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	#
	Standard
	Basis/Source
	Evidence of Compliance could include:
	Review Guidelines for Review
	Provider to complete: List evidence provided and location of evidence for specific standard

	Training

	1.1
	Required Trainings are completed for all staff on unit. (PCP, Grievance, Appeals, Corporate Compliance including DRA 2005)
	MCL 330.175 Sec 755 2. (f) (i); 5. (f)
42 CFR § 438.228
42 CFR § 438.608) (rev. 7.16.26)
	
	
	

	Corporate Compliance

	2.1
	There is a policy/procedure requiring monthly sanction/exclusion checks, and proof of monthly Federal and State sanctioned provider verifications by the hospital (e.g. OIG-LEIE/SAM, MDHHS Sanctioned Provider List)
	42 CFR § 455.436
MDHHS Credentialing policy B,7
42 U.S.C. § 1320a-7a- (5), MCL 330.1206b
Michigan Medicaid Exclusion List | Exclusion Screening 
(rev. 7.16.26)
	
	
	

	Sentinel Events

	3.1
	Sentinel events that occurred on the unit during the review period were reported to PIHP/CMHSP as required, and an investigation/root cause analysis occurred for all sentinel events.
	MDHHS Reporting Requirements (rev. 7.16.26)
	
	
	

	Development of Assessment/Diagnostic Data

	4.1
	The identification data must include the patient’s legal status & status must be updated as applicable.
	R 330.1746 42 CFR § 482.61(a)(1) (rev. date 4.28.26)
	All legal documents should be readily available for review.  
Legal status is defined by state statutes and dictates the circumstances under which the patient was admitted and/or is being treated (i.e., voluntary, involuntary, committed by court)
	
	

	4.2
	At time of admission, consumer’s diagnoses, psychiatric & intercurrent, must be documented and include nomenclature/codes.  
	MDHHS Medicaid Provider Manual, Behavioral Health & Intellectual and Development Disability Supports & Services, 8.5.B Inpatient Admission Criteria; 8.5.C, 8.5.D, 42 CFR § 482.61(a)(2) (rev. date 4.28.26)
	Diagnoses must be written using the most current version of DSM or ICD, must be written in nomenclature/coded properly.  If diagnoses include rule out, justification is documented and rule out is updated when applicable.  If admission record(s) do not include a diagnosis, explanation and documented updates are expected.  
Example – patient presented with psychotic features at time of admission & no family or support available for input.    
Medical diagnoses must be documented & any required responses documented in record.  
Substance use disorders must be documented (and treated appropriately).
	
	

	4.3
	The reasons for admission must be clearly documented to include not only the diagnoses, but also the severity of illness(es) & justification for intensity of service (i.e., reason consumer requires inpatient level of care).  
	MDHHS Medicaid Provider Manual, Behavioral Health & Intellectual and Developmental Disability Supports & Services, 8.5.B & 8.5.C Inpatient Admission Criteria; 42 CFR § 482.61 (a)(3) (rev. date 4.28.26)
	Include reasons as stated by consumer, support and/or others significantly involved.  Severity of illness must include severe psychiatric signs/symptoms (harm to self, harm to others, disruptions in self-care, etc.).  Intensity of services must be rationalized (close monitoring due to safety, medication monitoring, etc.).
	
	

	4.4
	The social service records, including reports of interviews with patients, family members, and others must provide an assessment of home plans and family attitudes, and community resource contacts as well as a social history.
	42 CFR § 482.61(a)(4) (rev. date 4.28.26)
	This information may be found in various locations such as the social worker’s assessment, psychiatric evaluation, etc. The LPH is responsible for ensuring the documents are available for review.
	
	

	4.5
	The Health & Physical is completed within 24 hours of admission.
	MCL 330.1710, Section 710, 42 CFR § 482.22 (c)(5)(i) (rev. date 4.28.26)
	Check the admission date/time. If not completed within 24 hours, this standard is not met.  The health & physical examination may be combined with the psychiatric evaluation. 
	
	

	Psychiatric Evaluation

	5.1
	The consumer received a psychiatric evaluation, and the evaluation was completed within 24 hours of admission.
	MDHHS Medicaid Provider Manual, 3.3 Assessments; 42 CFR § 482.61 (b), MCL 330.1710, Sec. 710, (rev. date 5.26.26)
	The psychiatric evaluation may be included in the health and physical examination.  The evaluation must be timed/dated within 24-hours of admission date/time. Partial (1) score if evaluation was outside of 24-hour timeframe.
	
	

	5.2
	The psychiatric evaluation includes medical history.  
	42 CFR § 482.61(b)(2), MCL 330.1710, Sec. 710 (rev. date 5.26.26)
	
	
	

	5.3
	The psychiatric evaluation includes a record of mental status.
	42 CFR § 482.61(b)(3) (rev. date 5.26.26)
	Mental status descriptions include consumer’s appearance, behaviors (ticks, etc.), emotional response (catatonic, tearful, angry etc.), thought content (is consumer articulating issues/concerns, word salad, reality/awareness, cognition).  
	
	

	5.4
	The psychiatric evaluation notes the onset of illness and the circumstances leading to admission.  
	42 CFR § 482.61(b)(4) (rev. date 5.26.26)
	The evaluation should indicate when symptoms/behaviors began & describe situation leading to services. Examples may include behavioral issues following a change in medications, a recent trauma, etc.  
	
	

	5.5
	The psychiatric evaluation describes the consumer’s attitudes and behaviors.
	42 CFR § 482.61(b)(5) (rev. date 5.26.26)
	Evaluation includes consumer’s attitudes about inpatient services and evaluation describes any relevant behaviors.
	
	

	5.6
	The psychiatric evaluation includes an estimate of intellectual functioning, memory functioning, and orientation.
	42 CFR § 482.61(b)(6)(rev. date 5.26.26)
	Evaluation includes estimate of intellectual functioning, memory, and orientation.  
	
	

	5.7
	The psychiatric evaluation should include a summary that details initial treatment recommendations, estimate length of stay when indicated, and criteria for discharge.  
	MDHHS Medicaid Provider Manual, 3.3 Assessments (rev. date 5.26.26)
	Evaluation should include a written summary based on a recovery model of positive findings, a biopsychosocial formulation and diagnostic statement, an estimate of risk factors, initial treatment recommendations, estimate of length of stay when indicated, and criteria for discharge.  
	
	

	Treatment Planning

	6.1
	Plan is developed in partnership with consumer and is based on consumer’s individual strengths and weaknesses, and presenting concerns and diagnosis.
	MCL 330.1712(1-2), 42 CFR § 482.61(c)(1)(i) (rev. date 06.01.26)
	Plan should identify consumer’s individual strengths and include individual’s diagnoses.  Plan is based off individual evaluation(s) and not identical to other consumer plans reviewed.  *If consumer is not part of the plan development, the reasoning is documented within the record.  Plans clearly involve consumer input.  This may be demonstrated by 1st person language, consumer’s signature, etc.
	
	

	6.2
	The treatment plan(s) include meaningful and measurable goals.
	MCL 330.1712, Sec 712 (1), 42 CFR § 482.61(c)(1)(ii) (rev. date 06.01.26)
	Goals should be meaningful in that they relate to the behaviors/symptoms that initiated the inpatient episode of care.  The plan should be written to allow progress to be measured.
	
	

	6.3
	The treatment plan(s) includes the specific treatment modalities utilized and responsibilities of each member of the treatment team.
	42 CFR § 482.61(c)(1)(iii)(iv) (rev. date 06.01.26)
	Treatment modalities are the different therapeutic techniques, approaches, or processes used by providers to help treat and improve consumer’s condition.  Examples may include medication monitoring, group therapy, didactics, etc.
	
	

	Service Delivery Consistent with Plan

	7.1
	Progress notes are written, at an acceptable frequency, by the rendering service professionals including psychiatrist, social worker, and nurse.  
	42 CFR § 482.61(d), Michigan Admin. Code R. 330.1201 (g) (rev. date 06.01.26)
	Psychiatric progress notes must be daily throughout the episode of care, nursing notes must be daily, social worker notes no less than weekly. Progress notes should relate to the consumer’s treatment plan, detail what staff is doing to carry out the treatment plan, detail consumer’s response to treatments.
	
	

	7.2
	Discharge planning must begin at the onset of treatment in the inpatient unit.
	MDHHS Medicaid Provider Manual, 8.5.D (rev. date 06.01.26)
	Discharge criteria is documented and there is evidence of discharge planning documented throughout the treatment episode.  This includes a safety plan/safety planning efforts, community resources, follow-up on substance use disorder(s) including referrals to SUD providers, working with consumer’s local CMH to ensure there is an established appointment, etc.
	
	

	Medications

	8.1
	Consumer was informed of medication risks and common adverse effects, and a summary was provided in writing, prior to the drug being administered.
	MCL 330.1719 (rev. date 06.09.26)
	There should be acknowledgement of receipt of information available in record for all prescribed psychotropic drugs.  This is generally found on medication consent documents.
	Reviewers should verify the signature date is the same or prior to date of initial drug administration.  
	

	8.2
	The records of ordered and/or prescribed medication includes the medication name, strength, dosage, quantity, route of drug, and time administered.
	MDHHS Medicaid Provider Manual, Section 14.7 Clinical Records – Clinical Documentation Requirements (rev. date 06.09.26)
	
	
	

	Discharge/Transfers

	9.1
	The discharge summary includes a summary of the consumer’s hospitalization and recommendations from appropriate services concerning follow-up or aftercare as well as a summary of the patient’s condition on discharge.
	42 CFR § 482.61(e) (rev. date 06.01.26)
	
	
	

	9.2
	There is evidence that an aftercare appointment was scheduled within 7 days of discharge (and the appointment was communicated to the consumer).
	MDHHS Key Performance Indicator #4 (rev date 06.09.26)
	
	
	



