





LIFEWAYS OPERATING PROCEDURE
CLINICAL SERVICES

SUBJECT: 05.02.02 Behavior Risk Management Committee

PURPOSE: The purpose of this operating procedure is to outline the committee structure,
referral process, and case reviews for the Behavior/Risk Management Committee
of LifeWays. It will also define prohibited procedures and the hierarchy of
behavioral interventions.

GOVERNING AGENCY POLICY: 05.02 Clinical Risk Management
DEFINITIONS:

Restraint — Use of physical or mechanical device to involuntarily restrain the movement of the
whole or a portion of a consumer’s body as a means of controlling his/her physical activities in
order to protect him/her or others from injury. Restraint differs from mechanisms usually and
customarily employed during medical, diagnostic or surgical procedures that are considered a
regular part of such procedures. These mechanisms include, but are not limited to, body
restraint during surgery and arm restraint during intravenous administration. Devices used to
protect the consumer, such as, bedrails, tabletop chairs, protective nets, helmets or the
temporary use of halter-type or soft-chest restraints, and such mechanisms as orthopedic
appliances, braces, wheelchairs or other appliances or devices used to posturally support the
patient or assist him/her in obtaining and maintaining normative bodily functioning, are not
considered restraint interventions. Persons who are diverted from jail or on parole or probation
and required to wear a tether through court or other penal sanction, are not considered to be
restrained under this policy.

Seclusion — The involuntary confinement of a consumer alone in a room, when the consumer is
physically prevented from leaving, for any period of time. Seclusion does not include
involuntary confinement for legally mandated non-clinical purposes such as confining a person
facing serious criminal charges or serving a criminal sentence in a locked room.

Time Out — A voluntary response to the therapeutic suggestion to a recipient to remove
him/herself from a stressful situation in order to prevent a potentially hazardous outcome.

Freedom of Movement — A recipient shall not be restricted more than is necessary to provide
mental health services to him/her, to prevent injury to him/her, or to others, or to prevent
substantial property damage, except that security precautions appropriate to the condition and
circumstances of an individual admitted by order of a criminal court or transferred as a
sentence-serving convict from a penal institution may be taken. A restriction of a recipient's
freedom of movement adopted under this authority must include the date it expires and
justification for its adoption shall be promptly noted in the record of the recipient. Additionally,
the restriction shall be removed when the circumstances that justified its adoption ceases to
exist.
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Therapeutic Physical Intervention/MANDT - A series of approved physical techniques used
defensively or to control the behavior of a consumer. The approved techniques are designed to
protect the consumer and others from harm and to avoid substantial property damage, while
using the least restrictive intervention necessary. Emergency therapeutic physical intervention
or Therapeutic Physical Intervention stipulated in an approved plan of service or treatment plan
are not considered restraint.

Therapeutic De-escalation — An intervention, the implementation of which is incorporated in the
individualized written plan of service, wherein the recipient is placed in an area or room,
accompanied by staff who shall therapeutically engage the recipient in behavioral de-escalation
techniques and debriefing as to the cause and future prevention of the target behavior.

COMMITTEE MEMBERSHIP

Committee composition shall be comprised of at least three (3) persons and be consistent with
current policy and Department of Community Health requirements, and shall include the
following:

1. At least one (1) licensed psychologist with specific training and experience in applied
behavior analysis. Such training shall have been at the graduate level at an accredited
college or university and shall have included course credits covering theory, application,
and practicum experience;

At least one (1) licensed Physician/Psychiatrist;

At least one (1) licensed Registered Nurse;

LifeWays’ Clinical Director (Ex-Officio);

LifeWays’ Recipient Rights Officer (Ex-Officio)

oo

Members must complete at least six (6) hours of training annually. Continued education or
professional development must be in the area of Applied Behavior Analysis for those members
designated as having experience in this area.

Committee members shall be reappointed to the Committee every two years and the Committee
Chair shall be reappointed for a term of not more than two years. Members may be re-
appointed to consecutive terms as approved by the LifeWays Leadership team.

COMMITTEE STRUCTURE

The committee shall meet no less than monthly. The committee chairperson shall distribute an
agenda outlining the cases scheduled for review and any committee business prior to the
meeting. The committee chairperson shall ensure the committee composition is appropriate
and in accordance with LifeWays policy prior to conducting a vote. Members shall not
participate in voting when a conflict of interest exists relative to a case being presented. Itis the
responsibility of the committee member to disclose such a conflict. A decision shall be based
on a majority vote.
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All meetings shall be documented in minutes, which clearly delineate the actions of the
committee. Minutes shall be maintained in a secure location or the consumer specific medical
record for a minimum of 7 years.

COMMITTEE REFERRALS

The Committee Chairperson or designee shall maintain a calendar of cases for regularly
scheduled ongoing reviews. The primary clinician may contact the committee chairperson or
designee to schedule a new review or an emergency review. The chairperson will make a
decision to call a special meeting of the Committee or schedule the case during the next
regularly scheduled committee meeting. For all case reviews, the primary clinician will complete
a BRMC Medication/Behavior Plan Review Report Form, #1158-1, and a Case Closing Review
Form #1160-1, Case Consultation Form #1080 depending on the type of review being
conducted.

CASE REVIEWS

The BRMC shall review cases that require monitoring due to risk potential or problem resolution
for high-risk potential. Case consultation is available at the request of the consumer or any
advocate on the behalf of the consumer when treatment circumstances create potential risk for
the consumer (ie. problems with diagnosis, unimproved outcomes, adverse reactions to
treatment, or when person-centered desires are likely to result in a risk to the individual’s health
and safety).

A) Cases involving the use of psychotropic medications for behavior control purposes
where the target behavior is not due to an active psychotic process.

B) Review of all provider case closings or referrals to less restrictive service when the
consumer has received intensive services (inpatient, crisis residential) within the past
year,, and/or has not successfully completed the treatment being closed. Provider shall
complete Provider Request for Case Closing form.

C) Any restrictions on movement as a result of therapeutic indications, not including devices
customarily used during medical procedures or for postural support.

D) In cases where a consumer is injured as a result of physical intervention requiring
treatment in a hospital.

E) Children placed in residential facilities.

F) Persons placed in state hospitals.

LifeWays does not permit Level Il intervention, i.e., the use of seclusion or restraint or the use
of aversive techniques. However, in the rare instance where a technique not permitted may be
medically necessary, LifeWays BRMC will refer the Behavior Treatment Plan to MDCH for
approval (See Attachment A: Hierarchy of Behavior Modification Techniques). All cases that
propose the use of intrusive or restrictive techniques will be expeditiously reviewed by the
BRMC.
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PROHIBITED PROCEDURES

The following procedures are specifically prohibited by any provider in the treatment of any
LifeWays’ consumer:
e Denial of a nutritionally adequate diet;
e Physical restraint and/or seclusion (including non-voluntary time out), except in inpatient
facilities under physicians’ orders;
* Prone Immobilization;
« Aversive behavior modification procedures or procedures involving painful stimuli;
e Use of unusual medications or experimental drugs;
e Prescription of drugs with high abuse potential;
* Research projects that involve inconvenience or risk to the consumer;
e Corporal punishment; and
 Implementation of an individual's behavior management plan by other recipients of
service.

REVIEW PROCESS AND DOCUMENTATION

Initial Review The Applied Behavioral Psychologist will submit a full assessment based on the
consumer’s full chart, including historical information. The assessment will include, but is not
limited to, the following:
e Results of assessments performed to rule out physical, medical, and environmental
causes of the problem behavior
* A functional Assessment
< Any medical, psychological or other factors that the individual has which might put the
consumer at high risk of death, injury or trauma if subjected to intrusive or restrictive
techniques
« Evidence of the kinds of positive behavioral supports or interventions, including their
amount, scope, and duration that have been attempted and have proved to be
unsuccessful.
e Evidence of continued efforts to find other options
« Peer Reviewed literature or practice guidelines that support the proposed intervention. If
no literature is available to support the intervention, an explanation of why the
intervention is the best option available
e A plan for monitoring and staff training to assure consistent implementation and
documentation of the intervention.

The Committee shall not approve any plans that have not conducted an analysis of the causes
of the behavior or determined whether positive behavioral supports and interventions have been
adequately pursued and unsuccessful.

The BRMC shall consider the benefits of a procedure in comparison to the possible risks. In all

cases, a positive approach and an alternative behavior should be identified. It should be
demonstrated that the least restrictive intervention is being utilized. The consumer and/or
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guardian must give specific informed consent for the medication or intervention and that
appropriate staff training has been implemented.

When psychotropic medications are prescribed for behavior control with no active psychotic
process present, the treatment plan must address a plan to improve positive alternative
behaviors, thus decreasing the need for medication over time. Any restrictions on movement as
a result of therapeutic indications are to be reviewed by the Office of Recipient Rights; the
Committee shall ensure and document that such review has occurred. In all situations wherein
a restriction of consumer rights or a special treatment procedure is utilized, the intervention shall
terminate whenever the circumstances that justified its use cease to exist.

The Committee discussion, rationale, recommendations, next scheduled review, and decision
will be documented on the review form, and the committee will sign the BRMC Review Minutes
form, #1158-2. Both will be forwarded to the primary clinician to include in the medical record
following the Committee meeting. The BRMC chairperson shall keep a copy of all meeting
minutes.

Monthly Review Each case will be assigned a risk level of high, medium, or low. Every month
each case, depending on the risk level, will be reviewed by the Committee to a specific extent.
The direct care providers will complete a data sheet every time the behavior treatment plan is
initiated. The Applied Behavioral Psychologist will review the data sheets for the monthly
monitoring and forward them to the BRMC Chair for compilation. The licensed psychologist will
review each data sheet and monthly monitoring and make a recommendation to the Committee
at the next meeting for approval or a more in-depth review. If a more in-depth review is needed
based on the summary then it will be placed on the agenda of an upcoming meeting.

Each plan will be reviewed in full by the Committee as determined by the level of intensity and
frequency of the intervention or as requested by an individual, guardian, or treatment team as
part of the person-centered planning process.

INTERVENTION MONITORING

The following data shall be collected on individual plans through data sheet monitoring

e Dates and numbers of interventions used

e Settings where behaviors and interventions occurred

e Behaviors that initiated the techniques

 Documentation of the analysis performed to determine the cause of the behaviors that
precipitated the interventions

e Attempts to use positive behavioral supports

e Behaviors that resulted in termination of the interventions

e Length of time of each intervention

e Staff development and training and supervisory guidance to reduce the use of these
interventions
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The data will be aggregated for reporting quarterly and annually to the Quality Management
Council. The Quality Management Team will include this as a part of the Agency’s Quality
Assessment Performance Improvement Program.

THERAPEUTIC PHYSICIAL  MANAGEMENT  (TPlI) (EMERGENCY  PHYSICAL
MANAGEMENT)

Any use of TPI also known as emergency physical management on a consumer with or without
a behavior treatment plan will be reported to the Recipient Rights Department through the
incident report process. The Recipient Rights Department shall forward all TPI reports to the
Behavior Risk Management Committee for review. An analysis of TPI throughout the network
will be reported to the Organization’s Quality Management Council

REFERENCE

Forms
BRMC Medication/Behavior Plan Review Report, Form #1158-1

BRMC Review Minutes, Form #1158-2

BRMC Case Closing Review, Form #1160-1

BRMC Case Consultation Minutes, Form #1080

BRMC Provider Request for Case Closing, Form #1160-2

HISTORY

HISTORY
*Formerly Policy 06.07 Behavior Risk Management Committee - Adopted: September 17, 1997

Reviewed: 12/08/98, 01/03/00

Revised: 11/14/01, 09/09/03
Reviewed: 09/06/04, 10/10/05, 10/18/06
Revised: 08/15/07

Deleted: 02/20/08

*As Procedure 05.02.02 Behavior Risk Management Committee - Effective date: February 20, 2008

Revised: 11/19/09
Reviewed:
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Presenting Symptoms: Consumer presents with behavioral symptoms, including but not limited to: Aggressions
(physical and/or verbal), self-injurious behaviors, property destruction, hoarding or stealing, inappropriate sexual
behaviors, and/or elopement and similar displays that are not responding to current treatment, including psychiatric
interventions.

A
Primary clinician, in conjunction with the person centered planning team, recommends a behavioral
assessment and follows process to request and refer for Applied Behavioral Services/assessment. Referral
must include at a minimum: physical, medical or environmental causes of the behavior; and that there have
been unsuccessful attempts, using positive behavioral supports and interventions to change the behavior.

Refer back to original or
NO . .
more restrictive service

Functional Assessment: Behavioral Psychologist will conduct a functional analysis of the consumer’s
behaviors, not limited to but may include: ABC chart, reinforcement inventory, historical review of client chart,
observation, and final recommendations for treatment of the behavioral symptoms. Assessment must
include inquiries into risk of death, injury, or trauma, evidence of attempted positive behavioral support,
including amount, scope, duration.

eligibility criteria as outlined
in LifeWays Provider Manual:

YES
v

N

Behavioral Psychologist writes behavior treatment plan from recommendations and assessment. It should include minimally:

Pro active supports (examples) Reactive Supports (examples) Environmental Engineering (Examples)
Structured activity Verbal re-direction Locking of sharps, food, etc.

Engagement in activities Ignore Room arrangements

Positive reinforcement DRO Elimination of temptations

Access to preferred object or activity Physical re-direction
One on one staff time

Principles of: MANDT, Gentle Teaching, and behavior modification should be utilized to treat the condition. All interventions
will be detailed and formatted in least to most restrictive language, i.e., verbal re-direction up through physical re-direction.
Therapeutic Physical Intervention (TPI) will not be included in the behavior treatment plan. All restrictive interventions must be
approved by Recipient Rights and the Behavior Risk Management Committee (BRMC), and Consumer (if own guardian) or
Guardian.

A
Therapeutic Physical Intervention (TPI) will not be included in the behavior treatment plan but may
be added as an emergency safety plan, only to be used in extreme emergencies for cases where
behaviors are an eminent danger to self and or others. Prone takedowns are strictly prohibited,
highest level of physical intervention is a sitting basket wrap per DCH guidelines.

Continued on
Page 2



Continued
from Page
1

<Maintenance of Behavior Treatment Plan/Discharge from Service>

Ongoing education for consumer, family, and caretakers
about the nature of the behavior treatment plan

Ongoing assessment of effectiveness of behavior treatment plan should be done through the following modalities:
- monthly monitoring by the Behavioral Psychologist, with revisions as necessary to impact behavioral symptoms;
- review by the BRMC, with frequency determine by severity of risk and response to the treatment plan — but no less
than monthly.
|

- Behavioral Psychologist and Consumer Treatment Team hold PCP as often as
necessary to review and revise treatment/interventions.

- Psychiatrist may adjust medications as necessary to assist in treating the behavioral
NO-» disorder

- BRMC can be utilized for case consultation

- Behavior treatment continues until client shows response and improvement. Then refer
to “YES.”

Consumer shows
improvement and
esponse to plan?

YES

A

- Behavioral Psychologist revises as necessary to eliminate restrictive interventions as consumer progresses.
- BRMC recommends elimination of restrictive interventions after a period of 6 months without use of
restrictive interventions.

- Psychiatrist assesses for appropriateness of reductions of medications utilized for behavioral treatment

aintenance/Discharge Planning from Applied Behavioral Services is determined by PCP team, based on:
- Consumer symptom improvement

- Maintenance of improvement and after removal of restrictive interventions

- Approval of BRMC

- Pro active supports can and should be implemented into the primary clinician’s treatment plan

Consult from the Behavioral Psychologist if needed or if there is a re-occurrence of symptoms.
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Behavior Risk Management Committee
Medication/Behavior Plan Review Report

To be completed by the primary clinician:

Primary Clinician Name:

Last Name

Diagnosis (ICD-9):
Age:

Primary Provider:

O Integro O Hope Network
O Segue O Segue ACT
O Recovery Technology

O Recovery Technology ACT

Requested Review:

O Behavior Treatment Plan Monitoring
[0 Medication Monitoring

O Case Consultation

[ Case Closing

O Initial Behavior Treatment Plan

First Name

Population Type:

eCura # Date Completed
O MI Adult O Ml Child
O DD Adult O DD Child

Secondary Provider (Check all that apply)

O Physicians Unit O PICC/PICC Rewards
O Psychosocial Rehabilitation

O Individual Therapy

O Residential Home

Physician Responsible:
[ Dr. Zakia Alavi

O Dr. Satish Cham

O Dr. Violetta Galecka
O Dr. Linda Marion

O Dr. Anjali Mehta

O Dr. Princewell Onwere
O Dr. Manish Prasad

O Dr. Khawaja Rehman
O Other: (please list)

O Medication Only OBTP Only 0O Both
Target Behaviors:
Complete below for Medication Review: Complete below for BTP Review
Medication Dose Frequency Evidence of positive behavioral supports or

Has consumer’s medications changed in the past 3
months or since last review? 00 No [O Yes
Please explain

If no BTP, a goal is in PCP to address medications
given for behavior control? 0 No O Yes

Rational Supplied by Prescriber for Behavior
Management Medication 0 No [ Yes
O If No, BRMC letter given to CSM to mail to
prescriber
O No response received from prescriber
O Response received from prescriber

Goal Progress: (Complete for All)

O Goal Achieved and Discharged O Progressing According to Criteria

O Regression

O New Goal to Address Lack of Progress or Regression: Please Explain:

interventions, including the amount, scope, and
duration, tried and proved to be unsuccessful
submitted with review request by primary clinician?
ONo 0O Yes

BTP Author:

Type of Restrictions:

O Movement Restriction
O Restrictive Supervision
O Other: Give Description

Is TPI suggested for Emergency Physical
Management? 0 No [ Yes

O Progressing Less than Criteria

O New Goal Presented and Approved by BRMC

LW#1158-1
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Behavior Risk Management Committee
Review Minutes

To be completed by the Behavior Risk Management Committee

Last Name

New Consumer to BRMC Review: [0 No [ Yes
Notes from informal monthly reviews:

First Name

eCura # Date Completed

Last Formal Review Date:

Next Scheduled Formal Review:

O One Month O Three Months O Six Months
Medication Review

O Approved

O Approved w/ Recommendations

O Rejected

Notes:

Recommendations

O Needs Medication rationale

O Medication change

O Person centered planning meeting

[ Treatment goal to address medication

O Completed lab work

O Clarify diagnosis

O Coordination of care

O Other (Explain in summary)

O BRMC letter given to CSM for community physician

Summary Notes:

BRMC Evaluation of Risk:

Next Formal Review Date:

O Annually O Discontinue O Close Case
Behavior Treatment Plan Review
O Approved
O Approved w/ Recommendation
O Rejected
Notes:

Recommendations

O Modify behavior treatment plan

O Provide current intervention monitoring data
O Consult recipient rights

O Needs person centered planning meeting

O Needs new behavioral psychology evaluation
O Other (Explain in summary)

Summary Notes:

O High: At risk of hospitalization or harm to self or others
0 Moderate: Supports are appropriate to prevent hospitalization or harm to self or others. Not currently stable

with current BTP/medication regime.

O Low: Stable with current supports, BTP stable and/or medications stable or on titration schedule.

BRMC Member/Credentials

For Against | Abstain | Date

To/From BRMC
O Original to Primary Clinician
O Copy to Physicians Unit

O Copy to Recipient Rights

O Copy to Other

LW#1158-1

To/From Primary Clinician

O Original to File

O Copy to Community Physician
O Copy to Psychologist

O Copy to Other

Revised 10/13/09



[IfeWays

paths for personal growth

Behavior Risk Management Committee
Case Consultation Minutes

Consumer Name: Case No.: GAS:
Diagnosis: Physician:
Residence: Program:

Current Medications and Dose:

Reason for Review:

Previous Treatment Attempts:

CSM/Primary Clinician Date

To Be Completed By BRMC:
Review Date:
Committee Recommendations:

Rationale:

Action to be Taken: (By Whom, What, When)

Next Review Date:

BRMC Chairperson Date

LW/#1080 Revised 10/09
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PROVIDER REQUEST FOR CASE CLOSING
Consumer: Case #:
Referring Agency: Referring Clinician:

Service Requesting Closure:

Service being referred to:

Is consumer taking psychotropic medication: yes no

If yes, prescribing physician:

Is this person being referred for “Medication Only” treatment? yes no

Date consultation occurred with treating psychiatrist:

Did this consumer successfully complete treatment with your agency? yes no

Is this consumer’s mental health condition currently stable? yes no

Has the consumer received intensive services (inpatient, crisis residential) in the past year?
yes no.

If consumer is not stable, did not successfully complete treatment and/or has utilized intensive
services in the past year, record date that closing was approved by your agency’s Behavior Risk
Committee.

All recommendations for closure by the agency’s Behavior Risk Committee MUST then be
approved by LifeWays Behavior Risk Committee. Date of LifeWays BRMC review:

LifeWays Use

Date of UM consultation with treating psychiatrist:

Closing approved (provider may enter discharge event)
Medication Only Referral Accepted

Closing not approved - Requesting Person Centered Planning meeting with consumer

** Please send original to Vanessa Davidson and a copy to PSU if applicable.



Behavior Treatment Plan
Intervention Utilization Data Sheet

|IfeWays

Data Sheet Period: From Date: To Date:
paths for personal growth
Consumer Name: Consumer Number:
Primary Provider Org: Case Manager: Home:
Date of | Time of ~| Behavior causing Most restrictive Duration | Location of What led to the Location Positive Behavior that
incident | incident | = 9 o= 5 intervention intervention used of inter- | intervention behavior of behavioral terminated
285 S E for behavior vention behavior | supports used intervention
gt|@ 2 o to avoid
s 2L 8 behavior
cY Eag
=i w z
[ | Low [ | No Concerns - Continue Plan as Written Comments:
[ ] Medium [ ] Concerns - Schedule for full BRMC review
L] High [ ] Oother:
Beh. Psychologist: BRMC Chair: Vanessa Davidson Leslie Wireman, MS, LLP Exofficio,




| LIFEWAYS BEST PRACTICE GUIDELINES/ALGORITHMS - Recovery Model |

Recovery Model

The President’s New Freedom Commission on Mental health defines recovery as:

“The process by which people are able to live, work, learn and participate fully in
their communities. For some individual, recover, is the ability to live fulfilling and
productive life despite disabilities. For others, recovery implies the reduction or
complete omission of symptoms. Science has shown that having hope plays an
integral role in an individual’s recovery.”

The full report of the President’s New Freedom Commission on Mental Health can
be viewed at http://www.mentalhealthcommission.gov.

The recovery model instead of focusing primarily on symptom relief, as the medical
model dictates, focuses on restoration of self-esteem and identity, and on attaining
meaningful roles in society. The Substance Abuse and Mental Health Services
Administration (SAMHSA) recently published a National Consensus statement on mental
health recovery. The consensus statement, developed through deliberations by more
than 110 expert panelists, represents mental health consumers, families, providers,
advocates, researchers, managed care organizations, state and local public officials,
and others.

The National Consensus Statement on Mental Health Recovery is available via
SAMHSA National Mental Health Information Center at:
www.mentalhealth.samhsa.gov/publications/allpubs/sma05-4129/.

The provision of services is not enough alone to promote recovery. In order for
individuals to have fulfilling lives and be a participating member of the community they
must have their basic needs like safe and affordable housing, food and financial met.

As a LifeWays Provider your responsibilities in promoting recovery are the following: 1)
review the “llness Management and Recovery” evidence based practice toolkit
developed by the Substance Abuse Mental Health Administration (SAMHSA) and
document in the clinical record elements/components of this EBP that are being
implemented in work with consumers; 2) ensure staff attend recovery training; and 3)
document in the clinical record encouraging consumers’ active participation in working
towards their personal recovery and empowering personal responsibility over their own
lives.

The Substance Abuse and Mental Health Services Administration (SAMHSA) Center for
Mental Health Services has developed many helpful booklets that are available free of
charge to help with focusing treatment on recovery.

= Action Planning for Prevention and Recovery

These user-friendly guides can be accessed at:

LifeWays Provider Manual Rev 09/07



| LIFEWAYS BEST PRACTICE GUIDELINES/ALGORITHMS - Recovery Model |

www.mentalhealth.samhsa.gov/publications/publications browse.asp?ID=62&Sort
=Format

Other References:

Copeland, M.E. (1995-2001). Mental Health Recovery including Wellness Recovery
Action Planning. (p.1-6). http://www.mentalhealthrecovery.com/read10.html.

Copeland, M.E. (1995-2001). Appendix A: Wellness Recovery Action Plan.(p.1-2).
http://www.mentalhealthrecovery.com/appendixa.htmi

Copeland, M.E. (1995-2001). Guide to Developing a WRAP: Wellness Recovery Action
Plan. P.1-3). http://wwwmentalhealthrecovery.com/read7.html

“lliness Management and Recovery” evidence based practice toolkit developed by the
Substance Abuse Mental Health Administration (SAMHSA) can be found at the following
link http://www.mentalhealth.samhsa.gov/publications/allpubs/sma05-4129/

LifeWays Provider Manual Rev 09/07
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SUBJECT: 04.02.04 Self-Determination Practice Guideline

PURPOSE: The purpose of this practice guideline and procedure is to describe the philosophy
of self-determination and its application within the LifeWays system, and to
describe the responsibilities of each entity to ensure a successful experience for
consumers wishing to participate in self-determination.

GOVERNING AGENCY POLICY: 04.02 Clinical Program Management

VALUES AND PRINCIPLES UNDERLYING SELF-DETERMINATION

Self-determination embodies the values of person-centered planning (PCP) and is based on the
following four guiding principles that should apply to people with disabilities: 1) The freedom to
choose where to live, with whom and the development of a personal lifestyle; 2) The authority
to control the supports provided and the money that is spent on the individual's behalf; 3) The
support to develop a life dream and reach toward that dream; and 4) The responsibility to use
public funds efficiently and to contribute to the community through the expression of responsible
citizenship.

DEFINITIONS

Choice Voucher: The Choice Voucher System is one option for implementing arrangements that
support self-determination. It provides a concrete set of methods for setting up contracts and
payment mechanisms to make it possible for self-determination participants to exercise
authority over employees and budgets.

Fiscal Intermediary (Fl): An independent agency that manages the funds in the participant’s
individual budget, makes payments to providers of services as authorized, acts as an employer
agent when the participant directly employs staff, and provides the participant with support and
assistance as needed.

Primary Clinician: A person, usually a case manager/supports coordinator, who works with the
participant to develop the IPOS and manages the corresponding self-determination budget as
authorized by LifeWays and provides other assistance and support as needed.

Employee: Also referred to as a worker, direct care worker, or staff, a person that is employed
by the consumer to perform service.

Individual Plan of Service (IPOS): The plan of services and supports that will be authorized and
paid for to provide the participant with medically necessary public mental health treatment. The
IPOS may also be referred to as the Treatment Plan.

Self-determination _budget: Also referred to as Individual or Service Budget, the funding
authorized to provide the expected services and supports sufficient to implement each goal in
the amount, scope and duration identified in the participant’s IPOS.

Medicaid: A government program that provides funding for services and supports that are
deemed medically necessary to improve the consumer’s health outcomes.

04.02.04 Self-Determination Practice Guideline Page 1 of 13
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Participants: A participant is a Medicaid recipient (consumer) who is eligible for services and
supports through the public mental health system and has chosen self-determination and the
choice voucher system to exercise authority and control over their treatment.
Medical Necessity: Services authorized under self-determination must be medically necessary
for the participant, meaning the supports, services and treatment are:
* Necessary for screening and assessing the presence of a mental illness, developmental
disability or substance abuse disorder; and/or
* Required to identify and evaluate a mental illness, developmental disability or substance
abuse disorder; and/or
e Intended to treat, ameliorate, diminish or stabilize the symptoms of mental iliness,
developmental disability, or substance abuse disorder; and/or
e Expected to arrest or delay the progression of a mental iliness, developmental disability,
or substance abuse disorder; and/or
« Designed to assist the beneficiary to attain or maintain a sufficient level of functioning in
order to achieve his goals of community inclusion and participation, independence,
recovery or productivity.
Amount, Scope, Duration: What kind, how much and how often, and for how long the Medicaid
services that are listed in a person’s individual plan of service will be provided.

NOTIFICATION OF SELF-DETERMINATION

LifeWays shall provide the necessary information, education and technical assistance to
consumers/guardians and family members, employees of consumers, and service providers
regarding self-determination and applicable LifeWays policies and procedures.

LifeWays shall promote self-determination by making educational materials available at all
points of access and provider agencies. LifeWays Customer Services shall distribute the
Member Handbook to all new consumers, which includes a brief explanation of self-
determination at LifeWays. LifeWays Customer Services is available to answer questions
related to the self-determination process and can provide more detailed information to the
consumer as defined in this Operating Procedure. The LifeWays Self-Determination
Coordinator is the subject matter expert and is responsible to ensure content of all published
materials is accurate and describes the philosophy of self-determination and its application
within the LifeWays system. When changes are made to self-determination policy or
procedures either internally by LifeWays or externally by the Michigan Department of
Community Health, LifeWays shall ensure that appropriate revisions are made to the
LifeWays Self-Determination Practice Guideline and Attachments and changes are
clearly communicated in writing to participants.

Consumers can request to receive services via a self-determined arrangement upon
entry into services or at any time during the course of treatment. If a new consumer is
interested in self-determination, the LifeWays Access Center will follow the normal
procedures for eligibility and service referral and specify self-determination, after which
the LifeWays Self-Determination Coordinator will review the referral information to
initiate the self-determination process. For current consumers, LifeWays Network
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Providers shall, at the time of person-centered planning or when interest is expressed by the
consumer: 1) inform consumers of their choice to receive services under a self-determined
arrangement; 2) review, with consumers, the LifeWays brochure explaining self-determination at
LifeWays, and; 3) provide additional information, resources or refer the consumer to LifeWays
Customer Services if appropriate for additional information to assist the consumer in making an
informed decision.

AUTHORIZING SELF-DETERMINATION

Lifeways Utilization Management (UM) Team shall provide information and assistance
necessary to assist network providers, consumers and their supports in identifying available
services that the consumer may need as it relates to their individual treatment needs under
medical necessity criteria.  All consumers with Medicaid are eligible to participate in Self-
Determination. The consumer has the right to choose from qualified providers to execute the
individual plan of service. Providers may be in or out of network and must meet the
Medicaid qualifications to serve LifeWays consumers. Evidence-based practices (EBPs)
are excluded from being provided under a self-determination arrangement due to the
additional monitoring that LifeWays requires (i.e. biennial fidelity assessments, quarterly
program outcome monitoring, etc.). Flexible community resources and natural supports must
be utilized prior to utilization of LifeWays resources.

Individual treatment planning shall be conducted using a person-centered planning approach
and encouraging the utilization of independent facilitation. If a consumer chooses self-
determination, the primary clinician shall provide the LifeWays UM Team, prior to initiation of
self-determination, with the following information: 1) consumer name, 2) effective date, 3)
guardian (if applicable), 4) individual plan of service (IPOS) goals, and 6) services requested
under the self-determination model to address the identified individual plan of service goals. A
consumer may choose to self-determine all or part of their authorized services with the
exception of psychiatric evaluation, medication review, access center assessment and crisis
intervention services, psychiatric inpatient services, and evidence-based practices.

UM shall coordinate authorization requests with the primary clinician through attendance at
meetings and/or review of documentation submitted through the authorization process to assist
the clinician in identifying what supports and resources the consumer already has to meet their
needs, what needs remain unmet, and how best to meet the remaining unmet needs (net
need). UM shall follow the same eligibility criteria for service authorization under self-
determination as for in-network services.

UM shall enter authorizations into the electronic consumer information system under the Fiscal
Intermediary provider. An initial Budget Determination Summary will be created by UM from
the authorization(s) to assist the consumer/guardian, primary clinician, and Fiscal Intermediary
in establishing the self-determination budget. The Budget Determination Summary will identify
the consumer name, case number and diagnosis, the IPOS start date, primary clinician and
fiscal intermediary names, authorized services, per unit rate, total units authorized and the
total budget dollar amount per service type and in total (which are calculated by multiplying
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the unit rate by the total authorized units) for the treatment plan year. Thereafter, a complete
budget shall be created for the consumer/guardian with the support of the Fiscal Intermediary
and primary clinician to include direct service and indirect costs (i.e. employment costs, Fl
service costs, etc.) of participating in Self-Determination. The budget must be within the scope
of the authorized amounts provided in the Budget Determination Summary. The Budget
Determination Summary, in addition to the monthly budget reports provided by the Fiscal
Intermediary, shall be filed with the consumer’s IPOS as maintained by the primary clinician. If
a change to the self-determination budget or a need for additional services is identified during
the treatment period, the primary clinician is responsible for coordinating such change with UM,
documenting the change through a formal addendum to the IPOS and requesting an updated
authorization and Budget Determination Summary from UM. The consumer/guardian, with the
support of their primary clinician, fiscal intermediary, and circle of supports, shall manage their
service utilization within the established Total Self-determination budget indicated on the Budget
Determination Summary.

CONTRACTS AND AGREEMENTS

Once a consumer has requested participation in self-determination and the self-determination
budget has been authorized, the Fiscal Intermediary shall initiate the contracts and agreements
process. The following outlines the documents required to complete the self-determination
enrollment:

1. Self-Determination Agreement — Also known as the Choice Voucher Agreement, a
signed agreement between the consumer and LifeWays. The agreement outlines the
purpose of the program and clearly defines LifeWays and the consumer’s responsibilities
while the consumer is enrolled in self-determination.

2. Employment Agreement — A signed agreement between the consumer and the
employee. The agreement outlines the services to be provided, the rate of
reimbursement, the employee responsibilities, and other employer-employee
agreements necessary to facilitate the employment process.

3. Medicaid Provider Agreement — A signed agreement between LifeWays and the
employee or organization serving the consumer under the Employment Agreement. The
agreement outlines the provider’s responsibilities per Medicaid regulations and LifeWays
standards.

4. Staffing Agency Agreement — A signed agreement between the consumer and a
provider agency. The agreement outlines the services to be provided, the rate of
reimbursement, the responsibilities of the provider, and other agreements necessary to
support the consumer in the self-determination model.

5. Ethical Standards — An attestation signed by the employee to ensure ethical
standards are followed during service delivery.

Once these above agreements are fully executed (signed by all parties), a copy shall be sent
from LifeWays to the primary clinician to file with the consumer’s individual plan of service
(IPOS). The primary clinician is responsible for assisting the Fiscal Intermediary with the
agreement process, which may include coordinating the necessary signatures and ensuring all
parties receive copies of respective agreements. Ideally, all agreements should be fully
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executed prior to the start of service. Copies of all agreements shall be retained by the primary
clinician in the consumer record and by the FI in the employment record.

LifeWays contracts for Fiscal Intermediary services. The contract between LifeWays and the
Fiscal Intermediary outlines respective roles and responsibilities as well as the method of
reimbursement. The LifeWays Provider Manual is an attachment to this contract and is available
online at www.lifewayscmh.org.

SERVICE CLAIMS/TIMESHEETS

In accordance with the Employment Agreement and/or Staffing Agency Agreement, the provider
shall submit an invoice or time sheet to the consumer/guardian for review and approval
signature. The consumer/guardian shall submit the invoice or time sheet to the fiscal
intermediary for processing. The provider is responsible for ensuring they are requesting
payment for services as outlined and authorized within the consumer’s IPOS at the rate agreed
upon within the Employment or Staffing Agency Agreement.

Time sheets must be approved by the consumer/guardian or an authorized representative.
LifeWays strongly encourages the consumer/guardian to maintain this responsibility. If the
consumer/guardian chooses to delegate the responsibility of approving time sheets to a
designated representative, this arrangement must be outlined in a written agreement and
provided to the Fiscal Intermediary. A designated representative should not be a person who
financially benefits from the authorization of time sheets. It is preferred that an authorized
representative be a natural support to the consumer (i.e. friend, family member). Staff shall not
approve their own time sheets.

The FI then submits a service claim to LifeWays for reimbursement through an electronic 837-
File format and is responsible for ensuring a “clean claim” is submitted. If an 837-File format is
used, the LifeWays Information Systems team will coordinate importing of the claims detail into
the electronic consumer information system for processing. Clean claims will be paid within
thirty (30) days of submission.

A clean claim meets all of the following criteria:

1. The service that constitutes the claim has been authorized.

2. The service that constitutes the claim must be reimbursable as defined in the
Employment Agreement or Staffing Agency Agreement and Medicaid Provider
Agreement.

3. The service claim submitted to LifeWays is received within ninety (90) calendar days of
the date of service.

4. The service claim submitted to LifeWays is without errors (i.e. correct service code, not a
duplicate claim), and all required data elements associated with the specific claim are
present and in standardized format (837-File format).

5. The service claim submitted to LifeWays is at a reimbursement rate equal to or less than
the LifeWays issued rate for that service; any overage requested shall be denied.
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6. The service claim submitted to LifeWays is for service provided to the consumer. Non-
service related expenses, such as vacation or bonus pay, shall be denied.

If necessary, an invoice shall be submitted to LifeWays instead of a service claim for
employment related costs, such as Worker's Compensation. The Fiscal Intermediary is
responsible for assisting the consumer is managing employer related costs and shall have a
process for building these indirect costs into the consumer’s budget.

The FI may dispute a denied claim by contacting LifeWays Customer Services to initiate a
formal appeal. (Reference: LifeWays Provider Manual, Customer Services: Grievance and
Appeals Process)

SELF-DETERMINATION BUDGET MONITORING

Once the consumer’s self-determination budget has been established by LifeWays UM through
the authorization process, all parties involved in self-determination have a responsibility to assist
in monitoring utilization to ensure the consumer’s treatment expenses do not exceed the total
self-determination budget.

Specifically, the Fl is responsible for meeting with the consumer, initially, to review their IPOS
services and associated expenses, including Fl service fees and other related expenses that the
consumer must anticipate. It is the FI’s primary responsibility to provide a monthly budget report
to the consumer to assist the consumer in properly managing their self-determination budget.
The FI must notify the consumer/guardian, primary clinician, and LifeWays in writing when: 1)
the consumer is projected to be overspent before the end of the IPOS period, and/or 2) the
consumer is overspent and claims will no longer be paid. LifeWays will not pay for expenses,
direct or indirect, that exceed the Total Self-determination budget.

It is the consumer’s responsibility to review the budget reports prepared by the FlI and make a
concerted effort to stay within the parameters that were set by LifeWays to prevent
overspending or spending at a faster rate than authorized. The self-determination budget is
based on medical necessity to provide the amount, scope and duration of service to meet the
consumer’s treatment needs. Using services at a higher intensity than requested at the time of
treatment planning is inappropriate and may expend funds before the treatment period is over.
Consumers may be flexible with their spending in regards to units used within a service type,
but only within labor laws and medical necessity. Once the self-determination budget is
expended, no further services will be reimbursed by LifeWays for the treatment period; however,
the consumer shall continue to receive services from their employee(s). If a consumer
consistently inappropriately manages the self-determination budget, LifeWays may recommend
alternative arrangements through a person-centered planning approach, which may include
authorizing in-network services instead of self-determination arrangements. Continuity of
service shall be ensured during a transition from self-determination to in-network services. The
consumer may appeal a decision to terminate a self-determination arrangement through the
Grievance and Appeal process by contacting LifeWays Customer Services. LifeWays may
decline any request for self-determination participation if there are significant concerns
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that may impede the consumer from being successful or if the self-determination budget
is so small that the FI fee would comprise a large percentage of the budget. In these
situations, it would be recommended that the consumer obtain services through an in-
network provider and not through a self-determined arrangement.

It is the primary clinician’s responsibility to support the consumer in monitoring their self-
determination budget, which includes reviewing the consumer’s service array and assisting the
consumer in making necessary adjustments in usage to prevent over-expenditure. If medically
necessary, the primary clinician should request additional services from LifeWays Ultilization
Management.

It is LifeWays responsibility to facilitate all parties in appropriately monitoring and managing the
self-determination budget and to provide necessary education to ensure the consumer is
receiving adequate care to achieve their treatment outcomes.

Individuals providing services under self-determination are expected to adhere to
LifeWays Ethical Standards and Medicaid regulations. The self-determination program is
NOT exempt from laws governing Medicaid funding. The LifeWays Corporate
Compliance Committee shall investigate complaints of suspected fraud and abuse within
the Self-Determination program.

Repayment of paid claims may be required of the service provider (employee or provider
agency) if, during the course of an investigation/review conducted by LifeWays, it is
determined that:

1) There is no documentation to support a LifeWays paid claim;

2) Service delivery did not address the goal(s) of the treatment plan;

3) Thereis no treatment plan goal to support the service; and/or

4) Thereis no current treatment plan for the date of service billed.
LifeWays will seek recoupment of paid funds if any of the above reasons are
substantiated. Written notification will be sent to the consumer/guardian, service
provider, Fiscal Intermediary and LifeWays Finance. The Fiscal Intermediary shall
withhold the total amount from the provider's next payment. LifeWays Finance shall
withhold the total amount from the next provider pay to the Fiscal Intermediary. If
necessary and appropriate, the provider can request a repayment plan with the Fiscal
Intermediary, which should also be communicated to LifeWays Finance if Fl provider pay
withholding should reflect the same schedule.

HIRING QUALIFIED EMPLOYEES

The consumer is the employer under the self-determination model and has the right to choose
their employees and direct and supervise their work. Employment Agreements and/or Staffing
Agency Agreements document the terms and conditions of employment. The consumer is
primarily responsible to ensure their employees are qualified and competent by requiring the
following minimum hiring standards be satisfied as a pre-condition of employment:
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Not excluded from program participation by LifeWays, Medicaid or Medicare;

At least 18 years of age at the time of hire;

Able to prevent transmission of communicable disease (infection control/blood borne

pathogens training);

4. Able to communicate expressively and receptively in order to follow individual plan
requirements and beneficiary-specific emergency procedures, and report on activities
performed;

5. Not currently under jurisdiction of the court. If there is a previous conviction, it

cannot be related to the scope of their employment responsibilities, and the

consumer must sign a statement of acknowledgement. For services to children,
the provider cannot be a conviction felon as evidenced by a criminal background
check;

Must act within the scope of practice defined by their professional license;

Have a valid driver’s license and appropriate insurance to operate motor vehicles used

to provide transportation as appropriate.

wnN =

No

Consumers as employers must adhere to labor laws and ensure their employees receive the
required initial and ongoing trainings as described below. The FI can provide further assistance
to the consumer regarding the hiring process. The consumer is encouraged to review “Hiring
and Managing Personal Assistants” a publication by The Arc Michigan (1-800-292-7851).
LifeWays reserves the right to exclude a practitioner or organization from becoming an
employee or staffing agency under self-determination if issues of non-compliance with Medicaid
regulations are substantiated.

TRAINING REQUIREMENTS

The consumer is responsible for assisting their employees in obtaining required training. All
employees must receive, minimally, training in Recipient Rights, Infection Control/Blood Borne
Pathogens, HIPAA, Grievance & Appeals, Self-Determination, and other training as identified in
the consumer’s individual plan of service. Employees providing in-home services must also
obtain certification in CPR & First Aid and Medication Administration training (if passing
medications). Medication Administration training may be obtained by a qualified resource (i.e.
Pharmacist, Registered Nurse, Physician, etc.). Training may be provided by LifeWays or
external training resources.

LIFEWAYS RESPONSIBILITIES

e LifeWays Self-Determination Coordinator and Customer Services shall be responsible
for ensuring educational materials regarding self-determination are available to network
providers, consumers and the public.

e LifeWays shall provide technical assistance and training as needed to participants
(consumers, guardians, employees of consumers, fiscal intermediary staff, etc.)
regarding roles and responsibilities under self-determination and applicable LifeWays’
policies and procedures.
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e LifeWays shall ensure compliance with self-determination policies and procedures and
Medicaid regulations via a comprehensive compliance audit no less than every two (2)
years (i.e. Certification Review, Billing Verification Review). This audit will include
review for evidence of compliance with employee qualification standards. Funds paid to
unqualified employees may be subject to repayment to LifeWays.

e LifeWays Contract Team shall be responsible for development and enforcement of
contract documents, to include: 1) the Self-determination Agreement between LifeWays
and the consumer/guardian, 2) the Service Contract between LifeWays and the Fiscal
Intermediary service provider, and 3) the Medicaid Provider Agreement between the
employee and LifeWays.

e LifeWays UM shall be responsible to monitor documentation of service provision through
case reviews or the service authorization process to ensure medical necessity is
present. Funds used in excess of the authorized self-determination budget may be
subject to repayment to LifeWays by the Fiscal Intermediary. Funds unsupported by
medical necessity may be subject to repayment to LifeWays by the service provider.

e LifeWays UM shall advise consumers and providers on person-centered planning
principles to ensure the appropriate information is obtained to determine medical
necessity for services.

e LifeWays UM shall develop the individual self-determination budget based on authorized
services.

e LifeWays UM Team shall receive a monthly budget report from the Fiscal Intermediary
for each self-determination consumer and is responsible to review said reports and
facilitate communication regarding potential budget overages. However, the Fl is
primarily responsible to communicate potential overages in writing to the
consumer/guardian and primary clinician.

- LifeWays shall ensure appropriate training opportunities are available to employees
providing direct care and treatment. Costs associated with employee training that is not
available through LifeWays may be submitted for payment to the Fl from the consumer’s
self-determination Budget.

e LifeWays Quality Management Team is responsible to monitor and report self-
determination quality indicators to include demographics of the self-determination
population and cost effectiveness of the model.

e LifeWays is the trustee of the funds that support the LifeWays self-determination
process, and any remaining funds within the consumer’s individual self-determination
budget at the end of the IPOS period shall remain with LifeWays.

PRIMARY CLINICIAN/EMPLOYEE RESPONSIBILITIES

e The primary clinician shall be responsible to support and monitor the development and
implementation of an Individual Plan of Service (IPOS) using person-centered planning
principles and shall adhere to requirements outlined within the Michigan Mental Health
Code, Medicaid Provider Manual, and LifeWays Provider Manual. Evidence of pre-
planning and PCP meetings is expected.
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e The primary clinician shall develop measurable goals with the consumer and ensure
services are being provided in accordance with the IPOS and authorized services.

e The primary clinician shall contact LifeWays UM prior to the initiation of any change in
service.

e The primary clinician shall notify LifeWays if an amendment to the IPOS is needed to
supplement the consumer’s treatment based on medical necessity.

e The primary clinician shall ensure that necessary treatment authorizations are current
before service is provided.

e The primary clinician shall be primarily responsible to coordinate the consumer’s
treatment under the self-determination model.

e The primary clinician shall ensure that the consumer/guardian has the support needed to
hire qualified and competent employees.

e The primary clinician shall be responsible for assisting with the agreement process,
which may include coordinating the necessary signatures and ensuring all parties
receive copies of respective agreements.

e The primary clinician shall assist the consumer in monitoring self-determination
expenses through the monthly self-determination budget reports provided by the FI.

e Providers serving the consumer shall document their services in accordance with
Medicaid documentation standards. For community living supports, checklists are
acceptable forms of documentation, but shall not be the sole documentation maintained
by the provider.

* Providers serving the consumer shall ensure their services are provided in accordance
with the IPOS and service authorizations.

e Employees serving the consumer have a duty to treat as authorized at the determined
level of care (amount, scope, duration) until the consumer meets discharge criteria,
declines service, or a referral is accepted by another service provider.

FISCAL INTERMEDIARY (FI) RESPONSIBLITIES

e The FI shall assist the consumer in the employment process to ensure hiring of qualified
employees, including the completion of a criminal background check.

e The FI shall be responsible for initiating an Employment Agreement or Staffing Agency
Agreement between the consumer/guardian and the provider. However, the
consumer/guardian is responsible for its enforcement as the employer.

e The FI shall facilitate the execution of all required agreements between participants and
providers before paying claims.

e The FI shall not pay unqualified employees. A qualified employee is defined as an adult
who is in good standing with the law (not currently under jurisdiction of the court)
with no prior convictions related to scope of their employment responsibilities.
For providers of services to children, background must be free of any felony
convictions. Additionally, the provider must have received a high school diploma or
equivalent, and the required trainings.

e The FI shall not pay employees who have not provided evidence of receiving required
training.
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 The FI shall ensure there is a current authorization before any service is paid. LifeWays
shall deny payment of claims with no authorization.

e The Fl is responsible to ensure claims are submitted to LifeWays within ninety (90) days
of date of service. LifeWays shall deny payment of claims received from the FI more
than ninety (90) calendar days from the date of service.

* The FI shall negotiate an appropriate monthly Fl service fee with LifeWays based on the
array of services that will be provided to the consumer.

e The FI shall meet with each consumer/guardian at the initiation of self-determination to
provide basic education about the self-determination program and: 1) review Fl services;
2) review budget report format and schedule; 3) facilitate the completion of relevant
paperwork; 4) assist with employment process, and 5) to answer questions.

e The FI shall be primarily responsible for any communication necessary for all
participants to appropriately manage the individual self-determination budget.

e The FI shall provide a monthly budget statement of spending to consumer/guardian,
primary clinician, and LifeWays. Said budget statement shall minimally include: 1) a list
of authorized services for the treatment period and the related budget amount; 2) an
accounting of current month expenditures; 3) an accounting of year-to-date
expenditures; and 4) remaining budget balance by service and in total. The FI may also
choose to provide the average spending per month to assist in projecting potential
overspending if expenses continued at the same rate through the end of the treatment
period.

e The FI shall notify the consumer/guardian, primary clinician, and LifeWays in writing
when: 1) the consumer is projected to be overspent before the end of the IPOS period,
and/or 2) the consumer is overspent and claims will no longer be paid.

e The FI shall be available to the consumer/guardian to answer questions and advise
participants when requested.

= The Fl shall participate in an annual reconciliation process with LifeWays, which includes
providing annual statements for each consumer’s budget detailing the total budget and
amount spent to assist in identifying discrepancies and confirm the total expenses of the
self-determination program.

CONSUMER/GUARDIAN RESPONSIBLITIES

e Consumers and/or their legal guardians have the right to choose, direct and supervise
the employee/staffing agency providing authorized services.

e Consumers/guardians shall be supported in the employment process by the primary
clinician.

e Consumers/guardians shall ensure that employees meet basic requirements, including:
1) a criminal background check that is absent of a felony conviction related to
employment responsibilities, or in the case of services to children, absent of any
felony convictions, and; 2) a high school diploma or equivalent.

e Consumers/guardians are responsible for assisting their employees in obtaining required
trainings. Consumers/guardians shall be primarily responsible to enforce all agreements
made within the Employment Agreement or Staffing Agency Agreement.
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e Consumers/guardians shall participate in person-centered planning to direct their
treatment and develop measureable goals to support the authorized services.

« Consumers/guardians shall not pay employees more than the established LifeWays rate
(per unit or per diem/day) identified in the Budget Determination Summary.

e Consumers/guardians shall monitor service authorizations and the expiration dates to
ensure service is provided within authorization parameters. The Fl and primary clinician
shall support the consumer in this responsibility. The consumer/guardian and the
primary clinician shall ensure there is a current authorization before any service is
provided, and that re-authorizations are requested when necessary.

e Consumers/guardians shall use the self-determination budget appropriately to pay
employees for direct care or service delivery as documented in the IPOS and authorized
services or for employment related costs, such as worker’s compensation, FICA, training
costs, and Fl fees.

e Consumers/guardians shall not use the self-determination budget to pay employee
bonuses or vacation/sick pay, as the funds are only allowed to be used for actual service
provided to the consumer similar to a fee-for-service model.

e Consumers/guardians shall abide by all applicable labor laws. If overtime pay is
necessary, the consumer/guardian shall ensure that the total expenses remain within the
authorized self-determination budget for the treatment period, as overtime pay may
cause the consumer to spend the self-determination budget more quickly than initially
planned. Overtime pay does not justify a self-determination budget being over-spent.

e Consumers/guardians shall ensure that documentation of treatment provided is
consistent with the IPOS goals and authorized services.

e Consumers/guardians shall ensure the self-determination budget is spent according to
the authorized amount, scope, and duration identified in the IPOS to prevent under or
over spending. If it is determined that the consumer consistently inappropriately
manages their self-determination budget, LifeWays reserves the right to recommend
alternative arrangements through a person-centered planning approach, which may
include in-network services instead of under a self-determined arrangement.

e Consumers/guardians shall provide feedback to LifeWays, the primary clinician, and/or
the fiscal intermediary on their satisfaction with the FI services, the self-determination
arrangement, and their achievement of treatment outcomes.

REFERENCES
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MDCH Self-Determination Policy and Practice Guideline, July 2003

MDCH Choice Voucher System: Self-Determination Technical Advisory Version 2.0,
September 2008

“Hiring and Managing Personal Assistants” by The Arc Michigan
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Self-determination Process Flow Chart
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Self Determination Process
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Legend:

FI: Fiscal Intermediary

IPOS: Individual Plan of Service
LW: LifeWays

PCP: Person-Centered Planning
SD: Self-Determination
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COMMONLY ASKED QUESTIONS ABOUT
SELF-DETERMINATION

What is Self-Determination?

Self-determination is a way for people to make choices
about their mental health care. Within Medicaid rules
and available funds, the consumer/guardian decides:

1) Who will deliver the services they need;

2) What kind of help their chosen provider will
deliver,;

3) How often they need help;

4)  When they need help; @

5) The cost of services (agreed to by the @
consumer/guardian with their provider of choice
within the available budget).

This sounds too good to be true. What's the catch?

Medicaid rules still apply to self-determination. That
means “medical necessity” must be proven. Medical
necessity is the scope (what kind), amount (how much
and how often) and duration (for how long) of services
a person needs based on their current mental health
condition. When a request for services is submitted to
LifeWays, the medical necessity of those services is
reviewed. There must be written proof that without the
requested service(s), the consumer’s condition would
worsen.

Medicaid is the “payer of last resort”. This means that
all other natural and community supports must be
used before Medicaid will pay for a service. Examples
of other supports may include: Department of Human
Services' chore provider services, Community Action
Agency literacy services, and Michigan Rehabilitation
Services supported employment.

Revised 3/2011
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Am | limited in who | can choose to deliver my services?

Consumers participating in Self-Determination may
hire any willing and qualified provider. Providers hired
under self-determination, must:

1) Be free of communicable (contagious) diseases;

2) Not have any felony convictions (if provider will be /

delivering services for a child);

Not be a convicted felon who is either still under
jurisdiction or one whose felony does not relate to J
the kind of duty he/she would be performing IF the

consumer/guardian a Criminal Background Check
Waiver (if provider will be delivering services for
an adult);

A\
= )

\

-

V4

3) Provide proof of correct licensure/degree (and/or \
supervision);

4) Complete required training and provide written
proof of training to the consumer-employer. The
cost for provider training will come from the
consumer’s self-determination budaet.

What help is available to learn how to hire staff and become an employer?

“Hiring and Managing Personal Assistants” is
available for free from The Arc Michigan. This
booklet offers helpful information about how to
find, interview and hire employees. It explains the
consumer’s role as an employer. It also explains
the role of the Fiscal Intermediary in assisting
with  employment responsibilities. Copies of
“Hiring and Managing Personal Assistants” are
available at The Arc Michigan:

1)  Call The Arc Michigan toll-free at: (800)
292-7851

2)  Write to The Arc Michigan at:
1325 S. Washington Avenue
Lansing, Ml 48910 or

3) Visit the Arc Michigan website at:
http://www.arcmi.org

Revised 3/2011



What kind of paperwork is needed to start Self-Determination?
Note: These documents must be completed before services begin under a self-
determined arrangement.

Person-Centered Plan: The Person-Centered Plan is the basis on which the self-
determination budget is built. In planning services, the consumer says what their
goals for treatment are. A clinician (typically a therapist or case manager), translates
the consumer’s hopes, dreams and desires into a formal Person-Centered Plan. It is
vital that the consumer direct this process. The consumer decides what goals they
want to work on, who they would like to attend their planning meeting, and where the
meeting will take place. Free Independent Facilitators can help with this process at
no cost to the consumer. To find out more about Independent Facilitation, contact
LifeWays Customer Services at (517) 780-3332 or toll free at (866) 630-3690.

Self-Determination Agreement:

(also known as a Choice Voucher
agreement)

This agreement is between
LifeWays and the consumer. It
details the responsibilities of the
consumer and LifeWays in self-
determination.

Medicaid Provider Agreement: This
agreement is signed by each
provider chosen by the consumer to
deliver their services. It is an
agreement to abide by Medicaid
rules. This agreement should be
signed before services begin under
self-determination.

Employment Agreement or  Staffing
Agency Agreement: This agreement is
between the consumer and the provider
they have chosen to deliver their services.
This agreement details consumer and
provider responsibilities. It tells the rate of
pay agreed to by the consumer with their
chosen provider. The agreement also tells
how the employment relationship may be
ended.

Additional information may be included if
the consumer chooses to do so. The
consumer may describe specific rules,
including the dates and times during which
services will be provided. This agreement
can be changed at any time as agreed to
by both parties. This agreement can be
ended by either party with the amount of
notice written in the agreement.

EIN (Federal Employer Identification Number): The consumer must obtain a Federal
Employer Identification Number (EIN), if they choose to hire a person who is not
employed by a company (an individual). The EIN is needed for the consumer to
legally “hire” an individual and for the Fiscal Intermediary to pay that person, handle
taxes, Worker's Compensation and other payroll functions. The consumer’s Fiscal
Intermediary will assist the consumer in getting an EIN if it is needed. Consumers
who hire a person who will provide their services through a company will probably
not need to obtain an EIN. People who work for a company already have an
employer who is handling payroll functions.

Revised 3/2011



What is a Fiscal Intermediary?

All consumers choosing self-determination must have a Fiscal
Intermediary (FI). An Fl is an accountant. For a fee, the FlI
handles payroll responsibilities for the consumer-employer (pays
providers, handles Worker's Compensation and payroll taxes, \
supplies employee payroll forms, etc.) The Fl is responsible for !r
paying consumer providers based on the Employment

Agreement signed by the consumer and provider and time “

sheets submitted by the provider. The Fiscal Intermediary also

provides each self-determined consumer with a monthly budget
status report.

The self-determined consumer (and guardian if there is one)
meet with their Fiscal Intermediary at the start. At this meeting,
the consumer/guardian will review and sign needed paperwork.
The Fiscal Intermediary will explain the services they provide
and how much those services cost. The Fiscal Intermediary can
help the consumer negotiate service rates with their providers.
Lower rates allow the consumer to make the most of their
service benefit using available budget dollars.

What are some of the consumer/guardian’s responsibilities under Self-
Determination?

1) Keep an eye on your budget to make sure it is not
overspent. (The Fiscal Intermediary provides
monthly spending reports to assist with this.)

2) Make sure workers’ time sheets are correct before
sending them to the FI. If you submit time sheets
that you know are not true, you could be charged

" with Medicaid fraud.

3) Get an Employer Identification Number (EIN), with
the help of the Fiscal Intermediary, when the
person who will be delivering services does not
work for a company.

4) Actively take part in person-centered planning,
sharing desired goals of treatment with the people
who are helping write the person-centered plan.

Revised 3/2011



How does the self-determination “budget” get decided?

The primary clinician sends consumer goals to LifeWays.
LifeWays Utilization Management staff review this
information to determine “medical necessity”. Once
medical necessity is determined, the costs for all clinical
services are added up. The total equals the consumer’s
self-determination budget.

The fees for Fiscal Intermediary services must come from
this budget.

A budget is developed when a new Person-Centered Plan
is created. It is updated when an existing Person-
Centered Plan is changed. Money from a budget that was
not fully spent may NOT be carried forward into a new
treatment plan year.

Are consumer rights protected under Self-Determination?

Yes! Recipient Rights, as defined in the Michigan
Mental Health Code, are protected under self-
determination. If a Recipient Rights violation is
suspected, it should be reported, right away, to
LifeWays Office of Recipient Rights at (866) 630-3690
or (517) 789-1200. All consumers of mental health
services have the right to be treated with dignity and
respect, to receive treatment suited to their condition,
to be free from abuse and neglect, and many other
rights.

Consumers have the right to grievance and appeal as
described in the LifeWays “Grievances & Appeals”
brochure available from LifeWays Customer Services.

Consumer rights are protected under Civil Law.

Providers are required to follow ethical standards
required by their licensing/certification.

If you have questions about self-determination, please feel free to contact
LifeWays Customer Services at (517) 780-3332 or toll-free at (866) 630-

|IfeWays

Community Mental Health ,
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LifeWays Self Determination Program — Training Requirements

Training Required For Frequency Resource Mode Required
By
1. Recipient Rights | All Initial and LifeWays, Office of Initial - Classroom MDCH
Annual Recipient Rights Instruction
517-780-3332 Annual — RR “Fair”
2. HIPAA All Initial LifeWays Online Self Study Materials MDCH
http://www.lifewaysc
mh.org/events.htm|
3. Grievances & All Initial LifeWays Online Self Study Materials MDCH
Appeals http://www.lifewaysc
mh.org/events.htm|
4. Infection All Initial American Red Cross Classroom MDCH
Control/Blood www.redcross.org Instruction or Online
Borne Pathogens Learning
or Other Qualified
Resource
5. Trained in the All Initial and As Contact Primary Face to Face MDCH
treatment plan Treatment Plan | Clinician or Subject Instruction
of the consumer Updated Matter Expert
being served
6. First Aid All — basic Initial Contact a Qualified Self Study Materials MDCH
knowledge Resource
Direct Care Staff | Initial and American Red Cross Classroom LifeWays
— First Aid Before www.redcross.org Instruction
certification Expiration
7. First Aid Direct Care Staff | Initial and American Red Cross Classroom LifeWays
Certification Before www.redcross.org Instruction
Expiration
8. Medication Direct Care staff Initial and as Qualified Resource — Face to Face MDCH
Administration if service delivery | Med Regimen MD, RN, LPN, Instruction
includes meds Changes Pharmacist
9. Crisis Prevention | Direct Care staff Initial Certified CPI Classroom MDCH
Institute (CPI) serving Instructor Instruction
Behavior consumers with a WWW.crisisprevention.
Management Behavior com (Contact
Training Treatment Plan LifeWays to find local
(BTP) trainer 517-780-3332)
10. Self Consumers, Initial FI Provider New Enrollment MDCH
Determination — | Guardians and and/or Orientation
Consumer/ In-Home Staff
Guardians and LifeWays Online PowerPoint
Staff http://www.lifewaysc Presentation for Self
mh.org/events.html Study
11. Self Case Managers, Initial LifeWays, Self Classroom LifeWays
Determination — | Supports Determination Instruction
Primer for Coordinators Coordinator
Primary and/or
Clinicians LifeWays Online PowerPoint
http://www.lifewaysc Presentation for Self
mh.org/events.html Study
12. CAFAS Clinicians Serving | Initial and Every | LifeWays, Clinical Classroom MDCH
Children Age 7- 2 Years Director Instruction

17

517-780-3332

Rev. 4/15/11
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= Operating
Principles

Freedom
To live your life the way you want.
Responsibility
To follow State and Federal laws.

To control a set amount of money to
purchase support services based on
your person-centered plan.

To use public dollars wisely.

Authority

To control the way you receive your
services.

Support

To get the help you need.

LIfeWays

Community Mental Health

For More Information
Contact:

Customer Services
1200 N. West Avenue
Jackson, Michigan 49202

Phone: (517) 780-3332
Toll-Free: (866) 630-3690

TDD/TTY: (517) 789-2492

Michigan Relay: (800) 649-3777

Revised 03/2011

What is Self-
Determination?

It’s about choice

and control.
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What is Self -
Determination?

Under a Self-Determination
arrangement, you can hire your own
workers and manage your services
within a set budget.

You have choice and control over
services.

Your Case Manager/Supports Co-
ordinator supports you to self-
direct the services you choose.

You are the employer of record
with a Fiscal Intermediary paying
your worker(s) for services.

You directly hire, fire and super-
vise your workers.

You set your worker’s schedule.

You decide what to pay your
workers (within LifeWays rate)

How Does
Self-Determination
Work?

You make choices about the goals
you would like to work on when
creating your Person-Centered
Plan.

You determine who you want to
help you reach your goals.

Your family and friends can help
you with decisions to make sure
that your health and safety needs
are met.

After you have a plan for what
you need, a budget is developed
based on those services.

You manage your individual
budget (with help from your Case
Manager/Supports Coordinator
and Fiscal Intermediary).

How do You Begin
Self -

Determination?

It starts with your Person-Centered Plan.
At your next Person-Centered Plan meet-
ing, tell your Case Manager or Supports
Coordinator that you are interested in
Self-Determination.

Important to Know

Medicaid rules still apply under self-
determination. That means:

Services must be medically necessary:

The kind, amount and length of
service must be supported by your
condition

Your condition would worsen
without the services

All other natural and community sup-
ports must be used before Medicaid
will pay for a service.

Services must be supported by docu-
mentation.



LIFEWAYS OPERATING PROCEDURE
CLINICAL SERVICES

SUBJECT: 05.01.01 Practice Guideline Development

PURPOSE: The purpose of this operating procedure is to detail the process used for development and
adoption of Practice Guidelines for the LifeWays Network. The guidelines establish
standards of care for clinical practice that are based on current reasonable scientific
evidence, address standards for medical necessity, and can be readily adopted into the
LifeWays Network

GOVERNING AGENCY POLICY: 05.01 Evidenced Based Practice

GUIDELINE DEVELOPMENT DETERMINATION

Guidelines are developed based on the following criteria: High prevalence of a diagnosis or condition,
diagnosis or condition that LifeWays is required to serve as a priority population, the priorities that MDCH
(Michigan Department of Community Health) has determined as a population to focus services on,
recommendations of service need from the Improving Practices Leadership Team Executive Committee
(IPLT) and focus group feedback or the literature supports a variety of interventions with great variation
for a diagnosis or condition. Recommendations, with supporting documentation of specified criteria for
new guideline development, are made to the LifeWays Leadership team for approval to develop the new
guideline.

LifeWays is committed to offering Evidence Based Practices (EBPs). LifeWays currently offers the
following EBPs: Supported Employment, Assertive Community Treatment, Family Psychoeducation,
Integrated Dual Disorders Treatment, Dialectical Behavioral Treatment, Multi-Systemic Therapy, and
Trauma Focused-Cognitive Behavior Therapy. These EBPs are reviewed at least once every two (2)
years by LifeWays Quality Management and Clinical Staff to ensure fidelity to the EBP Model.

EBPs are clinical and administrative services/practices for adults with mental iliness, children with serious
emotional disturbance, or individuals with a developmental disability, that have consistently produced
specific intended positive outcomes in multiple research studies that are based on the highest standard of
research, which is the randomized control trial.

Prior to becoming an EBP, the specific clinical practice or program most likely moved through the
hierarchical “Practice Rungs”, which are based on the number of research studies and the standard of
research used to conduct the studies such as randomized control trial versus anecdotal reports and
clinical opinion. It is important to note that the Usual Practice, Acceptable Practice, and Innovative/Novel
Practice rungs involve little to no research. Research usually begins at the Emerging Practice rung.

HIERARCHICAL PRACTICE RUNGS

EVIDENCE BASED PRACTICE
PROMISING PRACTICE
BEST PRACTICE
EMERGING PRACTICE
INNOVATIVE/NOVEL PRACTICE
ACCEPTABLE PRACTICE
USUAL PRACTICE

05.01.01 Best Practice Guideline Development Page 1 of 4



LIFEWAYS OPERATING PROCEDURE

CLINICAL SERVICES

PROCEDURE

DEVELOPMENT OF THE PRACTICE GUIDELINES

Practice Guidelines are developed through a review of scientific information, which addresses the current
clinical practices for assessment and treatment of a specific clinical condition. Guidelines are developed
or adopted to target high risk or high volume clinical conditions and are based on review of outcome data
of Network wide provider performance treating specific clinical conditions. A LifeWays staff person with
documented clinical expertise in the guideline content area shall coordinate the review. This review shall
adhere to the following development standards:

A

The guideline must include documentation of the following activities: Methodology for obtaining
literature sources including the date parameters of the literature used, SAMHSA Tool Kits,
SCCMHA publications on Evidence Based Practices (Saginaw County Community Mental Health
Authority) APA etc.; the processes for selecting clinical reviewers; the processes for discussion of
how the evidence is evaluated including evidentiary weighting procedures, and; the processes for
how expert opinion is linked to the evidence. A methodology for evaluating available literature
regarding consumer treatment preferences shall be provided. The process for evaluating any
available economic data should also be included.

A list of specific outcome measures used to evaluate the efficacy of the guideline shall be
included. Outcome indicators are categorized into the following areas: Clinical indicators
(symptom reduction, improved adaptive functioning); consumer indicators (improved quality of
life, consumer satisfaction), and; administrative/economic indicators (length of stay, cost of
service, utilization of more restrictive services). Defined measures shall be integrated into the
annual Quality Improvement Plan.

The guideline shall be reviewed by a broad base of practitioners and organizations that have
clinical and scientific expertise in the content areas of the guideline (IPLT Executive Committee
and community focus groups, as well as LifeWays Physician Meeting and Utilization Review
Committee). The review shall occur during the development stage and a listing of the
practitioners and organizations providing feedback shall be maintained by the Quality
Management Team. The standards must be clearly spelled out in the published guideline.

The guideline shall be reviewed by representatives of the covered populations including
primary/secondary consumers and consumer advocate groups. (population specific IPLT groups
and committees) The groups shall be specifically asked to provide feedback on the ease of
understanding of the guideline and the level of understanding of expected treatment outcome, as
well as the content of the guideline.

Guidelines shall be published in a consistent format. Published guidelines (SAMHSA, SCCMHA
guides to Evidence Based Practices, APA etc.) shall include the following content areas:
Summary of the literature review including a bibliography, a brief version for the clinician that
summarizes the key clinical decision-making guidelines and a consumer version written in
layperson language, which highlights what to expect during treatment and expected outcomes of
treatment.

The process for making any disclaiming statements about the use of the guideline shall be
specified. Utilization Management decisions are consistent with the guidelines established,
allowing for specialist review processes. It is understood that the practice guideline does not
replace clinical judgment but instead, should be used in conjunction with clinical judgment.

05.01.01 Best Practice Guideline Development Page 2 of 4



LIFEWAYS OPERATING PROCEDURE
CLINICAL SERVICES

G. Availability of credentialed practitioners to deliver the interventions specified in the guideline, the
guideline is comprehensive of all services used to treat the clinical population based on LifeWays
service arrays and meets the development standards and the clinical application criteria. Final
approval is made by the Chief Executive Officer. The completed guideline shall be sent to the
Clinical Director, Medical Director, and LifeWays Physician Committee. Recommendations shall
be forwarded to the LifeWays Chief Executive Officer for final approval.

DISSEMINATION OF THE PRACTICE GUIDELINES

All approved guidelines shall be disseminated to the LifeWays Network through incorporation into or as
an amendment to the LifeWays Provider Manual. Copies shall be available to the community through
Community Member Services upon request.

EVALUATION OF THE PRACTICE GUIDELINES

Approved guidelines shall be evaluated no less than annually. The evaluation shall consist of an updated
literature review, evaluation of the outcome data specified in the original guideline development, feedback
from practitioners using the guideline, and feedback from consumers and consumer advocate groups.
Any recommended changes to the guideline shall adhere to the development standards specified above.
At the time of implementation of the guideline the Utilization Management and Quality Management
Teams shall modify the clinical review tools if necessary to include items that address monitoring of the
specified outcomes in the guideline.

EXCEPTIONS TO THE USE OF THE PRACTICE GUIDELINES

Practitioners must request an exception to use any techniques that are not included in approved
guidelines. The request shall be forwarded to LifeWays Clinical Director and shall include a rationale for
its use and supporting scientific evidence as to its efficacy in treating the condition. It is understood that
the practice guideline does not replace clinical judgment but instead, should be used in conjunction with
clinical judgment. The Clinical Director shall forward the approved technique to a designated Utilization
Management Specialist with clinical competency in the condition being addressed. The
Specialist/Designee shall then evaluate the application of this technique relative to the authorization
request based on supporting evidence, the clinical presentation of the consumer, the consumer’s stated
preference, and the risks of utilizing the procedure. Any procedure deemed experimental shall be
approved by the Chief Executive Officer. A decision regarding use of the technique shall be made and
communicated to the practitioner in writing. The technique shall be incorporated into the methodology
section of the person centered plan

ATTACHMENTS

Attention Deficit and Hyperactivity Disorder (ADHD) Practice Guideline
Agoraphobia Disorder Practice Guideline

Bipolar Disorder Practice Guideline

Borderline Personality Disorder Practice Guideline

Conduct Disorder and Oppositional Defiant Disorder (CD/ODD) Practice Guideline
Developmental Disabilities Practice Guideline

Generalized Anxiety Disorder (GAD) in Adults Practice Guideline
Major Depression Disorder Practice Guideline

Obsessive Compulsive Disorder (OCD) Practice Guideline

Personality Disorder in Adults Practice Guideline

Phobia Disorder Practice Guideline

05.01.01 Best Practice Guideline Development Page 3 of 4
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Post Traumatic Stress Disorder (PTSD) Practice Guideline
Psychotic Disorder Practice Guideline

HISTORY

Effective date: January 24, 2001

Revised: 04/08/04, 4/17/09
Reviewed:
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PRACTICE GUIDELINES - ADHD

Presenting Symptoms: Inattention, impulsivity, and excessive motor movements that
generalize across setting, informant, and time.
Diagnostic Hypothesis: ADHD
(Consumer determined to be CMH eligible from Chart A.)

Refer back to school,
NO community or informal

as outlined in service
natural supports.

descriptions?

YES
v
Diagnostic Evaluation
Scales School [nformation Rule Out Exams
Child Behavior Checklist Conner’s Teacher Rating Scale Medical Evaluation
Conner’s Parent Rating Scale School History/Testing Information Neurological Exam

Learning Problems

!

Clinical Interview: Include historical, environmental, functional, and presenting data. Interview family members,
significant others, and care providers if applicable. Gather school information regarding concentration,
motivation, interest, peer relationships, and attendance.

Assess for alternate or co morbid conditions: Anxiety, OCD, PTSD, ODD, Conduct Disorder, Bipolar, etc.

Confirmed ADHD
per DSM-IV?

Refer to appropriate treatment for
diagnosis or further testing if needed.

YES

Referral for psychiatric evaluation
(stimulants). NOTE: Clinician must
NO-»  provide ongoing coordination with
psychiatrist re: progress and any
treatment modification.

amily doctor is willing ta
prescribe medication?

YES

v v

. . Natural Support/Life Domain
Sign releases for coordination of Evaluation - ELP/PCP

care. Forward assessment results.

Offer/provide educational
resources regarding diagnosis
and refer to community supports.
Inform about accessing crisis
services or future services if
needed.

Child/Family
equire additional supports and
treatment beyond diagnosis,
nedication, education, and
of-natural supports?

YES

Treatment
See Page 2
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PRACTICE GUIDELINES - ADHD

Continued
from Page
1

Therapeutic Treatment Approaches for Children with ADHD

A A

Behavioral Interventions

e Assess problematic behaviors

¢ |dentify environmental conditions,
antecedents, and reinforcers of
behavior

Parent Psychopathology?

YES

v

Coagnitive Techniques

Recommended for Co Morbid pharmacotherapy

Conditions Only

Refer parent for appropriate

Individual
Therapy

Psychiatric evaluation for

70% benefit w/ medication (per
established medication algorithms.

Play Therapy

Psycho-education (Include child when appropriate)
Reading material re: diagnosis

Medication, side effects, dosing schedules
Support groups

Parent Management Training (Parenting Wisely)
Modeling by clinician

Developmental challenges

Advice to improve child’s academic & behavioral functioning

4
Train parents to implement contingency-management
programs in the home

treatment

¢ Token economies

¢ Time outs

¢ Rewards & Consequences

v

Educational Interventions

(daily “report cards,” homework folder, etc.)

e Suggest behavioral interventions for classroom
¢ Facilitate positive communication between parent/school

e Assess need for tutoring, special education evaluation

Interventions
Effective?

YES

v

Maintenance/Discharge
Planning

LifeWays Provider Manual Rev. 9/09

NO—»

Behavioral Professional
Short-term intervention (BTP)
home and/or school

Intensive Interventions
Person Centered Planning Meeting to
assess need for treatment change or
referral to more restrictive service or
Applied Behavioral Services if symptoms
continue to be severe. (See service
escriptions in LifeWays Provider Manu
Section Ill for eligibility criteria.)




PRACTICE GUIDELINES — AGORAPHOBIA

Presenting Symptoms: The anxiety leads to a variety of avoidance behaviors. People may fear being alone,
being outside, being in a crowd, traveling in cars or planes, elevators, etc.

Diagnostic Hypothesis: AGORAPHOBIA
Refer back to community or
NO .
informal/natural supports

Medical Necessity Criteria a
outlined in service
description?

YES
h 4

Diagnostic Evaluation
e Fear of being in places or situations where escape may be difficult or embarrassing or where help might not be
available in the event of a panic attack.

¢ Places and situations are avoided and affect one’s lifestyle.
 The behavior is not avoidance of all social situations (Social Pheobia) or limited to a single situation (i.e., elevators).

A

Clinical Interview: Include historical, environmental, functional, and presenting data.
Interview family members, teachers, significant others, and care providers if applicable.

v

Assess for alternate or co-morbid conditions: Dissociative disorders, PTSD, eating
disorders, substance abuse, etc.

Refer to appropriate treatment for
diagnosis or further testing if needed.
Co-Morbid conditions should be treated
concurrently per those protocols.

Confirmed
Agoraphobia
DSM-IV-R

NO

YES

v

ALWAYS conduct ongoing assessment of depressed consumer for suicide risk and
possible need for a protective environment or supervision.

y

Natural Support/Life Domain Evaluation -
ELP/Primary Care Physician

Offer/provide educational
resources regarding diagnosis
and refer to community supports.
Inform about accessing crisis
services or future services if
needed.

additional supports and treatme

beyond diagnosis, medication,
education, and use of natural
supports?

YES

Treatment
See Page 2
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PRACTICE GUIDELINES — AGORAPHOBIA

Contined
from Page
1

Therapeutic Treatment Approaches for Agoraphobia

Psychotherapy

e Self-directed, gradual in vivo exposure

¢ Maintain in vivo diary

¢ Cognitive behavioral therapy

e Applied Relaxational with Systematic Desensitization
and Controlled Breathing

Significant response
After 12 sessions?

NO—», Psychiatric evaluation

A

Continue treatment per medical necessity/
LOC protocols

YES—— >

Ongoing education for consumer, family, and
caretakers about the nature of Agoraphobia,
treatment, and management of the disorder and
identifying signs of suicidality.

Intensive Interventions
Person Centered Planning Meeting to
assess need for treatment change or
referral to other service, i.e., ACT or
residential placement if symptoms
continue to be severe.

Interventions
Effective?

YES

v

Maintenance/Discharge Planning
Psychoeducation

LifeWays Provider Manual Rev 10/08



PRACTICE GUIDELINES - BIPOLAR DISORDER IN ADULTS

resenting Symptoms in ADULTS: At least one episode of manic symptoms must have occurre
or be present (A distinct period of abnormally and persistently elevated, expansive, or irritable mood
lasting at least one week.) Symptoms severe enough to cause marked impairment.
Diagnostic Hypothesis: AFFECTIVE DISORDER - BIPOLAR DISORDER

Refer back to community or
No .
informal/natural supports

onsumer meets Medica
Necessity Criteria as outlined
in service description?

YES
v
Diagnostic Evaluation
Rule Out Exams Differential diagnosis may be Geriatric
Medical Evaluation difficult in Bipolar Disorder Symptoms of Bipolar Disorder
Medication Side Effects and should be made cautiously are much more likely to have a
Substance abuse medical cause

I

Clinical Interview: Include historical, environmental, functional, and presenting
data. Interview family members, significant others, and care providers if applicable.

v

Assess for alternate or co-morbid conditions: ADD, Anxiety, Personality Disorder,
Substance Abuse, etc.

Refer to appropriate treatment for
diagnosis or further testing if needed.
Co-Morbid conditions should be treated
concurrently per those protocols.

Confirmed Bipolar
Disorder DSM-IV-

NO

YES
A4

ALWAYS conduct ongoing assessment of Bipolar consumer for suicide risk and possible need
for a protective environment or supervision. Bipolar individuals may also engage in impulsive
and/or high risk behavior (including poor financial decisions) that may require a protective
environment to prevent physical harm to self and/or others and financial disasters.

I

Natural Support/Life Domain
Evaluation - ELP/PCP

Offer/provide educational
resources regarding diagnosis
and refer to community supports.
Inform about accessing crisis
services or future services if
needed.

onsumer require
additional supports and treatme

beyond diagnosis, medication,
education, and use of natural
supports?

YES

Treatment
See Page 2

LifeWays Provider Manual Rev 10/08



PRACTICE GUIDELINES - BIPOLAR DISORDER IN ADULTS

Contined
from Page 1

Therapeutic Treatment Approaches for Adults with Bipolar Disorder

Psychiatric
valuation for medication. (May
take 4-6 weeks for full benefit of
medication to take effe

v v

Manic episode

Depressive Episode

v

Individual or group based
psychoeducation for
individual and significant
others.

Severe
Depression?

moderate
depressive
episode?

YES

Combination of psychotherapy and
antidepressant medication but the
clinician must carefully monitor
individual for risk of mania.

Psychotherapy — especially
if psychosocial factors have
an effect on depression

ECT is effective for
mania. May be first line
treatment if medication
is contraindicated, may
be added to medication
regimen or may be used

alone in cases of
refractory mania.

Information About:

¢ Nature and course of
bipolar disorder
Managing medications
How to identify early
signs of relapse

¢ How to regulate daily life
to decrease stress and
incidence of mania

¢ How to prevent financial
disaster

e Living wills

; ) 4

Ongoing education for consumer, family, and
caretakers about the nature of Bipolar disorder,
treatment, management of the disorder and
identifying signs of suicidality.

Interventions
Effective?

YES
\ 4

Maintenance/Discharge

Planning

NO

Intensive Interventions
(Chronic course with pervasive and persistent
functional disabilities) Person Centered Planning
Meeting to assess need for treatment change or
referral to more restrictive service (CSM, ACT,
IDDT, ECT, Residentia) or Applied Behavioral
Services if symptoms continue to be severe. (See
rvice descriptions in LifeWays Provider Manu
Section IlI for eligibility criteria.)

management of the disorder.
Monitoring of ongoing medication compliance.

changes in the brain which increase treatment resistance.

adjustment.

neighbors, etc.)
® Accessing emergency services if needed.

Ongoing monitoring of suicidal risk and need for more restrictive treatment or protective environment.
Ongoing education of consumers and their families about the nature of bipolar disorder as lifelong and recurrent, treatment, and

Clinician and client must determine whether to institute maintenance therapy based on individual risk and benefits as well as history.
(Individuals who have had 2-3 episodes of mania should consider maintenance therapy indefinitely.
® Psycho-education regarding prevention of episodes (depressive and manic) and its importance in preventing structural and chemical

Implementing stress management and sleep hygiene to prevent depressive and/or manic episodes.
Education about when to request an earlier psychiatric appointment (sleep disturbances, mood changes) requiring a medication

® Assisting consumer and family in developing and utilizing community supports (support groups, community activities, churches, friends,
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PRACTICE GUIDELINES - BIPOLAR DISORDER IN CHILDREN

Presenting Symptoms in CHILDREN: At least one episode of manic symptoms must have
occurred or be present (A distinct period of abnormally and persistently elevated, expansive, or
irritable mood lasting at least one week.) Symptoms severe enough to cause marked impairment.
Diagnostic Hypothesis: AFFECTIVE DISORDER - BIPOLAR DISORDER

Refer back to community or
No .
informal/natural supports

onsumer meets Medica
Necessity Criteria as outlined
in service description?

YES
v
Diagnostic Evaluation
Rule Out Exams Differential diagnosis may be Note:
Medical Evaluation difficult in Bipolar Disorder Attention Deficit Hyperactivity
Medication Side Effects and should be made cautiously Disorder may be co-morbid
Substance abuse with Bipolar Disorder.

Clinical Interview: Include historical, environmental, functional, and presenting data.
Interview family members, significant others, and care providers if applicable. Gather school
information regarding concentration, motivation, interest, peer relationships, and attendance.

A

Assess for alternate or co-morbid conditions: ADHD, Conduct Disorder,
Schizophrenia, Substance Abuse, etc.

Refer to appropriate treatment for
diagnosis or further testing if needed.
Co-Morbid conditions should be treated
concurrently per those protocols.

Confirmed Bipolar
Disorder DSM-IV-

NO

YES
A4

ALWAYS conduct ongoing assessment of Bipolar child for suicide risk and possible need for a
protective environment or increased supervision. Bipolar individuals may also engage in impulsive and/
or high risk behavior that may require a protective environment to prevent physical harm to self and/or
others. Careful questioning, using concrete terms may be necessary to obtain information.

I

Natural Support/Life Domain Evaluation -
ELP/Primary Care Physician

Offer/provide educational
resources regarding diagnosis
and refer to community supports.
Inform about accessing crisis
services or future services if
needed.

hild/Family require
additional supports and treatme

beyond diagnosis, medication,
education, and use of natural
supports?

YES

Treatment
See Page 2
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PRACTICE GUIDELINES - BIPOLAR DISORDER IN CHILDREN

Contined
from Page
1

Therapeutic Treatment Approaches for Children with Bipolar Disorder

Severely manic children may
fail to care for their own
needs such as eating,
hygiene, or sleep. They may
also fail to accomplish

v

developmental goals. Such

v

Depressive Episode

children may need family
support, as well as social
and educational supports to

Manic episode

Severe
Depression?

moderate
depressive

minimize long-term
dysfunction.

v

Parent Training to include information about:

YES ¢ Nature and course of bipolar disorder

v — ¢ Managing medications
Psychotherapy — Combination of psychotherapy » How to identify early signs of relapse
and antidepressant medication s How to regulate daily life to decrease

especially if psychosocial

factors have an effect on

but the clinician must carefully stress and incidence of mania.

monitor individual for risk of ‘
mania.

depression

Intensive Interventions
(Chronic course with pervasive and persistent
functional disabilities) Person Centered Planning

v

Meeting to assess need for treatment change or
referral to more restrictive service (hospitalization,
Wraparound, Homebased, MST) or Applied
Behavioral Services if symptoms continue to be

Ongoing education for child, family, and
caretakers about the nature of Bipolar
disorder, treatment, management of the
disorder and identifying signs of suicidality.

nterventions
Effective?

) YES severe. (See service descriptions in LifeWays
Parents may need support and education to 4 Provider Manual Section Il for eligibility criterid.)
manage these problems within the family. Maintenance/Discharge
Planning

Ongoing monitoring of suicidal risk and need for more restrictive treatment or protective environment.

Ongoing education of consumers and their families about the nature of bipolar disorder as lifelong and recurrent, treatment, and
management of the disorder.

Monitoring of ongoing medication compliance.

Clinician and client must determine whether to institute maintenance therapy based on individual risk and benefits as well as history.
(Individuals who have had 2-3 episodes of mania should consider maintenance therapy indefinitely.

Psycho-education regarding prevention of episodes (depressive and manic) and its importance in preventing structural and chemical
changes in the brain which increase treatment resistance.

Implementing stress management and sleep hygiene to prevent depressive and/or manic episodes.
Education about when to request an earlier psychiatric appointment (sleep disturbances, mood changes) requiring a medication
adjustment.

Assisting consumer and family in developing and utilizing community supports (support groups, community activities, churches, friends,
neighbors, etc.)

Accessing emergency services if needed.
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Algorithm for Treatment of BDI - Currently Hypomanic/Manic

Euphoric

Mixed

Li, VPA, ARP, QTP, RIS, ZIP

VPA, ARP, RIS, ZIP

Monotherapy* ' 1b. OLZ** or 1b. OLZ** or :
Nonresponse: cBZ* CcBZ** Nonresponse:
Try alternate : L 1 i Try alternate
monotherapy | < Response~ (" coNT Response > monotherapy
Partial Partial
Response Response
Li, VPA, AAP
Choose 2 (not 2 AAPs,
not ARP or CLOZ)

Two-Drug Combination*

Stage 3

Two-Drug Combination*

Response

Partial Response or
Nonresponse

Li, VPA, AAPs, CBZ, OXC, TAP
Choose 2 (Not 2 AAPs, not CLOZ)

Response

Partial Response or
Nonresponse

ECT
or
Add CLOZ
or
VPAor +
CBZor
OXC

Li + AAP

CONT = Continuation

Li = lithium
CBZ = carbamazepine
LTG = lamotrigine
OXC = oxcarbazepine
TPM = topiramate
VPA = valproate

AAP = atypical antipsychotic

ARP = aripiprazole

*Use targeted adjunctive treatment as necessary before moving to next stage:
Agitation/Aggression - clonidine, sedatives

Insomnia - hypnotics

Anxiety - benzodiazepines, gabapentin

** Safety and other concerns led to placement of OLZ and CBZ as alternate 1st stage choices.

It is appropriate to try >1 combination at a given level. New trials from each stage can be labeled

Stage 2 (1), Stage 2 (2), etc.

CLOZ = clozapine

OLZ = olanzapine

RIS = risperidone

QTP = quetiapine

ZIP = ziprasidone
TAP = typical antipsychotic
ECT = electronconvulsive

therapy

Copyright 2005, Texas Department of State Health Services, all rights reserved.



Algorithm for the Treatment of BDI - Currently Depressed

On Li

v

Increase to >.8

On other antimanic On no antimanic,

(Continue)

with history of
severe and/or
recent mania

\%

Antimanic + LTG

On no antimanic,
without history of
severe and/or
recent mania

Stage 4

* Note safety issue described in text.

LTG

Response

Partial Response
or Nonresponse

QTP* or OFC*

Response

Partial Response
or Nonresponse

Combination from Li, LTG,
QTP, or OFC

Response

Partial Response
or Nonresponse

Li, LTG**, QTP, OFC, VPA, or CBZ
+ SSRI, BUP, or VEN
or
ECT

Partial Response
or Nonresponse

MAUOIs, Tricyclics, Pramipexole,
other AAPs*, OXC, Other

Combinations of Drugs at 'Stages,
Inositol, Stimulants, Thyroid

**LTG has limited antimanic efficacy and in combination

with an antidepressant may require the addition
of an antimanic.

Copyright 2005, Texas Department of State Health Services, all rights reserved.

CONT = Continuation

AAP = atypical antipsychotic

BUP = Bupropion

CBZ = Carbamazepine

ECT = electronconvulsive therapy

MAOI = monoamine oxidase
inhibitor

Li = lithium

LTG = lamotrigine

OFC = olanzapine/fluoxetine
combination

OXC = oxcarbamazepine

QTP = quetiapine

SSRI = citalopram, escitalopram,
fluoxetine, paroxetine,
sertraline, fluvoxamine

VEN = Venlafaxine

VPA = valproate
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misdemeanors or certain, usually non-violent, felonies and who voluntarily agree to participate
in the diversion program.

Post-booking Diversion program: Diversion occurs after the individual has been booked and
is in jail, out on bond, or in court for arraignment. Often located in local jails or arraignment
courts, post- booking jail diversion programs staff work with stakeholders such as prosecutors,
attorneys, community corrections, parole and probation officers, community-based mental health
and substance abuse providers and the courts to develop and implement a plan that will produce
a disposition outside the jail. The individual is then linked to an appropriate array of
community-based mental health and substance abuse treatment services.

Pre-booking Diversion Program: Diversion occurs at the point of the individual’s contact with
law enforcement officers before formal charges are brought and relies heavily on effective
interactions between law enforcement officers and community mental health and substance
abuse services. Most pre-booking programs are characterized by specialized training for law
enforcement officers. Some model programs include a 24-hour crisis drop-off center with a no-
refusal policy that is available to receive persons brought in by the law enforcement officers.
The individual is then linked to an appropriate array of community-based mental health and
substance abuse treatment services.

Screening: Evaluating a person involved with the criminal justice system to determine whether
the person has a serious mental illness, co-occurring substance disorder, or a developmental
disability, and would benefit from mental health services and supports in accordance with
established standards and local jail diversion agreements.

TAPA Center for Jail Diversion: The Technical Assistance and Policy Analysis Center is a
branch of the National GAINS Center focusing on the needs of communities in developing
programs to divert people with mental illness from jail into community-based treatment and
supports. (TAPA website at www.tapacenter.org ).

Attachment P 6.8.4.1
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I11.  Background Summary

During the 1990s, CMHSPs and MDCH focused resources on development of in-jail and in-
detention services. In-jail services provided by most community mental health services program
(CMHSPs) included services ranging from crisis intervention, assessment, counseling,
consultation, and other mental health services. Some CMHSPs provided similar services in
detention centers. An effective prototype for adults using the Assertive Community Treatment
(ACT) model for persons exiting state prison, county jail or an alternative treatment program
was also developed. These programs are important for assuring that individuals with mental
health needs receive services while incarcerated and are linked to appropriate services and
supports upon release. While in-jail services are an important part of the comprehensive service
array provided by CMHSPs, they are not considered to constitute a jail diversion program,
unless they have been specifically designed as part of a “fast track” release to community
treatment within a post-booking diversion program.

Some individuals with serious mental illness or developmental disability must be held in jail
because of the seriousness of the offense and should receive mental health treatment within the
jail. However, other individuals who have been arrested may be more appropriately diverted to
community-based mental health programs. In response to views of consumers, advocates and
policy makers, the requirement for a jail diversion program in each CMHSP was included in the
1996 amendments to the Michigan Mental Health Code, P.A. 258 of 1974.

The first MDCH Jail Diversion Best Practice Guideline was promulgated as an administrative
directive in 1998. The directive defined the department’s jail diversion procedures and set forth
conditions for establishing and implementing an integrated and coordinated program as required
by the 1996 Code amendments. New information has been used to update the guideline and to
incorporate suggestions for improving current practice.

Effective programs support cross-system collaboration and recognize that all sectors of the
criminal justice system need to have access to training. Training should be available to police
officers, sheriffs, jail personnel, parole and probation officers, judges, prosecutors, and the
defense bar.

The availability of a comprehensive, community-based service array is essential for jail
diversion programs to be effective, and may allow many individuals to avoid criminal justice
contact altogether. People who receive appropriate mental health treatment in the community
usually have a better long-term prognosis and less chance of returning to jail for a similar
offense.

The National GAINS Center for People with Co-Occurring Disorders in the Justice System is a
national locus for the collection and dissemination of information about effective mental health
and substance abuse services for people with co-occurring disorders who come in contact with the
justice system. The Center gathers information designed to influence the range and scope of
mental health and substance abuse services provided in the justice system, tailors these materials
to the specific needs of localities, and provides technical assistance to help them plan, implement,

5
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and operate appropriate, cost-effective programs. The GAINS Center is a federal partnership
between two centers of the Substance Abuse and Mental Health Services Administration-the
Center for Substance Abuse Treatment and the Center for Mental Health Services-and the
National Institute of Corrections (NIC). More recently, this federal partnership has expanded to
include the Office of Justice Programs and the Office of Juvenile Justice and Delinquency
Prevention. The Center is operated by Policy Research, Inc. of Delmar, New York in
collaboration with the Louis de la Parte Florida Mental Health Institute.

Based on the results of field research and program evaluations, the National GAINS Center
asserts that the “best diversion programs see detainees as citizens of the community who require a
broad array of services, including mental health care, substance abuse treatment, housing and
social services. They recognize that some individuals come into contact with the criminal justice
system as a result of fragmented services, the nature of their illnesses and lack of social supports
and other resources. They know that people should not be detained in jail simply because they
are mentally ill. Only through diversion programs that fix this fragmentation by integrating an
array of mental health and other support services, including case management and housing, can
the unproductive cycle of decompensation, disturbance and arrest be broken.”

Strategies for creating effective diversion programs are also highlighted in the report from the
“New Freedom Commission on Criminal Justice” published in June 2004. This report was
published as part of the President’s New Freedom Commission on Mental Health.

Several key factors are recognized as being important components of an effective jail diversion
program. An effective program should:

* Recognize the complex and different needs of the population; be designed to meet
the different needs of various groups within the population (such as individuals
with a co-occurring substance disorder); and be culturally sensitive.

» Integrate all the services individuals need at the community level, including
corrections, the courts, mental health care, substance abuse treatment, and social
services (such as housing and entitlements), with a high level of cooperation
among all parties.

e Incorporate regular meetings among the key players to encourage coordination
services and sharing of information. Meetings should begin in the early stages of
planning and implementing the diversion program, and should continue regularly.

» Utilize liaisons to bridge the barriers between the mental health and criminal
justice systems and to manage the interactions between corrections, mental health,
and judicial staff. These individuals need to have the trust and recognition of key
players from each of the systems to be able to effectively coordinate the diversion
effort.
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Have a strong leader with good communication skills and an understanding of the
systems involved and the informal networks needed to put the necessary pieces in
place.

Provide for early identification of individuals with mental health treatment needs
who meet the diversion program’s criteria. This is done through the initial
screening and evaluation that usually takes place in the arraignment court, at the
jail, or in the community for individuals out on bond. It is important to have a
process in place that assures that people with mental illness are screened in the
first 24 to 48 hours of detention.

Utilize case managers who have experience in both the mental health and justice
systems and who are culturally and racially similar to the clients they serve. An
effective case management program is one of the most important components of
successful diversion. Such a program features a high level of contact between
clients and case managers, in places where clients live and work, to insure that
clients will not get lost along the way.

Attachment P 6.8.4.1
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Essential Elements for Michigan CMHSPs

A.

CMHSPs shall provide a pre-booking and a post-booking jail diversion program
intended for individuals:

1.

2.

alleged to have committed misdemeanors or certain, usually non-violent,
felonies, and,
who voluntarily agree to participate in the diversion program.

Offenses considered appropriate for diversion shall be negotiated at the local level.

Pre-booking jail diversion programs shall:

1.

Restrict eligibility to individuals who have or are suspected of having a serious
mental illness, including those with a co-occurring substance disorder, or a
developmental disability who have committed a minor or serious offense that
would likely lead to arrest, or have been removed from a situation that could
potentially lead to arrest.

Have a diversion mechanism or process that clearly describes the means by
which an individual is identified at some point in the arrest process and
diverted into mental health services. Specific pathways of the pre-booking
diversion programs are defined and described in an interagency agreement for
diversion.

Assign specific staff to the pre-booking program to serve as liaisons to bridge
the gap between the mental health, substance abuse, and criminal justice
systems, and to manage interactions between these systems. It is important to
have a strong leader with good communication skills and understanding of the
systems involved and the informal networks needed to put the necessary pieces
in place.

Provide cross training for, and actively promote attendance of, law
enforcement and mental health personnel on the pre-booking jail diversion
program, including but not limited to: target group for diversion; specific
pathways for diversion; key players and their responsibilities; data collection
requirements; and other information necessary to facilitate an effective
diversion program.

Maintain a management information system that is HIPAA compliant and that
can identify individuals brought or referred to the mental health agency as a
result of a pre-booking diversion. Include the unique consumer ID as
assigned by the CMHSP and the date of diversion, the type of crime, and the
diagnosis. The unique ID can be used to link to the encounter data to obtain

8
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information regarding services. The CMHSP must be prepared to share its jail
diversion data with the department upon request.

Outline the program and processes in a written inter-agency agreement, or
document efforts to establish an inter-agency agreement, with every law
enforcement entity in the service area. Inter-agency agreements shall include
but not be limited to the following information: identification of the target
population for pre-booking jail diversion; identification of staff and their
responsibilities; plan for continuous cross-training of mental health and
criminal justice staff; specific pathways for the diversion process; description
of specific responsibilities/services of the participating agencies at each point
in the pathway; data collection and reporting requirements; and process for
regular communications including regularly scheduled meetings.

D. Post-booking jail diversion programs shall:

1.

Restrict eligibility to individuals who have or are suspected of having a
serious mental illness, including those with a co-occurring substance disorder,
or a developmental disability who have been arrested for the commission of a
crime.

Have a clearly described mechanism or process for screening jail detainees for
the presence of a serious mental illness, co-occurring substance disorder, or
developmental disability within the first 24 to 48 hours of detention. The
process shall include:

= Evaluating eligibility for the program;

e Obtaining necessary approval to divert;

= Linking eligible jail detainees to the array of community-based
mental health and substance abuse services.

Assign specific staff to program including liaisons to bridge the barriers
between the mental health, substance abuse and criminal justice systems, and
to manage interactions between these systems. It is important to have a strong
leader with good communication skills and understanding of the systems
involved and the informal networks needed to put the necessary pieces in
place.

Establish regular meetings among the key players, including police/sheriffs,
court personnel, prosecuting attorneys, judges, and CMHSP representatives to
encourage coordination of services and the sharing of information.

Include case managers and other clinical staff who have experience in both the
mental health and criminal justice systems whenever possible. If this is not
possible, documentation of recruitment efforts must be documented, and an

9
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intensive training program with specific criminal justice focus must be in place
for case managers. Case managers and other clinical staff must provide care ina
culturally competent manner.

6. Provide cross training for, and actively promote attendance of, law
enforcement and mental health personnel on the post-booking jail diversion
program, including but not limited to: target group for diversion; specific
pathways for diversion; key players and their responsibilities; data collection
requirements; and other information necessary to facilitate an effective
diversion program.

7. Maintain a management information system that is HIPAA compliant and that
can identify individuals brought or referred to the mental health agency as a
result of a post-booking diversion. Include the unique consumer ID as
assigned by the CMHSP and the date of diversion, the type of crime, and the
diagnosis. The unique ID can be used to link to the encounter data to obtain
information regarding services. The CMHSP must be prepared to share its jail
diversion data with the department upon request.

8. Outline the program and processes in a written inter-agency agreement, or
document efforts to establish an inter-agency agreement, with every law
enforcement entity in the service area. Inter-agency agreements shall include
but not be limited to the following information: identification of the target
population for post-booking jail diversion; identification of staff and their
responsibilities; plan for continuous cross-training of mental health and
criminal justice staff: specific pathways for the diversion process, description
of specific responsibilities/services of the participating agencies at each point
in the pathway; data collection and reporting requirements; and process for
regular communications including regularly scheduled meetings.
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V. Resources

Council of State Governments

Criminal Justice/Mental Health Consensus Project
Report, June 2002
WWW.consensusproject.org/infocenter

The National GAINS Center for People with Co-Occurring Disorders in the Justice System
Www.gainsctr.com

The President’s New Freedom Commission on Mental Health
Achieving the Promise: Transforming Mental Health Care in America
Final Report, July 2003
www.mentalhealthcommission.gov/reports/FinalReport

The Technical Assistance and Policy Analysis Center for Jail Diversion (TAPA)
www.tapacenter.org
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I.  SUMMARY

This guideline sets policy and standards for consumer inclusion in the service delivery design and
delivery process for all public mental health services. This guideline ensures the goals of a
consumer-driven system which gives consumers choices and decision-making roles. It is based on
the active participation by primary consumers, family members and advocates in gathering consumer
responses to meet these goals.

This participation by consumers, family members and advocates is the basis of a provider’s
evaluation. Evaluation also includes how this information guides improvements.

I1. APPLICATION

A. Psychiatric hospitals operated by the Michigan Department of Community Health
(MDCH).

B. Centers for persons with developmental disabilities and community placement agencies
operated by the MDCH.

C. Children’s psychiatric hospitals operated by the MDCH.
D. Special facilities operated by the MDCH.
E. Community Mental Health Services Programs (CMHSPs) under contract with MDCH.
F.  All providers of mental health services who receive public funds, either directly or by
contract, grant, third party payers, including managed care organizations or other
reimbursements.
1. POLICY
This policy supports services that advocate for and promote the needs, interests, and well-being of
primary consumers. It is essential that consumers become partners in creating and evaluating these
programs and services. Involvement in treatment planning is also essential.
Services need to be consumer-driven and may also be consumer-run. This policy supports the

broadest range of options and choices for consumers in services. It also supports consumer-run
programs which empower consumers in decision-making of their own services.
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All consumers need opportunities and choices to reach their fullest potential and live independently.
They also have the rights to be included and involved in all aspects of society.

Accommodations shall be made available and tailored to the needs of consumers as specified by
consumers for their full and active participation as required by this guideline.

IV. DEFINITIONS

Informed Choice: means that an individual receives information and understands his or her
options.

Primary Consumer: means an individual who receives services from the Michigan
Department of Community Health or a Community Mental Health Services Program. It also
means a person who has received the equivalent mental health services from the private sector.

Consumerism: means active promotion of the interests, service needs, and rights of mental
health consumers.

Consumer-Driven: means any program or service focused and directed by participation from
consumers.

Consumer-Run: refers to any program or service operated and controlled exclusively by
consumers.

Family Member: means a parent, stepparent, spouse, sibling, child, or grandparent of a
primary consumer. It is also any individual upon whom a primary consumer depends for 50
percent or more of his or her financial support.

Minor: means an individual under the age of 18 years.

Family Centered Services: means services for families with minors which emphasize family
needs and desires with goals and outcomes defined. Services are based on families’ strengths
and competencies with active participation in decision-making roles.

Person-Centered Planning: means the process for planning and supporting the individual
receiving services. It builds upon the individual’s capacity to engage in activities that promote
community life. It honors the individual’s preferences, choices, and abilities.

Person-First Language: refers to a person first before any description of disability.
Recovery: means the process of personal change in developing a life of purpose, hope, and

contribution. The emphasis is on abilities and potentials. Recovery includes positive
expectations for all consumers. Learning self-responsibility is a major element to recovery.
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STANDARDS

A

All services shall be designed to include ways to accomplish each of these standards.

1.

“Person-First Language” shall be utilized in all publications, formal
communications, and daily discussions.

Provide informed choice through information about available options.

Respond to an individual’s ethnic and cultural diversities. This includes the
availability of staff and services that reflect the ethnic and cultural makeup of the
service area. Interpreters needed in communicating with non-English and limited-
English-speaking persons shall be provided.

Promote the efforts and achievements of consumers through special recognition of
consumers.

Through customer satisfaction surveys and other appropriate consumer related
methods, gather ideas and responses from consumers concerning their experiences
with services.

Involve consumers and family members in evaluating the quality and effectiveness
of service. Administrative mechanisms used to establish service must also be
evaluated. The evaluation is based upon what is important to consumers, as
reported in customer satisfaction surveys.

Advance the employment of consumers within the mental health system and in the
community atall levels of positions, including mental health service provision roles.

Services, programs, and contracts concerning persons with mental illness and related
disorders shall actively strive to accomplish these goals.

1.

Provide information to reduce the stigma of mental illness that exists within
communities, service agencies, and among consumers.

Create environments for all consumers in which the process of “recovery” can
occur. This is shown by an expressed awareness of recovery by consumers and
staff.

Provide basic information about mental illness, recovery, and wellness to consumers
and the public.

Services, programs, and contracts concerning persons with developmental disabilities
shall be based upon these elements.
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1.  Provide personal preferences and meaningful choices with consumers in control
over the choice of services and supports.

2. Through educational strategies: promote inclusion, both personal and in the
community; strive to relieve disabling circumstances; actively work to prevent
occurrence of increased disability; and promote individuals in exercising their
abilities to their highest potentials.

3. Provide roles for consumers to make decisions in polices, programs, and services
that affect their lives including person-centered planning processes.

Services, programs, and contracts concerning minors and their families shall be based
upon these elements:

1. Services shall be delivered in a family-centered approach, implementing
comprehensive services that address the needs of the minor and his/her family.

2.  Services shall be individualized and respectful of the minor and family’s choice of
services and supports.

3. Roles for families to make decisions in policies, programs and services that affect
their lives and their minor’s life.

Consumer-run programs shall receive the same consideration as all other providers of
mental health services. This includes these considerations:

1.  Clear contract performance standards.

2.  Fiscal resources to meet performance expectations.

3. A contract liaison person to address the concerns of either party.

4. Inclusion in provider coordination meetings and planning processes.

5. Access to information and supports to ensure sound business decisions.

Current and former consumers, family members, and advocates must be invited to
participate in implementing this guideline. Provider organizations must develop
collaborative approaches for ensuring continued participation.

Organizations’ compliance with this guideline shall be locally evaluated. Foremost, this
must involve consumers, family members, and advocates. Providers, professionals, and

administrators must be also included. The CMHSP shall provide technical assistance.
Evaluation methods shall provide constructive feedback about improving the use of this
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guideline. This guideline requires that it be part of the organizations’ Continuous Quality
Improvement.

VI. REFERENCES AND LEGAL AUTHORITY

Act 258, Section 116(e), Public Acts of 1974 as amended, being MCL 330.1116, 1704, 1708.
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HOUSING PRACTICE GUIDELINE

NOTE: Replicated from the MDCH Housing Guideline as included in the Public Mental Health Manual, Volume I11,
Section 1708, Subject GL-05, Chapter 07-C, Dated 2/14/95.

SUMMARY

This guideline establishes policy and procedure for ensuring that the provision of mental health
services and supports are not affected by where consumers choose to live: their own home, the
home of another or in a licensed setting. In those instances when public money helps subsidize
a consumer's living arrangement, the housing unit selected by the consumer shall comply with
applicable occupancy standards.

APPLICATION

A. Psychiatric hospitals operated by the Michigan Department of Community Health
(MDCH).

B. Regional centers for developmental disabilities operated by MDCH.
C. Special facilities operated by MDCH.
D. Residential placement agencies operated by MDCH.

E. Community Mental Health Services Programs (CMHSPS) as specified in their master
contract with MDCH.

POLICY

The Michigan Department of Community Health recognizes housing to be a basic need and
affirms the right of all consumers of public mental health services to pursue housing options
of their choice. Just as consumers living in licensed dependent settings may require many
different types of services and supports, persons living in their own homes or sharing their
household with another may have similar service needs. RMHA's shall foster the provision of
services and supports independent of where the consumer resides.

When requested, RMHAs shall educate consumers about the housing options and supports
available, and assist consumers in locating habitable, safe,and affordable housing. The process
of locating suitable housing shall be directed by the consumer’s interests, involvement and
informed choice. Independent housing arrangements in which the cost of housing is subsidized
by the RMHA are to be secured with a lease or deed in the consumer’s name.
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This policy is not intended to subvert or prohibit occupancy in or participation with community
based treatment settings such as an adult foster care home when needed by an individual recipient.

DEFINITIONS

Affordable: is a condition that exists when an individuals means or the combined household
income of several individuals is sufficient to pay for food, basic clothing, health care, and
personal needs and still have enough left to cover all housing related costs including
rent/mortgage, utilities, maintenance, repairs, insurance and property taxes. Insituations where
there are insufficient resources to cover both housing costs and basic living costs, individual
housing subsidies may be used to bridge the gap when they are available.

Habitable and safe: means those housing standards established in each community that define
and require basic conditions for tenant/resident health, security, and safety.

Housing: refers to dwellings that are typical of those sought out and occupied by members of
a community. The choices a consumer of mental health services makes in meeting his or her
housing needs are not to be linked in any way to any specific program or support service needs
he or she may have.

Responsible Mental Health Agency (RMHA): means the MDCH hospital, center or CMHSP
responsible for providing and contracting for mental health services and/or arranging and
coordinating the provision of other services to meet the consumers needs.

STANDARDS

RMHAs shall develop policies and create mechanisms that give predominant consideration to
consumers' choice in selecting where and with whom they live. These policies and mechanisms
shall also:

A. Ensure that RMHA-supported housing blends into the community. Supported housing
units are to be scattered throughout a building, a complex, or the community in order to
achieve community integration when possible. Use of self-contained campuses or
otherwise segregated buildings as service sites is not the preferred mode.

B. Promote and support home ownership, individual choice, and autonomy. The number of
people who live together in RMHA-supported housing shall not exceed the community's
norms for comparable living settings.

C. Assure that any housing arranged or subsidized by the RMHA is accessible to the
consumer and in compliance with applicable state and local standards for occupancy,
health, and safety.


nadkins
The choices a consumer of mental health services makes in meeting his or her
housing needs are not to be linked in any way to any specific program or support service needs
he or she may have.
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D. Be sensitive to the consumer's cultural and ethnic preferences and give consideration to
them.

E. Encourage and support the consumer's self-sufficiency.

F. Provide for ongoing assessment of the consumer's housing needs.

G. Provide assistance to consumers in coordinating available resources to meet their basic
housing needs. RMHASs may give consideration to the use of housing subsidies when
consumers have a need for housing that cannot be met by the other resources which are
available to them.

VI. REFERENCES AND LEGAL AUTHORITY

MCL 330.1116(j).

VII. EXHIBITS

Federal Housing Subsidy Quality Standards based on 24 CFR § 882.10
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INCLUSION PRACTICE GUIDELINE

NOTE: Replicated from the MDCH Inclusion Guideline as included in the Public Mental Health Manual, VVolume 1,
Section 1116(j), Subject GL-01, Chapter 01-C, Dated 2/13/95.

SUMMARY

This guideline establishes policy and standards to be incorporated into the design and
delivery of all public mental health services. Its purpose is to foster the inclusion and
community integration of recipients of mental health service.

APPLICATION

A. Psychiatric hospitals operated by the Michigan Department of Community Health
(MDCH).

B. Regional centers for developmental disabilities and community placement agencies

operated by MDCH.
C. Children’s psychiatric hospitals operated by MDCH.
D. Special facilities operated by MDCH.

E. Community Mental Health Services Programs (CMHSPs) as specified in their master
contract with MDCH.

POLICY

It is the policy of the department to support inclusion of all recipients of public mental health
services.

No matter where people live or what they do, all community members are entitled to fully
exercise and enjoy the human, constitutional and civil rights which collectively are held in
common. These rights are not conditional or situational; they are constant throughout our
lives. Ideally they are also unaffected if a member receives services or supports from the
public mental health system for a day, or over a lifetime. In addition, by virtue of an
individual's membership in his or her community, he or she is entitled to fully share in all of
the privileges and resources that the community has to offer.
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DEFINITIONS

Community: refersto both society in general, and the distinct cities, villages, townships and
neighborhoods where people, under a local government structure, come together and
establish a common identity, develop shared interests and share resources.

Inclusion: means recognizing and accepting people with mental health needs as valued
members of their community.

Integration: means enabling mental health service recipients to become, or continue to be,
participants and integral members of their community.

Normalization: means rendering services in an environment and under conditions that are
culturally normative. This approach not only maximizes an individual's opportunities to
learn, grow and function within generally accepted patterns of human behavior but it also
serves to mitigate social stigma and foster inclusion.

Self-determination: means the right of a recipient to exercise his or her own free will in
deciding to accept or reject, in whole or in part, the services which are being offered.
Individuals can not develop a sense of dignity unless they are afforded the freedom and
respect that comes from exercising opportunities for self-determination.

Self-representation: means encouraging recipients, including those who have guardians or
employ the services of advocates, to express their own point of view and have input
regarding the services that are being planned or provided by the RMHA.

STANDARDS

A. Responsible Mental Health Agencies (RMHASs) shall design their programs and
services to be congruent with the norms of their community.

This includes giving first consideration to using a community's established
conventional resources before attempting to develop new ones that exclusively or
predominantly serve only mental health recipients.

Some of the resources which can be used to foster inclusion, integration and
acceptance include the use of the community's public transportation services, leisure
and recreation facilities, general health care services, employment opportunities (real
work for real pay), and traditional housing resources.

B. RMHA's shall organizationally promote inclusion by establishing internal
mechanisms that:

1. assure all recipients of mental health services will be treated with dignity and
respect.
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assure all recipients, including those who have advocates or guardians, have
genuine opportunities for consumer choice and self-representation.

provide for a review of recipient outcomes.

provide opportunities for representation and membership on planning
committees, work groups, and agency service evaluation committees.

invite and encourage recipient participation in sponsored events and activities
of their choice.

RMHAs shall establish policies and procedures that support the principle of
normalization through delivery of clinical services and supports that:

1.

address the social, chronological, cultural, and ethnic aspects of services and
outcomes of treatment.

help recipients gain social integration skills and become more self reliant.

encourage and assist adult recipients to obtain and maintain integrated,
remunerative employment in the labor market(s) of their communities,
irrespective of their disabilities. Such assistance may include but is not
limited to helping them develop relationships with co-workers both at work
and in non-work situations. It also includes making use of assistive
technology to obtain or maintain employment.

assist adult recipients to obtain/ maintain permanent, individual housing
integrated in residential neighborhoods.

help families develop and utilize both informal interpersonal and community
based networks of supports and resources.

provide children with treatment services which preserve, support and, in
some instances, create by means of adoption, a permanent, stable family.

RMHASs shall establish procedures and mechanisms to provide recipients with the
information and counsel they need to make informed treatment choices. This includes
helping recipients examine and weigh their treatment and support options, financial
resources, housing options, education and employment options.

In some instances, this may also include helping recipients:

1.

2.

learn how to make their own decisions and take responsibility for them.

understand his or her social obligations.
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V1. REFERENCES AND LEGAL AUTHORITY

MCL330.116, et.seq.
MCL330.1704, et.seq.

VIl.  EXHIBITS

None
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PERSON-CENTERED PLANNING
REVISED PRACTICE GUIDELINE

October 2002

I. SUMMARY/BACKGROUND

The Michigan Mental Health Code establishes the right for all individuals to have their
Individual Plan of Service developed through a person-centered planning process regardless of
age, disability or residential setting. In the past, Medicaid or other regulatory standards have
governed the process of plan development. These standards drove the planning process through
requirements on the types of assessments to be completed and the professionals to be involved.
Person-centered planning departs from this approach in that the individual directs the planning
process with a focus on what he/she wants and needs. Professionally trained staff plays a role in
the planning and delivery of treatment, and may play a role in the planning and delivery of
supports. However, the development of the Individual Plan of Service, including the
identification of possible services and professionals, is based upon the expressed needs and
desires of the individual. Health and safety needs are addressed in the Individual Plan of Service
with supports listed to accommodate those needs.

The Michigan Department of Community Health (MDCH) has advocated and supported a family
approach to service delivery for children and their families. This approach recognizes the
importance of the family and the fact that supports and services impact the entire family.
Therefore, in the case of minors, the child/family is the focus of service planning, and family
members are integral to the planning process and its success. The wants and needs of the
child/family are considered in the development of the Individual Plan of Service.

Managed care strategies play an important role in planning for, and delivery of, supports,
services and/or treatment. Person-centered planning complements these strategies. Both
strategies intend to ensure that individuals are provided with the most appropriate services
necessary to achieve the desired outcomes. When an individual expresses a choice or preference
for a support, service and/or treatment for which an appropriate alternative of lesser cost exists,
and compromise fails, a process for dispute resolution and appeal may be needed. This
document provides guidelines for addressing disputes.

The literature describes specific methods for person-centered planning, including, but not limited
to, individual service design, Personal Futures Planning, MAPS, Essential Lifestyle Planning,
Planning Alternative Tomorrows With Hope, etc. This practice guideline does not support one
model over another. It does, however, define the values, principals and essential elements of the
person-centered planning process.
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II. VALUES AND PRINCIPLES UNDERLYING PERSON-CENTERED PLANNING

Person-centered planning is a highly individualized process designed to respond to the expressed
needs/desires of the individual.

A. Each individual has strengths, and the ability to express preferences and to make
choices.

B. The individual’s choices and preferences shall always be honored and considered, if
not always granted.

C. Each individual has gifts and contributions to offer to the community, and has the
ability to choose how supports, services and/or treatment may help them utilize their
gifts and make contributions to community life.

D. Person-centered planning processes maximize independence, create community
connections, and work towards achieving the individual’s dreams, goals and desires.

E. A person’s cultural background shall be recognized and valued in the decision-making
process.

III. PCP PRACTICE GUIDELINES

A. Essential Elements

1.

Person-centered planning is a process in which the individual is provided with
opportunities to reconvene any or all of the planning processes whenever he/she
wants or needs.

The process encourages strengthening and developing natural supports by
inviting family, friends and allies to participate in the planning meeting(s) to
assist the individual with his/her dreams, goals and desires.

The development of natural supports shall be viewed as an equal responsibility of
the CMHSP and the individual. The CMHSP, in partnership with the person, is
expected to develop, initiate, strengthen, and maintain community connections
and friendships through the person-centered process.

The individual is provided with the options of choosing external independent
facilitation of his/her meeting(s), unless the individual is receiving short-term

outpatient therapy only, medication only, or is incarcerated.

Before a person-centered planning meeting is initiated, a pre-planning meeting
occurs. In pre-planning the individual chooses:

Page 2



Mo 1T PR TRIPY PSR AT I AR S0 AP ICAFICREBR B AR TICIPATION

Mmoo o

dreams, goals, desires and any topics about which he/she would like to talk
topics he/she does not want discussed at the meeting

who to invite

where and when the meeting will be held

who will facilitate

who will record

All potential support and/or treatment options (array of mental health services
including Medicaid-Covered Services and Alternative Services and Mental Health
Code-required services) to meet the expressed needs and desires of the individual
are identified and discussed with the individual.

d.

Health and safety needs are identified in partnership with the individual. The
plan coordinates and integrates services with primary health care.

The individual is provided with the opportunity to develop a crisis plan.

Each Individual Plan of Service must contain the date the service is to begin,
the specified scope, duration, intensity and who will provide each authorized
service.

Alternative services are discussed.

The individual has ongoing opportunities to express his/her needs and desires,
preferences, and to make choices. This includes:

a.

b.

Accommodations for communication, with choices and options clearly
explained, shall be made.

To the extent possible, the individual shall be given the opportunity for
experiencing the options available prior to making a choice/decision. This
is particularly critical for individuals who have limited life experiences in
the community with respect to housing, work and other domains.
Individuals who have court-appointed legal guardians shall participate in
person-centered planning and make decisions that are not delegated to the
guardian in the Guardianship Letters of Authority.

Service delivery shall concentrate on the child as a member of a family,
with the wants and needs of the child and family integral to the plan
developed. Parents and family members of minors shall participate in the
person-centered planning process unless:

(1) The minor is 14 years of age or older and has requested services
without the knowledge or consent of parents, guardian or person in
loco parentis within the restrictions stated in the Mental Health Code;

(2) The minor is emancipated; or

(3) The inclusion of the parent(s) or significant family members would
constitute a substantial risk of physical or emotional harm to the
recipient or substantial disruption of the planning process as stated in
the Mental Health Code. Justification of the exclusion of parents shall
be documented in the clinical record.

Page 3
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8. Individuals are provided with ongoing opportunities to provide feedback on how
they feel about the service, support and/or treatment they are receiving, and their
progress toward attaining valued outcomes. Information is collected and changes
are made in response to the individual’s feedback.

9. Each individual is provided with a copy of his/her Individual Plan of Service
within 15 business days after their meeting.

Ilustrations of Individual Needs

Person-centered planning processes begin when the individual makes a request to the
Community Mental Health Services Program (CMHSP). The first step is to find out
from the individual the reason for his/her request for assistance. During this process,
individual needs and valued outcomes are identified rather than requests for a specific
type of service. Since person-centered planning is an individualized process, how the
CMHSP proceeds will depend upon what the individual requests.

This guideline includes a chart of elements/strategies that can be used by the person
representing the CMHSP, depending upon what the individual wants and needs.

Three possible situations are:

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

When an individual is in an urgent/emergent situation, the goal is to get the
individual’s crisis situation stabilized. Following stabilization, the individual and
CMHSP will explore further needs for assistance and if required, proceed to a
more in-depth planning process as outlined below. It is in this type of situation
where an individual’s opportunity to make choices may be limited.

2. The individual expresses a need or makes a request for a support, service and/or
treatment in a single life domain and/or of a short duration.

A life domain could be any of the following:
a.  Daily activities

Social relationships

Finances

Work

School

Legal and safety

Health

Family relationships, etc.

S0 o a0 o

3. The individual expresses multiple needs that involve multiple life domains for
support(s), service(s) or treatment of an extended duration.

Page 4
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The following chart represents the elements/strategies that can be used depending
on the kinds of needs expressed by the individual.

URGENT/ SHORT EXTENDED

ELEMENTS/STRATEGIES EMERGENT | DURATION | DURATION
The individual expresses his/her needs and/or desires. X X X
Accommodations for communication will be made to maximize
his/her ability for expression.
The individual’s preferences, choices and abilities are respected. X X X
Potential issues of health and safety are explored and discussed. X X X
Supports to address health and safety needs are included in the
Individual Plan of Service.
As aresult of health or safety concerns or court-ordered treatment, X X X
limitations may exist for individual choice. However, opportunities
for individuals to express their perceived needs can occur and
opportunities to make choices among limited options can be given.
Person-centered planning includes pre-planning activities. These X X

activities result in the determination of whether in-depth treatment
or support planning is necessary, and if so, to determine and
identify the persons and information that need to be assembled for
successful planning to take place.
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ELEMENTS/STRATEGIES

URGENT/
EMERGENT

SHORT
DURATION

EXTENDED
DURATION

In short-term/outpatient service areas, the individual is provided
with information on person-centered planning, including pre-
planning at or before the initial visit. Individuals are encouraged to
invite persons to the session where the plan is developed.

X

In collaboration with the CMHSP, the individual identifies
strategies and supports, services and/or treatment needed to achieve
desired outcomes.

Exploration of the potential resources for supports and services to
be included in the individual’s plan are to be considered in this
order:
The individual.
Family, friends, guardian, and significant others.
Resources in the neighborhood and community.
Publicly-funded supports and services available for
all citizens.
Publicly-funded supports and services provided
under the auspices of the Department of
Community Health and Community Mental Health
Services Programs.

Regular opportunities for individuals to provide feedback are
available. Information is collected and changes are made in
response to the individual’s feedback.
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ELEMENTS/STRATEGIES

URGENT/
EMERGENT

SHORT
DURATION

EXTENDED
DURATION

The individual’s support network is explored with that person to
determine who can best help him/her plan. The individual and the
persons he/she selects together define the individual’s desired
future, and develop a plan for achieving desired outcomes. For any
individual with dementia or other organic impairments, this should
include the identification of spouses or other primary care givers
who are likely to be involved in treatment or support plan
implementation.

X

The process continues during the planning meeting(s) where the
individual and others he/she has selected who know him/her well
talk about the desired future and outcomes concentrating on the life
domains previously identified as needing change.
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IV. ASSURANCES AND INDICATORS OF PERSON-CENTERED PLANNING
IMPLEMENTATION

It is the responsibility of the CMHSP to assure that the Individual Plan of Service is
developed utilizing a person-centered planning process. Below are examples of systemic
and individual level indicators that would demonstrate that person-centered planning has
occurred. The methods of gathering information or evidence may vary, and include the
review of administrative documents, clinical policy and guidelines, case record review
and interviews/focus groups with individuals and their families.

A. Systemic indicators would include, but not be limited to:

1. The CMHSP has a policy or practice guideline that delineates how
person-centered planning will be implemented.

2. Evidence that the CMHSP informs individuals of their right to person-
centered planning and associated appeal mechanisms, investigates
complaints in this area, and documents outcomes.

3.  Evidence that the CMHSP's quality improvement system actively seeks
feedback from individuals receiving services, support and/or treatment
regarding their satisfaction, providing opportunities to express needs and
preferences and the ability to make choices.

4.  The CMHSP's staff development plan includes efforts to ensure that staff
involved in managing, planning and delivering support and/or treatment
services are trained in the philosophy and methods of person-centered
planning.

B. Individual indicators could include, but not be limited to:

1.  Evidence the individual was provided with information of his/her right to
person-centered planning.

2. Evidence that the individual chose whether or not other persons should be
involved, and those identified were involved in the planning process and

in the implementation of the Individual Plan of Service.

3. Evidence that the individual chose the places and times to meet,
convenient to the individual and to the persons he/she wanted present.

4. Evidence that the individual had choice in the selection of treatment or
support services and staff.
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5. Evidence that the individual’s preferences and choices were considered,
or a description of the dispute/appeal process and the resulting outcome.

6. Evidence that the progress made toward the valued outcomes identified by
the individual was reviewed and discussed for the purpose of modifying the
strategies and techniques employed to achieve these outcomes.

V. DISPUTE RESOLUTION/APPEAL MECHANISMS
VI. DEFINITIONS

Case Manager/Supports Coordinator - The staff person who works with the individual
to gain access to and coordinate the services, supports and/or treatment that the individual
wants or needs.

Emancipated Minor - The termination of the rights of the parents to the custody,
control, services and earnings of a minor, which occurs by operation of law or pursuant to
a petition filed by a minor with the probate court.

Emergency Situation - A situation when the individual can reasonably be expected, in
the near future, to physically injure himself, herself, or another person; is unable to attend
to food, clothing, shelter or basic physical activities that may lead to future harm, or the
individual’s judgment is impaired leading to the inability to understand the need for
treatment resulting in physical harm to self or others.

Family Member - A parent, stepparent, spouse, sibling, child, or grandparent of a
primary consumer, or an individual upon whom a primary consumer is dependent for at
least 50 percent of his or her financial support.

Guardian - A person appointed by the court to exercise specific powers over an
individual who is a minor, legally incapacitated, or has developmental disabilities.

Individual Plan of Service - A written Individualized Plan of Service directed by the
individual as required by the Mental Health Code. This may be referred to as a treatment
plan or a support plan.

Minor - An individual under the age of 18 years.

Person-Centered Planning - A process for planning and supporting the individual
receiving services that builds upon the individual’s capacity to engage in activities that
promote community life and honor the individual’s preferences, choices, and abilities.
The person-centered planning process involves families, friends, and professionals as the
individual desires or requires.
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Urgent Situation - A situation in which an individual is determined to be at risk of
experiencing an emergency situation in the near future if he or she does not receive care,
treatment or support services.

VII. LEGAL REFERENCES:

Mental Health Code Act, 258 MI. §§ 409-1-7 (1974 & Supp. 1996).

Mental Health Code Act, 258 MI. §§ 700-g (1974 & Supp. 1996).

Mental Health Code Act, 258 MI. §§ 707-1-5 (1974 & Supp. 1996).

Mental Health Code Act, 258 MI. §§ 712-1-3 (1974 & Supp. 1996).

VIII. RELATED REFERENCES:

Allen, W.T. (1989). Read my lips, it's my choice. St. Paul, MN: (Governor’s Planning
Council on Developmental Disabilities State Planning Agency).

Amado, A.N. & Lyon, P. (1992). Listen, lady, this is my life: A book of stories about
personal futures planning in Minnesota, St. Paul, MN: (Governor’s Planning
Council on Developmental Disabilities State Planning Agency).

Butterworth, J., Hagner, D., Heikkinen, B., DeMello, S., & McDonough, K. (1993).
Whole life planning: A guide for organizers and facilitators. Boston, MA:
Children's Hospital, Institute for Community Inclusion.

Chamberlain, J. (1978). On our own: Patient-controlled alternatives to the mental health
system. New York, NY: Hawthorn Books.

Cnaan, R.A., Blankertz, L., Messinger, K.W., & Gardner, J.R. (1988). Psychosocial
rehabilitation: Toward a definition. Psychosocial Rehabilitation Journal, 11(4),
61-77.
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people who have been labeled. (3rd edition). London, Ontario, Canada:
Realizations.

Kiernan, W., Schalock, R., Butterworth, J., & Sailor, W. (1993). Enhancing the use of
natural supports for people with severe disabilities. Boston, MA: Children's
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