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	2027 Standard XV CMHSP Service Provision Responsibilities: Person-Centered Planning & Documentation Standards

	#
	Standard
	Basis/Source
	Evidence of Compliance could include:
	Review Guidelines for Reviewer
	Provider to Complete: List evidence provided and location of evidence for specific standard i.e. page number if applicable

	15.1
	The CMHSP ensures that each individual receiving services is informed of the right to person-centered planning and an IPOS, including accessible information about PCP rights, benefits, essential elements, pre-planning, independent facilitation, conflict resolution, psychiatric advance directives, crisis planning, self-direction, provider choice, housing options, and community resources.
	MDHHS PCP Practice Guideline; MHC 712; Medicaid Manual; LRE Policy 5.1; LRE Procedures 5.1b and 5.1c
	Consumer handbook, rights materials, pre-planning forms, independent facilitation materials, self-direction education/peer examples, housing option materials, provider choice documentation, community resource lists, and chart evidence that information was provided in an understandable format.
	Confirm individuals receive complete, unbiased, understandable information about PCP and available options before or during planning.
	

	15.2
	The CMHSP implements PCP as a service delivery practice reflected in clinical operations, staff behavior, procedures, quality measures, provider expectations, and IPOS development.
	MDHHS PCP Practice Guideline; MHC 712; Provider Assurances/Requirements
	Policies/procedures, provider contracts, chart audit tools/results, quality improvement reports, peer review findings, training materials, and monitoring reports.
	Assess whether PCP is operationalized across CMHSP services and provider network, not limited to forms or isolated chart documentation.
	

	15.3
	The CMHSP ensures PCP service delivery recognizes and accommodates cultural background, language, communication needs, accessibility needs, and other supports necessary for meaningful participation.
	MDHHS PCP Practice Guideline; ADA; LRE Procedure 5.1b
	Interpretation/translation records, accommodation documentation, communication support plans, accessibility materials, pre-planning documentation, and chart entries reflecting cultural and linguistic preferences.
	Verify the person had meaningful access to the planning process and needed accommodations were identified and provided.
	

	15.4
	For children and youth, planning is family-driven and youth-guided, with increasing youth choice and decision-making as appropriate; any exclusion of family is justified and documented.
	MDHHS PCP Practice Guideline
	Child/youth IPOS documentation, family participation records, transition-age planning documentation, youth preference documentation, and chart rationale when family involvement is limited or excluded.
	Confirm planning reflects the child/youth and family perspective and supports age-appropriate self-direction and choice.
	

	15.5
	The CMHSP conducts and documents pre-planning before the PCP meeting unless the person chooses same-day pre-planning, including meeting logistics, invitees/allies, potential conflicts, chosen format/tool, accommodations, facilitator, and note-taker.
	MDHHS PCP Practice Guideline; LRE Policy 5.1
	Pre-planning forms, meeting notices, invitee lists, accommodation requests, independent facilitation documentation, conflict planning notes, and documentation when same-day pre-planning was chosen by the person.
	Confirm all required pre-planning elements are documented and reflect the person’s choices.
	

	15.6
	The IPOS describes the person’s strengths, abilities, hopes, preferences, interests, natural/external supports, basic needs, and chosen outcomes.
	MDHHS PCP Practice Guideline
	IPOS narrative, assessments, pre-planning notes, natural support documentation, housing/basic need documentation, and chart review results.
	Confirm the plan is individualized and reflects what matters to the person as well as what is needed for health, safety, and stability.
	

	15.7
	IPOS goals/objectives are individualized, strength-based, measurable, linked to assessed needs and chosen outcomes, and written using SMART criteria.
	MDHHS PCP Practice Guideline; Medicaid Manual
	IPOS goals/objectives, progress measures, assessment links, chart audit results, supervision/coaching records, and examples of revised goals when quality issues were identified.
	Verify goals are not generic, attendance-based, or compliance-only and include clear methods to measure progress.
	

	15.8
	The CMHSP ensures services and supports identified in the IPOS assist the person in pursuing chosen outcomes and include roles/responsibilities, provider identification, paid/unpaid supports, and amount, scope, frequency, and duration.
	MDHHS PCP Practice Guideline; Medicaid Manual; LRE Procedure 5.1c
	IPOS service grids, authorization records, provider/support role documentation, paid and unpaid support agreements, self-directed provider selection records, and progress/service notes.
	Confirm services are specific enough to guide implementation and align with the person’s outcomes and assessed needs.
	

	15.9
	Assessments inform but do not replace PCP, and no assessment tool is used to impose arbitrary budgets, caps, or limits outside the person-centered process.
	MDHHS PCP Practice Guideline; Medicaid Manual
	Assessment results, IPOS links to goals/risks/needs, service authorization rationale, UM review documentation, and evidence that assessed need—not tool score alone—drives planning and authorization.
	Confirm assessment information is integrated into individualized planning and medical necessity decisions.
	

	15.10
	The CMHSP specifies and completes IPOS review at least annually, or sooner when requested or needed, with monitoring intensity reflecting health, safety, support needs, progress, satisfaction, and service delivery.
	Medicaid Manual MH/SA Sec. 3.24; MDHHS PCP Practice Guideline
	IPOS review schedule, periodic review notes, progress reviews, satisfaction/feedback documentation, amendment records, monitoring logs, and chart review results.
	Verify the plan is reviewed timely and modified through PCP when needs, preferences, circumstances, or functional status change.
	

	15.11
	The person and/or guardian receives a complete copy of the IPOS within 15 business days of the PCP meeting or plan amendment.
	MDHHS PCP Practice Guideline
	Dated distribution documentation, electronic delivery evidence, signature/receipt documentation, portal record, or chart note confirming timely provision.
	Confirm date of PCP/amendment and date the plan was provided.
	

	15.12
	The IPOS is written in person-first, singular, plain language that is understandable to the person and minimizes clinical jargon.
	MDHHS PCP Practice Guideline
	IPOS examples, plain-language templates, chart audit findings, person/guardian feedback, and corrective action when plans are not understandable.
	Review whether the plan reflects the person’s words/preferences and can reasonably be understood by the person or guardian.
	

	15.13
	The CMHSP assesses community living and housing preferences through PCP, educates the person about housing options/supports, identifies least restrictive and most integrated alternatives, documents the chosen living setting, supports community participation, and plans for transition/discharge needs when applicable.
	LRE Procedure 5.1b; MDHHS PCP Practice Guideline; ADA; CMS HCBS Settings Rule
	IPOS housing preference documentation, housing option education, alternatives considered, discharge/transition plans, staffing/specialty service assessments, community inclusion supports, ADA/non-discrimination materials, and provider qualification records.
	Confirm the person was supported to pursue community living in the least restrictive, most integrated setting appropriate to assessed need.
	

	15.14
	The CMHSP monitors and supports successful community transitions, medically necessary supports, provider capability, CMS community-based setting compliance, and inpatient/residential recidivism trends; LRE monitors CMHSP performance through delegated-function oversight.
	LRE Procedure 5.1b; CMS HCBS Settings Rule; Medicaid Manual
	UM/service authorization rationale, transition monitoring, provider monitoring reports, credentialing/qualification records, HCBS setting reviews, recidivism reports, corrective action plans, and trend analysis.
	Confirm LRE/CMHSP monitoring demonstrates services support successful community tenure and address identified transition risks.
	

	15.15
	HCBS rights or freedoms are not restricted unless justified by a specific individualized assessed health/safety need, addressed through PCP, documented in the IPOS, time-limited, reviewed, and supported by informed consent.
	CMS HCBS Settings Rule; MDHHS PCP Practice Guideline
	HCBS setting review tools, IPOS modification section, health/safety assessment, informed consent, positive intervention records, rights documentation, review schedule, and provider monitoring reports.
	If a restriction exists, verify it is individualized and not based on diagnosis, setting, staffing convenience, or program practice.
	

	15.16
	Any HCBS modification documentation includes the required elements: assessed need; positive interventions tried; less intrusive methods tried/unsuccessful; proportionate condition; data collection/review; time limits; informed consent; and assurance the modification will not cause harm.
	CMS HCBS Settings Rule; MDHHS PCP Practice Guideline
	Complete IPOS modification section, data collection logs, review notes, consent documentation, risk/benefit analysis, team review notes, and evidence of reduction/termination review.
	Confirm every required modification element is present, current, individualized, and linked to the assessed need.
	

	15.17
	The CMHSP offers self-direction as a voluntary service option and supports it through education, tools, person-defined service choices, provider selection, individual budget/resource control, and health/safety planning through PCP.
	LRE Procedure 5.1c; MDHHS Contract; Medicaid Manual
	Self-direction offer/enrollment records, educational materials, peer examples, signed agreements, support broker/agent documentation, individual budget, provider choice records, fiscal intermediary documentation, and health/safety planning.
	Confirm the arrangement is voluntary, person-defined, and supports meaningful control over services, supports, providers, and authorized resources.
	

	15.18
	The CMHSP ensures individual budget/resource use under self-direction reflects shared fiscal responsibility, agreed-upon services/supports, prospective cost estimates, accountability for public funds, and applicable fiscal intermediary arrangements.
	LRE Procedure 5.1c; MDHHS Contract; Medicaid Manual
	Individual budget, authorization records, cost estimates, expenditure reports, budget amendments, FI agreements/payment records, CMHSP/person agreement on resource use, and monitoring of fiscal accountability.
	Verify budget/resource documentation supports the IPOS and demonstrates accountable use of public funds.
	

	15.19
	The CMHSP implements conflict-of-interest protections for PCP, HCBS, and self-direction, including separation of PCP facilitation/service planning from eligibility, assessment, authorization, or service provision where required, or documented mitigation.
	CMS HCBS Settings Rule; MDHHS PCP Practice Guideline; LRE Procedure 5.1c
	Conflict-of-interest policies, separation-of-function documentation, provider selection records, FI/support broker agreements, monitoring findings, mitigation plans, and corrective action evidence.
	Confirm actual or potential conflicts are identified, minimized, eliminated, or clearly mitigated.
	

	15.20
	The IPOS includes required signatures or documented agreement, and documents the person’s preferences/permissions for sharing the plan with family, friends, caregivers, providers, and other supports.
	MDHHS PCP Practice Guideline; LRE Policy 5.1
	Signed IPOS/agreement documentation, electronic approval, guardian/representative consent, provider implementation acknowledgment, release/share permissions, and limitations identified by the person or guardian.
	Confirm required agreement and plan-sharing preferences are documented and current.
	

	15.21
	Caregivers, direct support staff, providers, and other responsible parties are trained on the person’s IPOS, including goals, objectives, interventions, health/safety needs, restrictions/modifications, and documentation expectations.
	MDHHS PCP Practice Guideline; LRE Policy 5.1
	Dated IPOS training/in-service records, provider acknowledgments, supervision notes, training forms, and documentation of retraining after plan changes.
	Confirm those responsible for implementation understand and have been trained on current IPOS requirements.
	

	15.22
	The CMHSP monitors PCP/IPOS implementation, service delivery, self-direction, community living/transition outcomes, provider performance, corrective action, and trend improvement; LRE reviews this evidence to evaluate delegated-function compliance.
	MDHHS PCP Practice Guideline; LRE Procedures 5.1b and 5.1c; UM/Compliance Monitoring Procedures
	Monitoring plans, chart audits, provider monitoring reports, self-direction monitoring, transition/recidivism reports, CAPs, follow-up evidence, trend analysis, and QI reports.
	Verify monitoring findings are tracked, acted upon, and used to improve PCP quality and delegated function compliance.
	

	15.23
	The CMHSP ensures staff who write or implement IPOS documents receive competency-based PCP training, including pre-planning, plain language, SMART/strength-based goals, medical necessity, amount/scope/duration, HCBS rights/modifications, self-direction, and documentation standards.
	MDHHS PCP Practice Guideline; LRE Policy 5.1; LRE Procedure 5.1c
	Training curriculum, attendance/completion reports, onboarding requirements, competency checks, coaching records, supervision documentation, and refresher training.
	Confirm training is competency-based, tracked, refreshed as needed, and specific to staff responsibilities.
	

	15.24
	The CMHSP provides supervision, quality review, coaching, technical assistance, corrective action, and follow-up when staff or providers do not meet PCP/IPOS expectations.
	MDHHS PCP Practice Guideline; UM/Compliance Monitoring Procedures
	Supervisory review, inter-rater review, chart audit findings, coaching notes, technical assistance records, CAPs, retraining documentation, and sustained compliance follow-up.
	Verify quality issues lead to documented remediation and follow-up until compliance is achieved and sustained.
	


Applicability Note: These standards are intended to evaluate CMHSP responsibilities for service provision, service planning, IPOS implementation, provider oversight, documentation, monitoring, and corrective action. LRE’s role is to monitor and assure CMHSP compliance with delegated administrative and managed care functions; the standards should not be interpreted as assigning LRE direct service provision responsibilities.
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