness, and/or parents/guardians of a child/children with developmental challenges, to be 

appointed through an application process.  

e. Alternates may attend and speak with the power granted by their appointed CMHSP Executive Director.  

Alternates do not have a vote when it comes to decision making. 

f. Others in attendance are by invitation only (not regularly attending), should have a clearly defined purpose 

for attendance, are not intended to offer commentary on other agenda topics, and shall be excused when 

they have completed their purpose for meeting attendance. Subject matter expert (SME) may be invited by 

the QI ROAT for a specific agenda topic and shall only participate during the related topic.  

 

Membership Roles and Responsibilities: 

a. LRE Chairperson/Facilitator – Prepares the agenda, facilitates the meeting and maintains order; provides 

guidance and direction, serves as the point of contact for the ROAT; serves as a conduit for other 

planning/action occurring at LRE, is accountable for representing the ROAT and making reports on behalf of 

the ROAT.  Serves as the point of contact with the Operations Council. The chairperson/facilitator is a voting 

member of the ROAT. 

b. LRE Recorder – Serves as the staff support to the ROAT. Captures discussions, problem solving and planning 

of the committee in an unbiased manner and prepares minutes following each meeting.  

c. Member – A participant appointed to the committee by the LRE or CMHSP Director who is selected based 

on content/process expertise/interest or customer/supplier representation.  

d. Subject Matter Experts (SME’s) –may participate in a ROAT meeting for the purpose of providing information, 

consultation, etc. Participation as a Subject Matter Expert does not constitute authority to participate in 

decision making. Subject matter experts should typically leave once their expressed purpose is complete.  

e. CMHSP CEO/Executive Director – appointed by the Operations Committee to attend the ROAT meeting and 

serve as a liaison between the ROAT and the Operations Committee.  Responsible for providing regular 

reports to the Operations Committee from the ROAT and communicating directives for work product to the 

ROAT from the Operations Committee.  CEO/Executive Director is not a voting member of the ROAT. 

 

Conduct: Membership of the ROAT seeks a meeting culture that is professional, productive, and collaborative. 

To that end, the following conduct rules have been adopted:  
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a. Respect of Others  

● Only one person speaks at a time; no one will interrupt while someone is speaking.  

● No sidebars or end-runs.  

● All persons will avoid grandstanding (i.e., extended comments/speaking), so that everyone has a fair 

chance to speak.  

● No personal attacks. “Challenge ideas, not people.”  

● Everybody will seek to focus on the merits of what is being said, making a good faith effort to 

understand the concerns of others. Questions of clarification are encouraged. Disparaging 

comments are prohibited.  

● Each person will seek to identify options or proposals that represent shared interests, without 

minimizing legitimate disagreements. Each person agrees to do their best to take account of the 

interests of the group as a whole.  

b. Meeting Efficiency  

● Members are prepared for the agenda content and have completed related assignments on time.  

● Everybody agrees to make a strong effort to stay on track with the agenda and to move the 

deliberations forward.  

● Members share equally in the work of the body.  

  

Meetings: 

a. Regular Meetings – Will normally occur monthly.  

b. Special Meetings – Special meetings shall occur as determined by the consensus of the group and as 

the business of the body necessitates.  

c. Attendance at Meetings – Members shall regularly attend or send a Designee (rarely) who is prepared to 

act on behalf of the Member.  

d. Agenda – The Agenda shall be prepared by the LRE Chief Operating Officer and/or designee and shall be 

distributed or uploaded to a designated shared folder in advance of the meeting with related 

attachments, preferably one week prior to the meeting. To the extent possible the agenda should clarify 

the context and timing of a discussion to support the need for SMEs for meeting attendance.  

e. Minutes of Proceedings – The recorder shall prepare a meeting summary that reflects key decisions and 

required actions to occur after the meeting. The required actions shall specify what, who, and by when. 

LRE Chief Operating Officer and/or designee will review the meeting summary and distribute or upload 

to a designated shared folder within one-week following the completed meeting. The required actions 

shall specify what, who, and by when.  

Sources: LRE QAPIP,  

LRE Corporate Compliance Plan,  

LRE Policies 

 

 

 

 

 





LAKESHORE REGIONAL ENTITY 
FY2026 UTILIZATION MANAGEMENT PLAN 

 

   

 

Lakeshore Regional Entity (LRE) is the public behavioral health plan for individuals with 
mental illness, intellectual/developmental disability (I/DD), and substance use disorders 
(SUD) 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. 
 
LRE’s Utilization Management (UM) Program is designed to detect and correct under-and 
over-utilization of services as well as implement procedures for conducting prospective, 
concurrent and retrospective reviews. LRE’s 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.  These 
policies and procedures are found on Lakeshore Regional Entity’s website at: 
 

Policies and Procedures - Lakeshore Regional Entity (lsre.org) 

 
UM PROGRAM OVERVIEW 
LRE must ensure regional access to public behavioral health services in accordance with its 
contract with MDHHS while adhering to relevant Michigan Medicaid Provider Manual 
(MMPM) and Michigan Mental Health Code (MMHC) requirements and applicable federal 
rules and regulations. 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 implemented within the region in 2020 and 
are utilized as an additional factor/criteria for decision-making and service 
authorization/denial for inpatient, partial hospitalization, and crisis residential 
determinations.     
 
LRE currently provides oversight and monitoring of delegated regional UM functions. LRE 
continues to redesign the UM program to improve uniformity and consistency across the 
region. Some processes include 

• Standardization of access to higher levels of care, including psychiatric inpatient, 
crisis residential, and partial hospitalization treatment. 
o Developed a regional procedure to standardize continued stay reviews. 
o Development of a regional process for preadmission screening. 
o 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.  

• Methodologies to improve processes and reporting that assists Member 
Community Mental Health Service Programs (CMHSPs) with service eligibility 
determinations. 

https://www.lsre.org/for-providers/policies-and-procedures
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• Developed a regional auditing process to ensure Inter-Rater Reliability (IRR) 
along with dashboard reports. 
o Annual training and testing of clinical staff responsible for determining 

medical necessity to ensure regional adherence to current MCG criteria. 
• Created utilization dashboards for higher level of care, for example:  

➢ Psychiatric Inpatient Average Length of Stay (ALOS)  
➢ Crisis Residential ALOS/Units  
➢ Partial Inpatient ALOS 
➢ Inpatient Admits/1000 and Inpatient Days/1000 
➢ Readmission Rates – 7/30 Days 

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. 

There will be continued efforts toward data integrity processes including identification of 
overlapping services and coding errors.  LRE and Member CMHSPs continue collaborative 
work on authorizations to provide greater visibility into real time medical expense via 
reporting tools and improved claims data exports/extracts to LRE from Member CMHSPs.   

Exceptions to UM Plan: Certified Community Behavioral Health Center (CCBHC) 
Services.  
The State of Michigan was granted approval by the Centers for Medicare & Medicaid Services 
(CMS) for participation in the federal Certified Community Behavioral Health Center 
(CCBHC) Demonstration.  All five CMHSPs within the LRE are also CCBHCs. Eligibility 
requirements to receive CCBHC services differ significantly from eligibility requirements 
previously established for those seeking CMH services. CCBHC services are not subject to all 
of the same population eligibility guidelines or service utilization guidelines as described in 
the LRE UM Plan. The CMS CCBHC Demonstration sites within LRE will adhere to the 
eligibility and service provision requirements as outlined in the MDHHS CCBHC Handbook.  

 
OVERSIGHT STRUCTURE  
LRE’s UM Program operates under the oversight of LRE’s CEO, Regional Operations Council, 
and LRE UM Regional Operations Advisory Team (ROAT) and Clinical ROAT. 
 
LRE delegates UM related activities to Member CMHSPs.  LRE staff manage the overall UM 
Plan as well as the direction and focus through UM and Clinical ROATs to achieve the 
strategic outcomes in the region.  Collaboratively, LRE and Member CMHSP designated staff 
are responsible to: 

• Provide oversight to ensure that each Member 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 



   

 

FY26 Utilization Management Plan    Page | 4 

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 

 

LRE ROAT is the primary body responsible for evaluating services and making UM 
recommendations to the Operations Council. The UM ROAT is comprised of one Subject 
Matter Expert (SME) from each Member CMHSP, LRE’s UM Coordinator and Clinical 
Manager.  Other SME’s may be invited 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 LRE’s 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 

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. 
• Implement policies, procedures 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 
The UM Program includes the following: 

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

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

to services delivered across the region. 
b. LRE UM ROAT is responsible for identification of over- and under-utilization 

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 and are completed in 
ways to mitigate conflict of interest.  
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• Efforts  to obtain all necessary clinical information to render a decision. The rationale 
for all utilization review decisions are clearly documented and available to LRE, 
Member CMHSP, Network Provider, or the individual. 

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

• Appeals and Fair Hearing decisions will be made in a timely manner as required by 
the MDHHS contract.   

 
SERVICE ACCESS AND ELIGIBILITY DETERMINATION 
CMHSPs have delegated responsibility to provide screening and authorization for medically 
necessary services. Services may be provided by the CMHSP or contractual community 
providers. 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 the MDHHS contract.  
LRE has delegated these activities to the five Member CMHSPs.        
 
The determination of medically necessary supports, services and/or treatments must be 
delivered through person-centered planning: 

• Based on information provided by the individual, the individual’s family, and/or 
others who know the individual; and Based on clinical information from the 
individual’s primary care physician or health care professional who have evaluated 
the individuals; and 

• 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 (MMPM). LRE and Member CMHSPs have implemented Milliman 
Care Guidelines (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 level of care 
determinations.       
 
Eligibility for services will be documented in the clinical record and specific data elements 
submitted to the LRE as required by the LRE/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; 
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• Screening disposition; 

• Rationale for admission or denial; and 

• Ongoing service(s) recommended. 
 

LRE retains responsibility to ensure that screening and eligibility determinations are 
consistently made across the region.   
 
AUTHORIZATION/UTILIZATION REVIEW 
LRE and Member 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).  
 
LRE, Member CMHSPs and Network 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.  LRE, Member CMHSPs and Network Providers must assure that 
compensation to individuals or entities that conduct utilization management activities is not 
structured to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any individual. 
 
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: Michigan 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 Member CMHSP. 
 
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 
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• Access and availability of services 

• Population trends 

• Penetration rates 

• Readmission rates 
 
LRE continues to develop, redesign and review reporting mechanisms via Power BI 
Dashboards. 
 
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 can include reviews 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.  

 
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. In accordance with MDHHS contractual requirements, the following 
assessments/tools must 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 Emotional Disturbance 

• DECA (Devereaux Early Childhood Assessment, ages birth-47 months) 
• MichiCANS (Michigan Child and Adolescent Needs and Strengths, ages 0-21) 
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• CAFAS (Child and Adolescent Functional Assessment Scale (for ages7-17) for 
applicable waiver and iSPA programs 

• PECFAS (Preschool and Early Childhood Functional Assessment Scale (for ages 4-
6) for applicable waiver and iSPA programs 

• 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 
• WHODAS (World Health Organization Disability Assessment Schedule) -yet to be 

implemented.  

4. At least annually, conduct a review (including an onsite monitoring) with each Member 
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 with statewide work groups related to UM functions and share relevant 

information with LRE UM & Clinical ROATs and Operations Council. 
 
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: 
 
Appeal: A review of an adverse benefit determination.  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. 
 
CCBHC: Certified Community Behavioral Health Center; CCBHCs are considered a new 
Medicaid provider type and are designed to provide a comprehensive range of mental health 
and substance use disorder services to vulnerable individuals. 
 
Continued Stay 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. 
 
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. 
 
Intellectual/Developmental Disability (I/DD): : Is defined in the Michigan Mental Health 
Code as a condition showing before the age of 18 years that is characterized by significantly 
subaverage intellectual functioning and related limitations in 2 or more adaptive skills and 
that is diagnosed based on the following assumptions: (a) Valid assessment considers 
cultural and linguistic diversity, as well as differences in communication and behavioral 
factors. (b) 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. (c) Specific adaptive skill limitations often coexist 
with strengths in other adaptive skills or other personal capabilities. (d) With appropriate 
supports over a sustained period, the life functioning of the individual with an intellectual 
disability will generally improve.  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. 
 
Medicaid Long-Term Supports and Services (MLTSS/LTSS): Care provided in the home, 
in community-based settings, or in facilities, such as nursing homes for older adults and 
individuals with disabilities who need support because of age; physical, cognitive, 
developmental, or chronic health conditions; or other functional limitations that restrict 
their ability to care for themselves. They are a range of services to help individuals live more 
independently by assisting with personal and healthcare needs and activities of daily living, 
such as eating, taking baths, managing medication, grooming, walking, getting up and down 
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from a seated position, using the toilet, cooking, driving, getting dressed, and managing 
money. 
LTSS programs provide service needs from complex-care to assistance with every day 
activities of daily living. Following are some of the services provided under Medicaid long-
term services and supports:  
Care Coordination  
Chore Services (services to maintain a clean living environment)  
Community Living Supports (promote participation in the community)  
Home Delivered Meals  
Home Modifications  
Nursing Services  
Personal Emergency Response Systems  
Respite Services 
 
Medically Necessary: A term used to describe one of the criteria that must be met for a  
beneficiary to receive Medicaid services. It means that the specific service is expected to help  
the beneficiary with his or her mental health, intellectual/developmental disability, 
substance use, or any other medical condition. Some services assess needs, and some 
services help maintain or improve functioning. PIHPs are unable to authorize (pay for) or 
provide services that are not determined as medically necessary for you. 

Medically Necessary Services:  The PIHP and designated CMHSPs are responsible for 

providing services that are no more restrictive than that used in the State Medicaid 

program, including quantitative and non-quantitative treatment limits, as indicated in State 

statutes and regulations, the State Plan, and other State policy and procedures; and the 

prevention, diagnosis, and treatment of an enrollee's disease, condition, and/or disorder 

that results in health impairments and/or disability.  These services must promote the 

ability for an enrollee to achieve age-appropriate growth and development; the ability for 

an enrollee to attain, maintain, or regain functional capacity; and the opportunity for an 

enrollee receiving long-term services and supports to have access to the benefits of 

community living, to achieve person-centered goals, and live and work in the setting of 

their choice. 

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. 
  
Member CMHSP: refers to one of the five member Community Mental Health Services 
Program (CMHSP) participants in the Lakeshore Region.  
 
Network Provider:  Any provider, group of providers, or entity that has a provider 
agreement with LRE or Member CMHSP that receives funding directly or indirectly to order, 
refer or render covered services as a result. May also be referred to as CMH. 
 
Preadmission Screen: 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 baseline measurements of need utilizing standardized assessment 
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tools; for Medicaid enrollees, prospective UM decision making includes Adequate Notice to 
the consumer.  

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): Is defined by the Michigan Mental Health Code to mean a 
diagnosable mental, behavioral, or emotional disorder affecting an adult 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; and that 
has resulted in function impairment that substantially interferes with or limits one or more 
major life activities. 

Staff: Refers to an individual directly employed and/or contracted with LRE, Member 
CMHSP or Network Provider.  

Substance Use Disorder (SUD): As defined in MCL 330.1100d(11) of the Michigan Mental 

Health Code:  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. 

Utilization Management: LRE’s managed care system that ensures eligible recipients 
receive clinically appropriate / medically necessary, high quality, and cost effective 
services. 
Utilization Review: 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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As of Date: 9/30/25

 Operating Revenues

 Medicaid/HSW/SED/CWP
CCBHC Daily Visits are higher than projected by the CCBHCs and therefore shifting more 
base capitation to CCBHC than projected. Death recoupments from MDHHS also were 
higher than usual. 

 DHS Incentive This revenue is received quarterly beginning in April. Actual is for three quarters. One quarter 
remains to be paid by MDHHS.

 Autism Revenue Projecting to be under budget due to rate revisions and recouplments. 

 Healthy Michigan
CCBHC Daily Visits are higher than projected by the CCBHCs and therefore shifting more 
base capitation to CCBHC than projected. Death recoupments from MDHHS also were 
higher than usual.

 Performance Bonus Incentive Unearned FY24 PBIP. FY25 Revenue will be received after the end of the fiscal year if health 
plan performance metrics are met.

 CCBHC Quality Bonus Revenue is received after the end of the fiscal year if CCBHC performance metrics are met.

 Hospital Rate Adjuster FY25 payments were delayed. Fourth quarter HRA payment is expected in December.  

 Member Local Match Revenue N/A - Closely aligned with the current budget projections.

 Medicaid CCBHC Base Capitation CCBHC Daily Visits are higher than projected by the CCBHCs and therefore utilizing more 
base capitation than projected. 

 Healthy MI CCBHC Base Capitation CCBHC Daily Visits are higher than projected by the CCBHCs and therefore utilizing more 
base capitation than projected. 

 Medicaid CCBHC Supplemental Revenue CCBHC Daily Visits are higher than projected by the CCBHCs. 

 Healthy MI CCBHC Supplemental Revenue CCBHC Daily Visits are higher than projected by the CCBHCs.

 MDHHS Grants SUD grant payments are received quarterly.

 PA 2 Liquor Tax PA2 revenues are received quarterly, after the Department of Treasury issues payments to 
the counties. Final payments expected in November.

 Non-MDHHS Grants: DFC Variance was covered with prior year lapses.  This 5 year grant was fully paid and expensed 
in FY25.

 Interest Revenue Adjustment made on amendment 3 for deposits and CD re-investments.  Additional interest 
expected as CDs mature.

 Miscellaneous Revenue Revenue may be received throughout the year, but the budgeted amount is not guaranteed.

 Expenditures

 Salaries and Fringes N/A - Closely aligned with the current budget projections.

 Office and Supplies Additional expenditures may be received prior to year end billing and close out.  Anticipate 
being under budget. 

 Contractual/Consulting Additional expenditures may be received prior to year end billing and close out.  Anticipate 
being under budget. 

 Managed Care Info Sys Additional expenditures may be received prior to year end billing and close out.  Anticipate 
being within budget. 

 Legal Expense True up invoice resulted in an overage which is within LRE's contingency fund. 

 Utilities/Conf/Mileage/Misc This line item includes the reallocation of LRE indirect charges to grants and LRE's 
contingency fund which are offsetting current period expenditures.

 Grants - MDHHS & Non-MDHHS Some Mental Health block grants are under budget.  However, final grant expenditures are 
not due until October.

 HRA/Taxes IPA & HRA taxes are paid quarterly. Fourth quarter HRA payment is expected in December.  

 Prevention Exps - Grant/PA2 MDHHS SUD grant payments are made quarterly. Final billings are due in November. 

 CCBHC Quality Bonus
FY24 revenue was received and paid out in FY25.  FY25 revenue will be received after the 
end of the fiscal year if health plan performance metrics are met and paid to CCBHCs in 
FY26.

 Member Med/HMP Payments CCBHC Daily Visits are higher than projected by the CCBHCs and therefore utilizing more 
base capitation than projected, resulting in less traditional capitation. 

 Member CCBHC Capitation CCBHC Daily Visits are higher than projected by the CCBHCs and therefore utilizing more 
base capitation than projected. 

 Member CCBHC Supplemental Supplemental portion of PPS-1 rates decreased with rebasing for CCBHC. 

 Member PA2 Tx Payments Billings against this line item typically occur after other grant funding is applied.  Final billings 
are due in November. 

 Member Grant Payments Most of these payments are billed to the LRE and paid by MDHHS 45-60 days in arrears.  In 
addition, as noted above, some grants are being paid quarterly.

 Local Contribution to State Medicaid N/A - Closely aligned with the current budget projections.

Statement of Activities
Budget to Actual Variance Report

For the Period ending September 30, 2025

For internal use only. This report has not been audited, and no assurance is provided.





CCBHC Activity is primarily for LRE activity only. Does not reflect all the activity at the 
CCBHC level due to different reporting requirements for the PIHP vs. the CCBHC. 

ACTUAL: HealthWest Network180 OnPoint Ottawa West Michigan LRE Total
Total Distributed Medicaid/HMP CCBHC 
Revenue 27,163,747             35,149,420             9,592,512               6,994,561               12,166,984             1,136,019               92,157,216             

Total CCBHC Expense 27,966,882             29,187,474             9,165,250               7,975,430               12,442,156             122,880                  86,860,071             

Actual CCBHC Surplus (Deficit)* (803,134)                 5,961,946               427,262                  (980,869)                 (275,172)                 1,013,139               5,297,146               
% Variance -2.96% 16.96% 4.45% -14.02% -2.26% 89.18%
Information regarding CCBHC Actual 
(Threshold: Surplus of 5% and deficit of 1%)

Slight increase from 
August in the variance. 
HW continues to clean 
up insurance retros and 
completion of 
documentation

Network180 has seen 
increases in daily visits 
that are closer to original 
projections, leading to a 
YTD surplus.

Less than threshold for 
explanation.

CCBHC encounters 
below budgeted. 

WM is expecting a 
shortfall in CCBHC 
based on the current 
PPS1 rates.

Surplus is used to cover 
PIHP administration on 
traditional capitation 
administration expenses. 

PROJECTION: HealthWest Network180 OnPoint Ottawa West Michigan LRE Total
Total Projected Medicaid/HMP CCBHC Revenue 25,124,188             31,976,454             9,022,427               7,430,014               12,266,973             1,136,019               86,919,049             

Total CCBHC Expense Projections 28,549,525             29,187,474             9,302,729               8,860,199               12,900,346             122,880                  88,923,152             

Projected CCBHC Surplus (Deficit)* (3,425,337)              2,788,980               (280,302)                 (1,430,185)              (633,373)                 1,013,139               (2,004,103)              
% Variance -13.63% 8.72% -3.11% -19.25% -5.16% 89.18%
Information regarding CCBHC Projections 
(Threshold: Surplus of 5% and deficit of 1%)

HW is seeing n 8% 
increase overall in 
CCBHC daily visits. 

Actual experience has 
shifted our daily visit 
projections for the year, 
which shifts capitation 
dollars to CCBHC. 

OnPoint has provided 
more daily visits for 
CCBHC for FY2025 than 
originally projected, 
resulting in both higher 
revenue and expense. 
OnPoint is not projecting 
a deficit based on actual 
YTD daily visits. 

CCBHC encounters 
below budgeted. 

WM is expecting a 
shortfall in CCBHC 
based on the current 
PPS1 rates.

Surplus is used to cover 
PIHP administration on 
traditional capitation 
administration expenses. 

PROPOSED SPENDING PLAN: HealthWest Network180 OnPoint Ottawa West Michigan LRE Total
Submitted to the LRE as of: 11/13/2024 11/15/2024 11/18/2024 10/8/2025 6/18/2025

Total Budgeted Medicaid/HMP CCBHC Revenue 25,124,188             35,460,199             9,075,362               7,431,061               12,266,973             1,136,019               90,493,802             

Total Budgeted CCBHC Expense 25,947,194             35,439,088             8,900,770               8,860,199               12,900,346             122,880                  92,170,476             

Budgeted Surplus (Deficit)* (823,006)                 21,111                    174,592                  (1,429,138)              (633,373)                 1,013,139               (1,676,674)              
% Variance -3.28% 0.06% 1.92% -19.23% -5.16% 89.18%
Information regarding CCBHC Spending Plans 
(Threshold: Surplus of 5% and deficit of 1%)

Based on historical, HW 
planned a negative 
variance. 

Less than threshold for 
explanation.

Less than threshold for 
explanation.

CCBHC encounters 
below budgeted. 

WM is expecting a 
shortfall in CCBHC 
based on the current 
PPS1 rates.

Surplus is used to cover 
PIHP administration on 
traditional capitation 
administration expenses. 

Variance between CCBHC Projected and 
Proposed Spending Plan (2,602,331)              2,767,869               (454,894)                 (1,048)                     0                              -                              (327,429)                 
% Variance -10.36% 7.81% -5.01% -0.01% 0.00% 0.00%
Explanation of variances between CCBHC 
Projected and Proposed Spending Plan
(Threshold: Surplus of 5% and deficit of 1%)

Largely due to the 
CCBHC revenue 
projections. 

Actual experience has 
shifted our daily visit 
projections for the year, 
which shifts capitation 
dollars to CCBHC. 

OnPoint has provided 
more daily visits for 
CCBHC for FY2025 than 
originally projected, 
resulting in both higher 
revenue and expense. 
OnPoint is not projecting 
a deficit based on actual 
YTD daily visits. 

Less than threshold for 
explanation.

Less than threshold for 
explanation.

Less than threshold for 
explanation.

*CCBHC Surpluses are retained by the CCBHC and not the PIHP. CCBHC Deficits are the responsibility of the CCBHC and not the PIHP.

CCBHC ACTIVITY

Lakeshore Regional Entity Combined Monthly FSR Summary
FY 2025

September 2025 Reporting Month
Reporting Date: 11/12/25

For internal use only. This report has not been audited, and no assurance is provided 12 September 2025 LRE Combined Monthly FSR Report v2.xlsx This report is a work in progress and changes throughout the year are anticipated. 2



Lakeshore Regional Entity
FY2025 FSR Monthly Comparison of Surplus/(Deficit) Detail
(Excluding CCBHC)
September 2025 Reporting Month
Reporting Date: 11/12/25

ACTUAL: HealthWest Network180 OnPoint Ottawa West Michigan Total
Distributed Medicaid/HMP
     Medicaid/HMP 526,252             (9,561,437)          (2,158,234)        (5,605,007)        (137,603)           (16,936,029)        
     Autism 4,884,276          (7,418,236)          3,318,794          1,068,845          2,020,740          3,874,418            
Total Distributed Medicaid/HMP Revenue 5,410,529          (16,979,674)        1,160,560          (4,536,162)        1,883,137          (13,061,611)        

PROJECTION: HealthWest Network180 OnPoint Ottawa West Michigan Total
Distributed Medicaid/HMP
     Medicaid/HMP 728,837             (6,644,776)          (2,141,739)        (5,450,326)        (1,122,036)        (14,630,040)        
     Autism 3,976,050          (9,298,736)          2,971,718          455,250             2,473,213          577,495               
Total Distributed Medicaid/HMP Revenue 4,704,887          (15,943,511)        829,979             (4,995,075)        1,351,177          (14,052,545)        
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