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Who We Are

Community Mental Health Authority of Clinton, Eaton, and Ingham Counties
(CMHA-CEI) is a three county Community Mental Health Services Program (CMHSP) —
the local public mental health and substance abuse provider, serving the citizens of
Clinton, Eaton and Ingham Counties.

CMH is a public governmental body, formed by the County Commissions of
Clinton, Eaton, and Ingham Counties, with a 12 member board of directors appointed
by the County Commissions of all three counties.

Who We Serve

CMHA-CEI serves, through the work of its staff (over 1000 employees) and its
contractual providers (over 600 employees of these providers), the mental health and
related needs of approximately 12,000 persons in four populations:

e Children and adolescents with emotional disturbance

e Adults with mental illness

e Adults, children, and adolescents with developmental disabilities
e Persons with substance abuse disorders

Vision

CMHA-CEI holds this vision of a community:

e A community in which any person with a mental health need has access
to a wide range of resources to allow him or her to seek his or her desired
quality of life and to participate, with dignity, in the life of the
community, with its freedom and responsibilities

e A community defined by justice for persons with mental health needs
Persons with mental health needs include those with a mental illness, an

emotional disturbance, a developmental disability, and/or a substance use
disorder.

Page 1 of 2
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Mission

CMHA-CEI's mission is to fulfill two complementary but distinct roles in
realizing this vision:

e Behavioral healthcare provider — Providing, directly and through
partnerships, a comprehensive set of person-centered, high quality, and
effective behavioral health and developmental disability services to the
residents of this community

e Advocate, catalyst, thought leader, and convener — Fostering the
transformation of all aspects of community life, eliminating inequities,
and promoting the common good for all, especially for persons with
mental health needs.

The Board of Directors and staff of CMHA-CEI commit to fulfilling the Mission
and Philosophy of the organization.

11/2020 Page 2 of 2
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Main Contact List

Providers who have questions may contact their contract manager at any time.
However, the following directory lists area with functions that may be contacted for
specific problems or questions. Day to day consumer issues should most often be
addressed directly to the case manager. If uncertain who to call, contact Quality
Advisors for appropriate direction.

Adult Mental Health Services

- Contact for services to consumers with mental illness.
(517) 346-8007
(517) 346-8322

Community Services for Developmentally Disabled
- Contact for services to consumers with intellectual and / or developmental disabilities.

(517) 346-9504

Pharmacy Services
- Contact for questions regarding medication administration.

(517) 394-5019
Fax:  (517) 394-5029

Recipient Rights
- Contact for any consumer rights issues, to report a suspected or verified rights violations,
and / or to receive information on consumer’s rights to complaints.

(517) 346-8249

11/2020 Page 1 of 3
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Quality Advisors
- Contact with concerns regarding site visits, plans of correction, procedure clarification,
incident reporting and / or documentation.

(517) 887-5219
(517) 887-5286

Customer Service
- Contact for consumer inquiries and / or complaints.

(517) 346-8244

Contract / Network Administration
- Contact for general contract information and issues.

(517) 346-8258
Fax  (517) 346-8291

Training Unit
- Contact for information on services or required trainings.
(517) 323-9610
Fax:  (517) 327-0396

ACCESS (517) 346-8318 / (888) 800-1559

- For service referrals and authorizations.

Bridges Crisis Unit (517) 346-8400

- 24 hour residential, crisis intervention services.

Child and Adolescent Outpatient Services (517) 346-8048

- Mental health services.

Clinton County Counseling Center (989) 224-6729

- Outpatient therapy services, by appointment, in St. Johns.

11/2020 Page 2 of 3
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Main Contact List

Eaton County Counseling Center
- Outpatient therapy services, by appointment, in Charlotte.

Emergency Services
- For psychiatric emergencies 24 hours a day, 7 days a week.

Family Guidance Services
Emergency
Med. Clinic

Finance
- For billing or claims issues or questions.

Ingham County Counseling Center
- Outpatient therapy services, by appointment, in Lansing.

Main Office

Substance Abuse Treatment

11/2020

(517) 543-5100

(517) 346-8460

(517) 346-8026
(517) 346-8019

(517) 346-8247

(517) 346-8000

(517) 346-8200

(517) 346-8266
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Requirements for Agreement to Becoming a Contract
Provider

For questions please contact CMHA-CEI Contract Administrator at (517) 346-
8258
1. Must sign contract with CMHA-CEIL

2. Must maintain license by Michigan Department of Health and Human
Services (MDHHS).

3. Must apply for, receive, and maintain certification from MDHHS (prior to
contract with CMHA-CEI).

4. Must agree to participate in and follow recommendations of the Person
Centered Plan (PCP).

5. Must agree to follow procedures related to:

Recipient Rights
Reporting of Incidents

Consumer Property and Funds

>

>

>

» Administration of Medications

> Documenting treatment goals if performed in the home
>

Fire Safety

6. Must ensure each resident receives healthcare treatment as recommended by
their physician or healthcare provider.

7. Must agree to a site visit with a CMHA-CEI quality advisor on an annual
basis.

11/2020 Pagelof1l



OFFICE OF RECIPIENT RIGHTS
SITE VISIT MONITORING FORM (CMH SERVICE SITES)

SERVICE SITE: PROVIDER:
DATE OF VISIT: ASSESSOR:
TYPE: Group Home: oMl o DD Number of Residents | Day Program: o MI o DD | Workshop: o Ml o DD
| OACT Program | o Outpatient | o Clubhouse/Drop-in Center | o Other:

YES | NO STANDARD | COMMENTS

Were rights books provided to consumers and readily
available for review?

Did the rights books provide the correct information for
contacting the appropriate Rights Office?

List the CMHs and name(s) of Rights Staff observed on the
books.

CMHA-CEI: Greg Fox, Ashlee Bailey

Are posters providing contact information for the Rights
Office conspicuously posted and visible to consumers and
staff? (not applicable to SIP sites)

Did the posters provide the correct information for
contacting the appropriate Rights Office?

List the CMHs and name(s) of Rights Staff observed on the
posters.

CMHA-CEI: Greg Fox, Ashlee Bailey

The most current version of the Abuse and Neglect
Reporting Posters are posted where staff can see them.

Were complaint forms readily available?

Were recipients aware of how to file a complaint?

Were staff aware of how to file a complaint?

Were copies of Chapter 7 and 7A available?

Were any exclusions to items able to be brought into the
site (contraband) posted and visible to consumers and
visitors?

Were records and other confidential information secured
and not open for public inspection?

Were any health or safety concerns identified during the
visit?

Were appropriate accommodations made for persons
with physical disabilities?

Documentation that staff received RR training within 30
days of hire was reviewed?

Page | 1
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Observations:

Deficiencies Notes and Required Action:
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Feedback Form

The following form is for providers, case managers and coordinators who wish to
provide feedback on anything topic related to residential services. The feedback could
be a suggestion, a compliment or a complaint. All types of feedback are important to
ensure CMHA-CEI is continuously improving services to our community.

This feedback is a: [] Suggestion [] Compliment ] Complaint

Please describe your above type of feedback:

*If vou need additional room please attach another sheet*

Are you a: [[] Provider [] Case Manager [] Coordinator

Do you wish to remain anonymous?

] Yes [ONo Name:

Please return this form to Brianne Haner, Mussa Maingu or Jessica Mead (Quality
Advisors) at 812 E. Jolly Rd. Suite 210 Lansing, MI 48906 or email to QCSRR-
QA@ceicmh.org

03/2020
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QUALITY AND COMPLIANCE MONITORING
RESIDENTIAL SERVICES

Date of Review: Reviewer Name:
Provider Name: Site Name:
Address: City/Zip:

Source of Information for this review

Data Source(s) for Review
[] Clinical Record Review ] Policies and Procedures [ ] Licensing/Accreditation
] Tour of Site [] Observation of Care [] Interviews with Staff

[] Interviews with Consumers/Families [] Other

AFC Certification of Specialized Programs: [ ] Mentally Ill [_] Developmentally Disabled

CONFIRM: [] Current License / Accreditation is Posted Date of Expiration

TYPE OF CONTRACT:

NUMBER OF CEI CONSUMERS IN HOME:

CONTACT INFORMATION:

Main Contact:

Email:

Phone:

OTHER INFORMATION:

1 02/2020



RATING: Yes=Meets Standard No = Does Not Meet Standard

Section A: STAFF TRAINING (as evidenced by training records) Initial Ongoing
1 | Recipient Rights Orientation/Refresher (Within 30-days of hire and then annually)
2 | CPR/First Aid (Within 30-days of hire and then every two years)
3 | Blood Borne Pathogens Training (Within 30-days of hire and then annually)
4 | HIPAA Privacy and Security Training (Within 30-days of hire and then annually)
5 | Person Centered Planning Training (Within 30-days of hire and then annually)
6 Basic Health and Medication Administration Training (Within 90-days of hire and every
two years)

7 | Working With People / Culture of Gentleness (Within 90-days of hire) NA
8 | Corporate & Regulatory Compliance Training (Within 90-days of hire and then annually)
9 | Cultural Competency & Diversity Training (Within 90-days of hire and then annually)
10 | De-escalation Skills (Within 90-days of hire) NA
11 | Environmental Safety Training (Within 90-days of hire) NA
12 | Limited English Proficiency Training (Within 90-days of hire and then annually)
13 | Trauma Informed Care (Within 90-days of hire) NA
Comments:

Section B: MANAGEMENT OF HUMAN RESOURCES RATING
1 Provider has a system to ensure competency of staff is continually assessed, maintained and improved

(i-e. hiring documentation, annual evaluations, training requirements, etc.).
’ Provider performs criminal background checks on their employees prior to hire and every other year

as required in the contract. Proof of a method of auto-notification is also acceptable.
3 | OIG checks are being completed on a monthly basis for all staff.

Provider performs valid driver’s license checks on their employees prior to hire. *Driver’s License
4 | needed if employee is transporting consumers, otherwise a valid form of ID is acceptable to prove employee is

over the age of 18*

Provider obtained approval from CMHA-CEI prior to utilizing the services of any subcontracted
5 | service provider. If yes, subcontracted service providers must meet all other staff requirements including

trainings, background checks, etc.
Comments:

02/2020




Section C: QUALITY IMPROVEMENT

RATING

There is a system within the site for consumers to provide suggestions. (i.e. a suggestion box,
documented house meetings, etc.)

There is a system in place to complete incident reporting as required by CEI contract. (Two AFC
IR’s examples were taken to cross check with CEI records)

There are current copies of each consumer’s Person-Centered Plans/ Individual Plans of Services.

There is a system for training staff on consumer Person-Centered Plans/ Individual Plans of
Services.

There is documentation that consumer Person-Centered Plans/ Individual Plans of Services are
being implemented. (i.e. service log, activity log, fund usage, etc.)

6

Medicaid Event Verification (MEV) documentation received.

Comments:

Section D : HEALTH & SAFETY

RATING

Staff can locate protective equipment (gloves).

Fire drills are held quarterly during daytime, evening, and sleeping hours. The provider maintains
documentation of the drills.

Smoke detection system is operational and has been inspected annually. Staff can locate fire
extinguisher and fire extinguisher has been checked for safe use.

Soap-filled dispensers and paper towels are available at all sinks.

Staff can locate a first aid kit and a first aid kit is in all consumer transporting vehicles (if applicable)

The exterior of the house is clean and well-maintained. (i.e. lawn mowed, landscaping maintained,
snow shoveled, yard free of debris, etc.)

The interior of the house is clean and well-maintained. (i.e. furniture clean and in good repair,
floors and walls clean, house free of obvious offensive odors, bathroom clean and in good working
order, etc.)

8

Smoking debris is being disposed of in a fire safe container.

Comments:

Section E : MEDICATIONS

RATING

Medication cupboards are locked and medications are stored appropriately (refrigeration, etc.).

All controlled substances are kept within double locked storage areas.

3

02/2020




3 Medication administration records are complete and accurate.
Comments:
Section F: RESIDENT TREATMENT RATING
1 Residents are treated in a respectful, positive and supportive manner.
2 Residents’ clothing is generally clean, in good repair, fits properly and is seasonably appropriate or
this issue is addressed in the treatment plan. *In alignment with consumer choice*
3 Residents’ personal hygiene is maintained and supported or this issue is addressed in the treatment
plan. *In alignment with consumer choice*
Comments:
Section G : RESIDENT FUNDS AND VALUABLES RATING
1 Does provider have a secure location for storage of funds (if resident requests) and does resident
have access to funds 24/7?
2 Facility has a set system in place to ensure that all spending of resident funds is tracked, with
proper receipts accounted for.
Comments:

REVIEWER COMMENTS

02/2020




Provider Signature:

Reviewer Signature:

Date:

Date:

02/2020
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Summary of Rules for Placement of Individuals with
Developmental Disabilities and Mental Illness into Specialized
Residential Settings and Certification of Specialized
Residential Settings

The Michigan Department of Health and Human Services (MDHHS) issued Administrative
Rules in 1996 regarding the placement of adults with Developmental Disabilities and
Mental Illness into specialized programs. A specialized program is any licensed residential
setting that receives funding from Community Mental Health (under A or B contact).

The rules require that any provider providing Specialized service must be certified to
provide those services through the Department of Health and Human Services. This is in
addition to the requirement to be licensed as an Adult Foster Care provider.

A provider must apply for certification, and then MDHHS will send a Licensing and
Regulatory Affairs (LARA) reviewer to the home to determine if the provider meets the
requirements of a specialized provider.

Summary of Rules
The rules fall into the four basic categories listed below:

A. Treatment Standards

B. Fire Safety Standards

C. Staffing and Staff Training

D. Environmental and Accessibility Standards
A.  Treatment Standards

1. Prior to placing a consumer in the home, a representative from CMHA-CEI
must make an on-site visit to determine whether the home is safe and can
meet the consumer’s needs.

2 A consumer must have an initial plan of service written upon moving into
the home which outlines the basic supports that will be provided for the
consumer. A full Person Centered Plan (PCP) must be developed within 30
days of the move date. If there is an existing plan, it may be modified via a
special staffing and the modified plan of service for the home can be recorded
on a special staffing form.

The plan must focus on the needs and preferences of the consumer and be

11/2020 Page 1 of 4
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Summary of Rules for Placement of Individuals with

Developmental Disabilities and Mental Illness into Specialized

11/2020

Residential Settings and Certification of Specialized
Residential Settings

developed by the planning team. The planning team must consist of:
a. The consumer

b Other individuals the consumer chooses

C. Professionals as needed and as desired

d The case manager

3. Written consent from the consumer / legal guardian must be obtained prior
to the consumer moving in.

4. The provider must complete all recommendations developed at the annual
plan and document any ongoing treatment, such as those reflected in home
goals.

5. The provider must ensure the consumer receives healthcare treatment as

recommended by their physician or healthcare provider.

6. The case manager must provide an annual summary of consumer status and
progress.

Fire Safety

1. Fire Alarm Systems
a. Homes Licensed for 3 or Less Residents - refer to Licensing Rules

distributed by MDHHS for specific requirements

b. Homes Licensed to Serve 4 to 6 Residents - refer to Licensing Rules
distributed by MDHHS for specific requirements

C. Homes Licensed to serve 7 to 12 Beds - refer to Licensing Rules
distributed by MDHHS for specific requirements

d. Homes licensed for 13 to 20 beds - refer to Licensing Rules distributed
by MDHHS for specific requirements

Page 2 of 4
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Summary of Rules for Placement of Individuals with

Developmental Disabilities and Mental Illness into Specialized

C.

11/2020

Residential Settings and Certification of Specialized

Residential Settings

Homes with sprinkler systems may be granted an exemption. NOTE: Any
new construction of a 3 to 20 bed home must have an automatic sprinkler
system.

Fire Drills
All homes must conduct a fire drill once per shift per quarter.

Assessment of Consumers Abilities to Evacuate the Home

a. An Evacuation Assessment Score (EAS) must be completed annually
for each consumer in the home (including consumers who are not on
contract through CMHA-CEI)

b. Evacuation Difficulty Index (EDI) scores must be completed annually

c EDI scores must be recalculated within 30 days at the admission of
each new consumer (including consumers who are not on contract
with CMHA-CEI)

Fire Training for Consumers
Homes that have an impractical score on the EDI must provide fire
evacuation training.

Staffing and Staff Training

1.

Staff levels must be sufficient to implement the individual plan of service and
to maintain a safe environment. Minimum staffing levels must meet the
Family Independence Agency licensing requirement of 1:12, staff to
consumer.

All staff who work independently and staff who function as lead workers

with consumers must have successfully completed a course of training which

includes the topics below.

a. Blood Borne Pathogens — designed to meet the OSHA requirements
for new employee training

Page 3 of 4
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Summary of Rules for Placement of Individuals with

Developmental Disabilities and Mental Illness into Specialized

D.

11/2020

Residential Settings and Certification of Specialized

Residential Settings

Recipient Rights — emphasis placed on the categories of recipient
rights and the responsibility to report any suspected incidents of
abuse and neglect

American Heart Saver First Aid — emphasis placed on basic
techniques needed until emergency medical help arrives

Basic Health and Medication Training — covers basic interventions
for maintaining and caring for a consumer’s health (including
personal hygiene and infection control) and recognizing signs of
illness

Person Centered Planning — emphasis placed on listening carefully
to and discovering through choices the preferences of the individuals
that staff serve

Environment and Environment Accessibility

A bedroom, bathroom, and all common areas of the facility must be
accessible to all the residents.

The facility must be capable of meeting the transportation needs of all
consumers the facility accepts for service.

Page 4 of 4



DEPARTMENT OF COMMUNITY HEALTH

MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES

(By authority conferred on the department of mental health by sections 1 to 4 of Act
No. 80 of the Public Acts of 1905, as amended, section 33 of Act No. 306 of the Public
Acts of 1969, as amended, and sections 114, 130, 136, 157, 206, 244, 498n, 498r, 842,
844, 908, and 1002a of Act No. 258 of the Public Acts of 1974, as amended, being
sections 19.141 to 19.144, 24.233, 330.1114, 330.1130, 330.1136, 330.1206,
330.1244, 330.1498n, 330.1498r, 330.1842, 330.1844, 330.1908, and 330.2002a of
the Michigan Compiled Laws)

SUBPART 8. CERTIFICATION OF SPECIALIZED PROGRAMS
OFFERED IN ADULT FOSTER CARE HOME TO CLIENTS
WITH MENTAL ILLNESS OR DEVELOPMENTAL DISABILITY

R 330.1801 Definitions.

Rule 1801. As used in this subpart:

(a) "Certification" means the authorization by the department for a facility to
offer a specialized program to clients as defined under R 330.1701(a).

(b) "Facility" means an adult foster care facility licensed pursuant to Act No. 218 of
the Public Acts of 1979, as amended, being 8400.701 et seq.of the Michigan Compiled
Laws.

(c) "Regular certification” means a certification issued by the department to a
facility which is in full compliance with these rules and Michigan's statutes and rules
for protecting recipient's rights or which is in substantial compliance with these rules
and operating under an approved plan of corrective action or a report of progress, or
both, in correcting items of noncompliance. A regular certification may be granted for a
period of up to 2 years.

(d) "Provisional certification” means a certification issued by the department to
a facility that is operating under an approved plan of correction to address items of
noncompliance which, by nature or degree, have been determined to seriously
compromise program operations or performance. A provisional certification may be
issued for a period of up to 3 months and may be renewed for 1 additional 3 month
period.

(e) "Temporary certification” means a certification issued by the department
to a facility which has submitted an application and which has not been previously
certified under these rules. A temporary certification may be granted for a period of up
to 6 months and may not be renewed.

History: 1996 AACS.

R 330.1802 Application process.

Page 1
Courtesy of www.michigan.gov/orr



Rule 1802. (1) A facility seeking certification of its specialized program shall
request certification by submitting a completed application to the department.

(2) The application shall include all of the following information:

(a) The facility's license number.

(b) The facility's proposed or actual licensed capacity.

(c) The type of certification being requested by the facility.

(d) The minimum ratio of direct care staff to clients that the provider assures will
be employed and present on each shift when the clients are under the licensee's
supervision. The ratios shall ensure the provision of all services delineated in each
client's individual plan of service that are the licensee's responsibility.

(e) A description of the specialized program that the facility seeks certification
to provide.

(3) Temporary certification of a specialized program may be granted for a period of
up to 6 months based on a review of the facility's application.

(4) The department shall conduct an on-site review of a facility's specialized
program, including a review of its policies and procedures for protecting recipient
rights, before issuing a provisional or regular certification.

History: 1996 AACS.

R 330.1803 Facility environment; fire safety.

Rule 1803. (1) A facility that has a capacity of 4 to 6 clients shall be equipped with
an interconnected multistation smoke detection system which is powered by the
household electrical service and which, when activated, initiates an alarm that is
audible in all areas of the home. The smoke detection system shall be installed on
all levels, including basements, common activity areas, and outside each sleeping area,
but excluding crawl spaces and unfinished attics, so as to provide full coverage of the
home.The system shall include a battery backup to assure that the system is operable
if there is an electrical power failure and accommodate the sensory impairments of
clients living in the facility, if needed. A fire safety system shall be installed in
accordance with the manufacturer's instructions by a licensed electrical contractor and
inspected annually.A record of the inspections shall be maintained at the facility.

(2) A facility that has a capacity of 3 or fewer clients shall be equipped with an
assured alarm that has detectors located at least on each level of the home, including
basements, but excluding crawl spaces and unfinished attics, and in each common use
area and outside each sleeping area. To be assured, the alarm shall be easily heard in
all locations of the home, including during times where there is background noise that
may detract from hearing the alarm, for example, laundry equipment operation or
vacuuming. The assured alarm is not required to be interconnected.

(3) A facility that has a capacity of 4 or more clients shall conduct and document
fire drills at least once during daytime, evening, and sleeping hours during every 3-
month period.

(4) A facility that has a capacity of 3 or fewer clients shall conduct and document
fire drills 4 times a year. Two of the 4 fire drills shall be conducted during sleeping
hours.

Page 2
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(5) The capability of the clients to evacuate a facility in the event of a fire shall be
assessed using methods described in appendix f of the 1985 life safety code of the
national fire protection association. Appendix f of the 1985 life safety code of the
national fire protection association is adopted by reference as part of these rules. A copy
of the adopted appendix f is available from the Department of Mental Health, Lewis
Cass Building, Lansing,

MI 48913, at cost. A copy of appendix f may also be obtained from the National
Fire Protection Association Library, Battermarch Park, P.O. Box 9101, Quincy,
Massachusetts 02269-9101, 1-800-344-3555. A prepaid fee may be required by the
national fire protection association for a copy of appendix f. A price quote for copying
of these pages may be obtained from the national fire protection association.

(6) Evacuation assessments shall be conducted within 30 days after the admission
of each new client and at least annually thereafter. The specialized program shall
forward a copy of each completed assessment to the responsible agency and retain a
copy in the home for inspection. A home that is assessed as having an evacuation
difficulty index of "impractical” using appendix f of the life safety code of the
national fire protection association shall have a period of 6 months from the date of the
finding to do either of the following:

(a) Improve the score to at least the "slow" category.

(b) Bring the home into compliance with the physical plant standards for
"Impractical” homes contained in chapter 21 of the 1985 life safety code of the national
fire protection association, which are adopted by reference in these rules and which may
be obtained from the Department of Mental Health, Lewis Cass Building, Lansing, Ml
48913, at cost, or from the National Fire Protection Association Library, Battermarch
Park, P.O.Box 9101, Quincy, Massachusetts 02269-9101, 1-800-344-3555. A prepaid
fee may be required by the national fire protection association for a copy of the chapter
21 standards. A price quote for copying of these pages may be obtained from the
national fire protection association.

History: 1996 AACS.

R 330.1804 Certification inspections and investigations.

Rule 1804. (1) A newly opened facility that has a temporary certification shall
notify the department when the number of residents of the facility reaches 50% of the
licensed capacity. Upon notice, the department will schedule and conduct an on-site
review of the facility's specialized program.

A written report of the review shall be provided to the department of social

services, the licensee, and the placing agency. Based upon the review, the department
may issue a provisional or regular certification. This rule does not apply to facilities
certified through the intermediate care facilities for the mentally retarded (ICF/MR)
program.

(2) Upon receipt of a complaint regarding the provision of specialized program
services, the department shall conduct a review within 30 days to determine whether
these rules have been violated. The department shall issue a written report of its findings
and provide a copy to the department of social services, the complainant, the facility,
and the placing agency.
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(3) The department shall issue a complaint against a facility if rule violations
warrant.

(4) Failure of the licensee to fully cooperate with the department in connection
with inspections and investigations is a ground for the denial, suspension, or
revocation of, or refusing to renew, a facility's certification.

(5) If a certified facility voluntarily relinquishes its license or has its license revoked,
suspended, or not renewed, and if all administrative appeals are exhausted, the facility is
decertified as a matter of law.

History: 1996 AACS.

R 330.1805 Accessibility.

Rule 1805. Common use areas of the facility are accessible to all clients in
residence or an individual plan of service addresses the removal of imposed
restrictions. The facility shall be capable of meeting the transportation needs of all
clients the facility accepts for service.

History: 1996 AACS.

R 330.1806 Staffing levels and qualifications.

Rule 1806. (1) Staffing levels shall be sufficient to implement the individual
plans of service and plans of service shall be implemented for individuals residing in
the facility.

(2) All staff who work independently and staff who function as lead workers

with clients shall have successfully completed a course of training which imparts
basic concepts required in providing specialized dependent care and which measures
staff comprehension and competencies to deliver each client's individual plan of service
as written. Basic training shall address all the following areas:

(@) An introduction to community residential services and the role of direct care
staff.

(b) An introduction to the special needs of clients who have developmental
disabilities or have been diagnosed as having a mental illness. Training shall be
specific to the needs of clients to be served by the home.

(c) Basic interventions for maintaining and caring for a client's health, for example,
personal hygiene, infection control, food preparation, nutrition and special diets, and
recognizing signs of illness.

(d) Basic first aid and cardiopulmonary resuscitation.

(e) Proper precautions and procedures for administering prescriptive and
nonprescriptive medications.

(F) Preventing, preparing for, and responding to, environmental emergencies,
for example, power failures, fires, and tornados.

(g) Protecting and respecting the rights of clients, including providing client
orientation with respect to the written policies and procedures of the licensed facility.

(h) Nonaversive techniques for the prevention and treatment of challenging
behavior of clients.
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(3) Training shall be obtained from individuals or training organizations that use a
curriculum that has been reviewed and approved by the department.

(4) Written documentation of compliance with this rule shall be kept on file at the
facility for not less than 3 years.

History: 1996 AACS.

R 330.1807 Transferability of certification.
Rule 1807. Certification shall be issued to a specific facility at a specific
location, specific licensee and shall be nontransferable and remain the property of the
department.

History: 1996 AACS.

R 330.1808 Suspension, denial, or revocation of certification.

Rule 1808. The director, after notice to the applicant or licensee, may suspend,
deny, revoke, or reduce to provisional status, a certification if he or she finds that there is
substantial failure to comply with these rules. The notice shall be sent by certified mail
or by personal service. The notice shall set forth the particular reasons for the proposed
action and fix a date, not less than 30 days from the date of service, on which the
applicant or licensee shall be afforded a hearing in accordance with R 330.18009.

History: 1996 AACS.

R 330.1809 Appeals.

Rule 1809. A facility which has its application for certification denied, a facility
which is issued a provisional certification, a facility which has its certification proposed
for suspension, revocation, or reduction to provisional, or a facility which is denied
renewal shall be provided an opportunity for a hearing in accordance with chapter 4 of
Act No. 306 of the Public Acts of 1969, as amended, being 8824.271 to 24.287 of the
Michigan Compiled Laws.

History: 1996 AACS.
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Process for Receiving Certification to Provide Specialized

11/2020

Residential Services

In order for a home to become certified to provide Specialized Services, the provider
must complete the attached form.

The provider must also submit a program description. A sample is attached.
The form must be completed within seven days of an admission.
The form should be sent to:
Michigan Department of Licensing and Regulatory Affairs
Bureau of Community and Health Systems
PO Box 30664

Lansing, MI 48909-8164
(517) 335-1980
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STATE OF MICHIGAN

GRETCHEN WHITMER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS ORLENE HAWKS
GOVERNOR LANSING DIRECTOR

RE: ADULT FOSTER CARE APPLICATION — SPECIAL CERTIFICATION

Dear Applicant:
The following is information regarding application for a special certification.

Instructions and additional materials are included which will assist you in completing the
application.

Please return all of the completed and required application materials to your local field
office.

For additional information, please contact the Licensing Unit at (866) 685-0006 or Fax at
(517) 284-9709.

Thank you.

P.O. BOX 30664 e LANSING, MICHIGAN 48909-8164
www.michigan.gov e (517) 335-1980
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Michigan Department of Licensing and Regulatory Affairs
Bureau of Community and Health Systems
Licensing Unit

CERTIFICATION OF SPECIALIZED PROGRAMS
OFFERED IN ADULT FOSTER CARE HOMES

TO CLIENTS WITH MENTAL ILLNESS OR DEVELOPMENTAL DISABILITY

Enclosed is an application for Certification of a Specialized Program Offered to Persons
with Mental lliness or Developmental Disability (BCAL-1609). Before a recommendation
for regular certification can be made, all requirements related to the regulation of
Certification of Specialized Programs as contained in 1974 PA 258, as amended, and
the applicable administrative rules must be met. A copy of relevant portions of the Act
and Administrative Rules are enclosed for your review.

Compliance with the Act and the Administrative Rules is the responsibility of the
applicant. These instructions are to assist you in completing the application as well as
having the appropriate and complete information available for the on-site inspection.

l. Minimum Requirements to Begin the Certification Process

A.

A facility must be licensed as an Adult Foster Care Home (AFC) in
accordance with 1979 PA 218, as amended, to be eligible for certification.

[R 330.1801]

Note: Facilities licensed to provide services to children are not eligible for
participation in this program.

The AFC license must authorize programs for the mentally ill and/or
developmentally disabled.

A licensee/facility requesting certification shall submit a completed application
to the agency. [R330.1802(1)]

The enclosed application must be completed, the original form signed and
returned to the address noted in the cover letter.

[I.  Completing the Application

A.

The 10/05 edition of the application (BCAL-1609) must be used; previous
editions are obsolete and will not be processed.

All items on the application must be completed; incomplete applications will
be returned to the applicant.

The application must be signed by the licensee or designee.

Only original applications will be accepted. Fax copies will not be processed.
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[1l. Documentation to be Made Available in the Facility at the Time of Inspection

A. Complete case records for persons receiving specialized programs including
the individual plan of service (IPOS) which specifies the specialized program
to be provided by the AFC facility. (Rule 330.1806(1); MCL 330.1712)

e The IPOS is to contain the treatment plan and/or the support plan.

To achieve regular certification, a licensee must have residents in place
who receive specialized programs and who have current individual
plans of service (IPOS) in place.

The following may be included as part of the case record review:

Assessments/evaluations

Written program(s) and methodology

Medical consultations

Progress review(s)

Data collection worksheets

Medication(s) prescribed

Notations in the health care chronological logs
Accident/Incident Reports

B. Documentation of the installation of an interconnected multistation smoke
detection system by a licensed electrical contractor; documentation that the
smoke detection system is inspected annually. Required for AFC facilities
with a licensed capacity of 4-6 clients (Rule 330.1803(1)).

C. Evacuation assessment scores (EAS/E-scores) using forms and methods
from Appendix F of the 1985 Life Safety Code for all persons residing in the
home (including those not receiving specialized services) and documentation
that the results have been forwarded to the responsible agency (Rule
330.1803(5)(6a)(6b); Appendix F, 1985 Life Safety Code).

Note: A copy of Appendix F of the 1985 Life Safety Code can be accessed on
the Agency’s website.

D. Fire drill records for the past 12 months; facility emergency protection plan,
fire route exit diagram (Rule 330.1803(3)(4); Appendix F, 1985 Life Safety
Code).

1. For facilities with a licensed capacity of 4 or more, documentation that
fire drills have been conducted at least once during daytime, evening,
and sleeping hours during every 3 month period;

2. For facilities with a licensed capacity of 3 or fewer, documentation that

fire drills have been conducted 4 times per year of which 2 drills were
conducted during sleeping hours
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E. Documentation of staff work schedules, staff training records; approved
curriculum and maintenance of training records. (Rule 330.1806(1)(2a-

2h)(3)(4))
F. Policies and procedures for protecting recipient rights.

IV. The agency must receive a statement from the Office of Recipient Rights indicating
compliance with Recipient Rights Rules before a regular or renewal certification
will be recommended.

V. Reminder

Failure to Cooperate (Rule 330.1804(4): Failure of the licensee to fully cooperate
with the agency in connection with inspections and investigations is a ground for
denial, suspension, revocation of, or refusing to renew a facility's certification.

Following receipt of your application and review for completeness and verification of
licensure, you may be issued a Temporary Certification. You then will be contacted to
schedule an on-site inspection which will be conducted to determine compliance with
the Administrative Rules for Regular Certification of Specialized Programs.
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CERTIFICATION OF SPECIALIZED PROGRAMS
APPLICATION FOR CERTIFICATION
Department of Licensing and Regulatory Affairs
Bureau of Community and Health Systems

SECTION | — FACILITY INFORMATION

CASHIER USE ONLY — Cashier code: 100101

1. Type of Application:

[] INITIAL [] MODIFICATION: Specify Change

Effective Date of Change

2. Certificate Type (Population served must be mentally ill and/or developmentally disable as authorized by AFC License.)

|:| MENTAL ILLNESS |:| DEVELOPMENTAL DISABILITY

|:| MENTAL ILLNESS & DEVELOPMENTAL DISABILITY

3. Facility Name

4. Facility Street Address

5. Facility City, State, Zip

6. Area Code/Telephone Number

7. Area Code/Fax Number

8. Email Address (if applicable)

9. Facility Mailing Address (if different than #4)

10. County 11. Township

12. AFC License Number 13. AFC Expiration Date

14. Licensed Capacity 15. Current Occupancy

16. Number of individuals residing in the facility for whom you receive specialized compensation.
Persons with Developmental Persons with Mental lliness and

Persons with
Mental lliness

Disability(ies)

Developmental Disability(ies)

SECTION Il - ADULT FOSTER CARE LICENSEE INFORMATION

17. Name of Licensee

18. Licensee Designee (if applicable)

19. Street Address

20. City, State, Zip Code

21. Mailing Address (if different than #19)

22. Area Code/Telephone Number

23. Area Code/Fax Number

24. Email Address

SECTION IIl - PLACING AGENCY INFORMATION (Attach additional sheets as necessary)

25. Agency Name

26. Contact Person

27. Street Address

28. City, State, Zip Code

29. Mailing Address (if different than #27)

30. Area Code/Telephone Number

31. Area Code/Fax Number

32. Email Address

SECTION IV — STAFFING INFORMATION

33. Staff-to-resident ratio on each shift:

A.M. Shift:

P.M. Shift:

MIDNIGHT Shift:
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SECTION V — DESCRIPTION OF SPECIALIZED PROGRAM(S) PROVIDED

34. Specialized Program Description (Attach additional sheets if necessary)

SECTION VI — CERTIFICATION AND SIGNATURE

The applicant certified that the relevant provisions of 1974 PA 258, as amended (Mental Health Code), the Administrative Rules (330.1801 through
330.1809), and relevant portions of the 1985 Life Safety Code, Appendix F, which regulate the operation of Specialized Programs Offered to Persons with
Mental lliness or Developmental Disability(ies) have been read.

The applicant certifies that the information contained in this application is true, complete and accurate to the best of the applicant’s knowledge.

35. Adult Foster Care Licensee Name (print or type)

36. Licensee or Licensee Designee Signature

37. Date Signed

Authority: 1979 PA 218
1974 PA 258
Completion:  Mandatory
Penalty: Certification will not be issued.

LARA is an equal opportunity employer/program.
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Statutory Authority

Adult Foster Care Facility Licensing Act
P.A. 218 of 1979, as amended
MCL 400.710 Sec. 10.(3)

MCL 400.710 Sec. 10. (3) The department of mental health shall promulgate rules for
the certification of specialized programs offered in an adult foster care facility to a
mentally ill or developmentally disabled resident. The rules shall include provision for an
appeal of a denial or limitation of the terms of certification to the department pursuant to
chapter 4 of the administrative procedures act of 1969, being sections 24.271 to 24.287
of the Michigan Compiled Laws.

MENTAL HEALTH CODE
P.A. 258 of 1974, as amended

330.1153 Rules for placement of mentally ill or developmentally disabled adults into
community based dependent living settings or programs; rules for certification of
specialized programs; inspection of facility; inspection report and certification, denial of
certification, revocation, or certification with limited terms; reinspection; notice;
contracts; licensure or placement pending promulgation of rules. [M.S.A. 14.800(153)]

Sec. 153.(2) Subject to section 114a, the department shall promulgate rules for the
certification of specialized programs offered in an adult foster care facility to individuals
with serious mental illness or developmental disability. The rules shall provide for an
administrative appeal to the department of a denial or limitation of the terms of
certification under chapter 4 of the administrative procedures act of 1969, Act No. 306 of
the Public Acts of 1969, being sections 24.271 to 24.287 of the Michigan Compiled
Laws.

Note: For transfer of powers and duties of Certification of Specialized Programs
from the Department of Community Health (formerly Mental Health) to the
director of the Michigan Family Independence Agency (formerly
Department of Consumer and Industry Services), see E.R.O. No. 1996-1,
compiled at § 330.3101 of the Michigan Compiled Laws.

For transfer of powers and duties of Certification of Specialized Programs
from the Michigan Family Independence Agency to the Department of
Human Services, see E.R.O. No. 2004-38, compiled at 8400.226 of the
Michigan Compiled Laws.

By Executive Order No. 2015-04, effective April 10, 2014, the references to the
Michigan Department of Human Services within Act No. 218 are now assigned to the
Department of Licensing and Regulatory Affairs and references to Michigan Department
of Community Health are assigned to the Michigan Department of Health and Human
Services.
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STATUTE DEFINITIONS

MENTAL HEALTH CODE
Act 258 of 1974, as amended

Individualized Plan of Service

(1) The responsible mental health agency for each recipient shall ensure that a person-
centered planning process is used to develop a written individual plan of services in
partnership with the recipient. A preliminary plan shall be developed within 7 days of the
commencement of services or, if an individual is hospitalized for less than 7 days,
before discharge or release. The individual plan of services shall consist of a treatment
plan, a support plan, or both. A treatment plan shall establish meaningful and
measurable goals with the recipient. The individual plan of services shall address, as
either desired or required by the recipient, the recipient's need for food, shelter, clothing,
health care, employment opportunities, educational opportunities, legal services,
transportation, and recreation. The plan shall be kept current and shall be modified
when indicated. The individual in charge of implementing the plan of services shall be

designated in the plan.
MCL 330.1712 Individualized written plan of services.
History: Add. 1995, Act 290, Eff. Mar. 28, 1996.

“Special compensation” means payment to an adult foster care facility to ensure the
provision of a specialized program in addition to the basic payment for adult foster care.
Special compensation does not include payment received directly from the Medicaid
program for personal care services for a resident, or payment received under the
supplemental security income program.

330.1100d Definitions; S to W. [M.S.A. 14.800(100d) ] Sec. 100d., P.A. 258 of 1974
History: Add. 1995, Act 290, Eff. Mar. 28, 1996.

“Specialized program” means a program of services, supports, or treatment that are
provided in an adult foster care facility to meet the unique programmatic needs of
individuals with serious mental illness or developmental disability as set forth in the
resident's individual plan of services and for which the adult foster care facility receives
special compensation.

330.1100d Definitions; S to W. [M.S.A. 14.800(100d) ] Sec. 100d., P.A. 258 of 1974
History: Add. 1995, Act 290, Eff. Mar. 28, 1996.

“Support Plan” means a written plan that specifies the personal support services or

any other supports that are to be developed with and provided for a recipient.
330.1700 Definitions; k, P.A. 258 of 1974
History: Add. 1995, Act 290, Eff. Mar. 28, 1996.

“Treatment Plan” means a written plan that specifies the goal-oriented treatment or
training services, including rehabilitation or habilitation services, that are to be

developed with and provided for a recipient.
300.1700 Definitions; |, P.A. 258 of 1974
History: Add. 1995, Act 290, Eff. Mar. 28, 1996.
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DEPARTMENT OF COMMUNITY HEALTH
MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES

(By authority conferred on the department of mental health by sections 1 to 4 of Act No.
80 of the Public Acts of 1905, as amended, section 33 of Act No. 306 of the Public Acts
of 1969, as amended, and sections 114, 130, 136, 157, 206, 244, 498n, 498r, 842, 844,
908, and 1002a of Act No. 258 of the Public Acts of 1974, as amended, being sections
19.141 to 19.144, 24.233, 330.1114, 330.1130, 330.1136, 330.1206, 330.1244,
330.1498n, 330.1498r, 330.1842, 330.1844, 330.1908, and 330.2002a of the Michigan
Compiled Laws)

SUBPART 8. CERTIFICATION OF SPECIALIZED PROGRAMS
OFFERED IN ADULT FOSTER CARE HOME TO CLIENTS
WITH MENTAL ILLNESS OR DEVELOPMENTAL DISABILITY

R 330.1801 Definitions.

Rule 1801. As used in this subpart:

(a) "Certification” means the authorization by the agency for a facility to offer a
specialized program to clients as defined under R 330.1701(a).

(b) "Facility" means an adult foster care facility licensed pursuant to Act No. 218 of the
Public Acts of 1979, as amended, being 8400.701 et seq. of the Michigan Compiled
Laws.

(c) "Regular certification"” means a certification issued by the agency to a facility which is
in full compliance with these rules and Michigan's statutes and rules for protecting
recipient's rights or which is in substantial compliance with these rules and operating
under an approved plan of corrective action or a report of progress, or both, in
correcting items of noncompliance. A regular certification may be granted for a period of
up to 2 years.

(d) "Provisional certification” means a certification issued by the agency to a facility that
is operating under an approved plan of correction to address items of noncompliance
which, by nature or degree, have been determined to seriously compromise program
operations or performance. A provisional certification may be issued for a period of up
to 3 months and may be renewed for 1 additional 3 month period.

(e) "Temporary certification” means a certification issued by the agency to a facility
which has submitted an application and which has not been previously certified under
these rules. A temporary certification may be granted for a period of up to 6 months and

may not be renewed.
History: 1996 MR 2, Eff. Mar. 9, 1996.
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R 330.1802 Application process.
Rule 1802. (1) A facility seeking certification of its specialized program shall request
certification by submitting a completed application to the agency.

(2) The application shall include all of the following information:
(a) The facility's license number.

(b) The facility's proposed or actual licensed capacity.

(c) The type of certification being requested by the facility.

(d) The minimum ratio of direct care staff to clients that the provider assures will be
employed and present on each shift when the clients are under the licensee's
supervision. The ratios shall ensure the provision of all services delineated in each
client's individual plan of service that are the licensee's responsibility.

(e) A description of the specialized program that the facility seeks certification to
provide.

(3) Temporary certification of a specialized program may be granted for a period of up
to 6 months based on a review of the facility's application.

(4) The agency shall conduct an on-site review of a facility's specialized program,
including a review of its policies and procedures for protecting recipient rights, before

issuing a provisional or regular certification.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1803 Facility environment; fire safety.

Rule 1803. (1) A facility that has a capacity of 4 to 6 clients shall be equipped with an
interconnected multistation smoke detection system which is powered by the household
electrical service and which, when activated, initiates an alarm that is audible in all
areas of the home. The smoke detection system shall be installed on all levels,
including basements, common activity areas, and outside each sleeping area, but
excluding crawl spaces and unfinished attics, so as to provide full coverage of the
home. The system shall include a battery backup to assure that the system is operable
if there is an electrical power failure and accommodate the sensory impairments of
clients living in the facility, if needed. A fire safety system shall be installed in
accordance with the manufacturer's instructions by a licensed electrical contractor and
inspected annually. A record of the inspections shall be maintained at the facility.

(2) A facility that has a capacity of 3 or fewer clients shall be equipped with an assured
alarm that has detectors located at least on each level of the home, including
basements, but excluding crawl spaces and unfinished attics, and in each common use
area and outside each sleeping area. To be assured, the alarm shall be easily heard in
all locations of the home, including during times where there is background noise that
may detract from hearing the alarm, for example, laundry equipment operation or
vacuuming. The assured alarm is not required to be interconnected.
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(3) A facility that has a capacity of 4 or more clients shall conduct and document fire
drills at least once during daytime, evening, and sleeping hours during every 3 month
period.

(4) A facility that has a capacity of 3 or fewer clients shall conduct and document fire
drills 4 times a year. Two of the 4 fire drills shall be conducted during sleeping hours.

(5) The capability of the clients to evacuate a facility in the event of a fire shall be
assessed using methods described in appendix f of the 1985 life safety code of the
national fire protection association. Appendix f of the 1985 life safety code of the
national fire protection association is adopted by reference as part of these rules. A
copy of the adopted appendix f is available from the Department of Mental Health,
Lewis Cass Building, Lansing, Ml 48913, at cost. A copy of appendix f may also be
obtained from the National Fire Protection Association Library, Battermarch Park, P.O.
Box 9101, Quincy, Massachusetts 02269-9101, 1-800-344-3555. A prepaid fee may be
required by the national fire protection association for a copy of appendix f. A price
guote for copying of these pages may be obtained from the national fire protection
association.

(6) Evacuation assessments shall be conducted within 30 days after the admission of
each new client and at least annually thereafter. The specialized program shall forward
a copy of each completed assessment to the responsible agency and retain a copy in
the home for inspection. A home that is assessed as having an evacuation difficulty
index of "impractical" using appendix f of the life safety code of the national fire
protection association shall have a period of 6 months from the date of the finding to do
either of the following:

(a) Improve the score to at least the "slow" category.

(b) Bring the home into compliance with the physical plant standards for "impractical”
homes contained in chapter 21 of the 1985 life safety code of the national fire protection
association, which are adopted by reference in these rules and which may be obtained
from the Department of Mental Health, Lewis Cass Building, Lansing, Ml 48913, at cost,
or from the National Fire Protection Association Library, Battermarch Park, P.O. Box
9101, Quincy, Massachusetts 02269-9101, 1-800-344-3555. A prepaid fee may be
required by the national fire protection association for a copy of the chapter 21
standards. A price quote for copying of these pages may be obtained from the national

fire protection association.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1804 Certification inspections and investigations.

Rule 1804. (1) A newly opened facility that has a temporary certification shall notify the
agency when the number of residents of the facility reaches 50% of the licensed
capacity. Upon notice, the department will schedule and conduct an on-site review of
the facility's specialized program. A written report of the review shall be provided to the
department of social services, the licensee, and the placing agency. Based upon the
review, the agency may issue a provisional or regular certification. This rule does not
apply to facilities certified through the intermediate care facilities for the mentally
retarded (ICF/MR) program.
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(2) Upon receipt of a complaint regarding the provision of specialized program services,
the agency shall conduct a review within 30 days to determine whether these rules have
been violated. The agency shall issue a written report of its findings and provide a copy
to the department of social services, the complainant, the facility, and the placing
agency.

(3) The agency shall issue a complaint against a facility if rule violations warrant.

(4) Failure of the licensee to fully cooperate with the department in connection with
inspections and investigations is a ground for the denial, suspension, or revocation of,
or refusing to renew, a facility's certification.

(5) If a certified facility voluntarily relinquishes its license or has its license revoked,
suspended, or not renewed, and if all administrative appeals are exhausted, the facility

is decertified as a matter of law.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1805 Accessibility.

Rule 1805. Common use areas of the facility are accessible to all clients in residence or
an individual plan of service addresses the removal of imposed restrictions. The facility
shall be capable of meeting the transportation needs of all clients the facility accepts for

service.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1806 Staffing levels and qualifications.
Rule 1806. (1) Staffing levels shall be sufficient to implement the individual plans of
service and plans of service shall be implemented for individuals residing in the facility.

(2) All staff who work independently and staff who function as lead workers with clients
shall have successfully completed a course of training which imparts basic concepts
required in providing specialized dependent care and which measures staff
comprehension and competencies to deliver each client's individual plan of service as
written. Basic training shall address all the following areas:

(&  Anintroduction to community residential services and the role of direct care staff.
(b)  An introduction to the special needs of clients who have developmental
disabilities or have been diagnosed as having a mental illness. Training shall be specific
to the needs of clients to be served by the home.

(c) Basic interventions for maintaining and caring for a client's health, for example,
personal hygiene, infection control, food preparation, nutrition and special diets, and
recognizing signs of illness.

(d) Basic first aid and cardiopulmonary resuscitation.

(e) Proper precautions and procedures for administering prescriptive and nonpre-
scriptive medications.
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)] Preventing, preparing for, and responding to, environmental emergencies, for
example, power failures, fires, and tornadoes.

(9) Protecting and respecting the rights of clients, including providing client
orientation with respect to the written policies and procedures of the licensed facility.

(h) Nonaversive techniques for the prevention and treatment of challenging behavior
of clients.

(3) Training shall be obtained from individuals or training organizations that use a
curriculum that has been reviewed and approved by the department.

(4) Written documentation of compliance with this rule shall be kept on file at the facility

for not less than 3 years.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1807 Transferability of certification.
Rule 1807. Certification shall be issued to a specific facility at a specific location,
specific licensee and shall be nontransferable and remain the property of the

department.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1808 Suspension, denial, or revocation of certification.

Rule 1808. The director, after notice to the applicant or licensee, may suspend, deny,
revoke, or reduce to provisional status, a certification if he or she finds that there is
substantial failure to comply with these rules. The notice shall be sent by certified mail
or by personal service. The notice shall set forth the particular reasons for the proposed
action and fix a date, not less than 30 days from the date of service, on which the

applicant or licensee shall be afforded a hearing in accordance with R 330.1809.
History: 1996 MR 2, Eff. Mar. 9, 1996.

R 330.1809 Appeals.

Rule 1809. A facility which has its application for certification denied, a facility which is
issued a provisional certification, a facility which has its certification proposed for
suspension, revocation, or reduction to provisional, or a facility which is denied renewal
shall be provided an opportunity for a hearing in accordance with chapter 4 of Act No.
306 of the Public Acts of 1969, as amended, being 8824.271 to 24.287 of the Michigan

Compiled Laws.
History: 1996 MR 2, Eff. Mar. 9, 1996.
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Application for Credentialing Checklist
Checklist of materials to submit with Application:
[ ] completed application

|:| Copy of all Agency licensure (including copies of staff and licensure for each location providing mental
health services, when applicable)

[ ] Copy of the organization’s Accreditation Certificate and most recent survey report
|:| Copy of the organization’s Credentialing and Privileging Policy

|:| Current Malpractice insurance and Professional Liability Policy insurance in the amount required by
CMHA-CEI (minimum $1,000,000 per occurrence and $3,000,000 aggregate)

|:| Copy of the organization’s most recent Compliance Plan
[ ] Federal W-9 Form - Request for Taxpayer Identification Number and Certification*

[ ] Electronic Funds Transfer Form*

*Required only if information in previously submitted form has changed
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MENTAL HEALTH Organizational Practitioners

Organizational Information
Name of Organization:
Names of Chief Administrator:

Office Address #1: City: State: Zip:

Phone: Emergency: Fax:

Email Address: Website:

Type of Organization: |:|For Profit Sole Proprietorship |:|For-Profit Partnership |:|For Profit Corporation
[ ]JNon-Profit Corporation [ ]other

Additional Directory Information - attach additional sheets if necessary for multiple sites

Office/Location #2 Address: Office/Location #3 Address:

City: State: Zip: City: State: Zip:

Phone: Emergency: Fax: Phone: Emergency: Fax:

Geographic Regions you would be able to serve: Hours of Operation:

[ ] clinton [ ] Eaton [ ] ingham

24 hr on-call availability for consumers?[_] Yes [ ] No ADA Accessible? [ ] Yes [ ] No
Please specify all fluent communicable languages, including sign language:

Taxpayer ldentification Number: National Provider Identifier (NPI):

Medicaid #: Medicare #:

Indicate all insurance companies and/or managed care plans you currently participate with or have provider
agreements with (i.e. Medicare, Meridian Health, BCBS, PHP, Aetna,etc.):

|:| None

Organizational Certifications/Licenses - attach current copies

License Specialty: |:| CAIT |:| Case Management |:| Early Intervention
[ ] Inpatient [ ] Integrated Treatment [ ] outpatient [ ] outpatient Methadone
[ ] Peer Recovery/Support | [_] Residential [ ] Residential Detox [ ] SARF

Indicate all past and current licenses and certifications - attach additional sheets of necessary
Certification/License Type License # Expiration Date

Current Professional Liability Insurance Information - attach copy of cover sheet

Insurance Carrier: Policy #:
Address: Coverage Amount:
City: State: Zip: Expiration Date:

Professional References
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Please list three (3) organizations or persons who have personal knowledge of your organization over the last five (5)
years and can comment on the scope/level of performance, clinical performance, satisfactory professional obligations,
ethical performance, clinical judgment, and technical skills in performing procedures and in treating and managing
client’s needs. Professional references only.

Reference #1 Reference #2 Reference #3

Full Name
Title/Occupation
Organization
Email Address
Phone

Disciplinary Actions

Has your organization had any of the following denied, revoked, suspended, reduced, limited, or placed on probation or
have voluntarily relinquished any of the following in anticipation of these actions, or are any of these actions now
pending? If you answer yes to any of the following, attach full explanation.

1. License to operate [ JYes [ ]No
2. Accreditation/Certification : Yes : No
3. Medical/Hospital Staff Membership [ ]yes [ ]No
4. Clinical Privileges [ JYes [ ]No
5. Professional Liability Insurance [ ]vyes [ ]No
6. Malpractice su!ts settled resulting in a judgment against you in the past five (5) year, or [Jves [No
currently pending?
7. Are any malpractice judgments pending? [ ]vyes [ ]No

8. Within the past ten (10) years, has your organization ever been convicted of, or plead guilty to, [Jves [No
a criminal offense?
9. Are there any medical incidents for which you have been contacted by an attorney regarding [Jves []No
potential malpractice liability (settlement request, writ of summons, etc.)?

10. Have your organization had any Medicaid, Medicare, or other governmental or third-party [Jves [No
payor sanctions?

11. Has your organization ever been excluded from the Medicaid or Medicare program? [Jves [No
If yes, specify date: Date of Reinstatement:

12. Have you or any person who is an Agent or Managing Employee of your practice or agency
ever been indicted or convicted of a crime related to that person’s involvement in any program | [_] Yes [ ] No
under Medicaid, Medicare, CHIP or Title XX program?

13. Have you or any person who is an Agent or Managing Employee of your practice or agency
ever been sanctioned, exclude, or debarred from Medicaid, Medicare, CHIP or Title XX |:| Yes |:| No
program?

14. Has your provider entity, or any person who is an Agent or Managing Employee of your
Provider Entity ever been terminated from participation in Medicaid, Medicare, CHIP or a Tile |:| Yes |:| No
XX program?

15. Have civil and monetary penalties been levied against your organization by Medicare or
. Y N
Medicaid programs? D s D ©
16. You must provide, at minimum, the prior 5 year’s history of any professional liability claims |:| Attached
resulting in a judgment or settlement. |:| N/A

Statement of Ability to Perform
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1. Do you now, or have you had any physical condition, mental condition, or substance abuse condition (alcohol,
illegal or prescription drugs) that has interfered with your ability to practice or perform clinical duties, or led to

suspension, termination, or any other disciplinary action? |:| Yes |:| No

2. Arevyou currently engaged in the illegal use of controlled substances? [ Jyes [ ]No

1. Does the organization have policy/practice for access to services? (Including timeliness of [Jves [No
response to referral, availability of services, access to services, emergency services, etc.)

2. Does the organization have a credentialing and re-credentialing policy/practice? [ JYes [ ]No

3. Does the organization conduct primary verification of credentials? [ Jyes [ ]No

4. Does the organization conduct criminal background checks at time of hire and periodically [Jves [No
during employment?

5. Does the organization assess staff competency on an ongoing basis through performance [Jves [No
evaluation?

6. Does the organization have a policy/practice regarding ongoing professional development? [Jves [No
(Including orientation and ongoing training)

7. Does the organization assess the cultural backgrounds of persons served and provide [Jves [No
training to staff on any identified cultural issues?

8. Does the organization's policy on treatment planning describe person-centered planning? [ ]JYes [ ]No

9. Does the organization’s policy on treatment planning include consumer involvement in the [Jves [No

development of the plan of service?
10. Does the organization have a policy/practice regarding serving persons with Limited English [Jves [No
Proficiency?

11. Does the organization have a continuous quality improvement (CQl) policy/practice? [ Jyes [ ]No
12. Does the organization have a process to assess customer satisfaction? |:| Yes |:| No
13. Does the organization have policies and procedures for clinical standards of care? [ JYes [ ]No
14. Do the clinical standards of care include defined treatment philosophies and orientations? [ Jyes [ ]No
15. Does the organization have policy/procedure describing case records, record review,

. |:| Yes |:| No

security, and case record access?

16. Does the organization have a corporate compliance policy? [ Jyes [ ]No

17. Does the organization have a safety management plan that includes:

a. General Safety [ Jves [ |No
b. Security [ Jves [ |No
¢. Hazardous materials and wastes [ Jves [ |No
d. Emergency preparedness : Yes : No
e. Fire : Yes : No
f. Medical equipment [ Jves [ |No
g. Utility systems : Yes : No
h. Physical environment [ Jves [ |No
i. Infection control [ Jves [ |No
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Organizational Practitioners

Service Continuum

Indicate with a checkmark below the services and population(s) for which you are requesting to provide in the Community

Mental Health Authority of Clinton, Eaton, and Ingham Counties (CMHA-CEI). Please check all that apply.
Population Group:

[] Adults with Mental lliness
[] Adults with Intellectual/Developmental Disabilities
[] Elderly & Disabled

[] children with Mental lliness

[] children with Intellectual/Developmental Disabilities

[] Co-Occurring Mental Health and Substance Abuse Disorders

SERVICES

] | Alcohol and/or Drug
Assessment/Screening

O

Individual Therapy

[

Skill Building Assistance

Applied Behavioral Services

Inpatient Pre-Admission Screening

Speech and Language Therapy

Assertive Community
Treatment

Integrated Dual Disorders Treatment

Substance Abuse Detox Bed

Assessment Please specify, if
desired:

Intensive Crisis Stabilization

Substance Abuse

Authorization for
Service/Referral

Jail/Youth Home Diversion

Supported Employment Services

Behavior Management Review

Medication Administration

Supports Coordination

Certification of Inpatient
Services

Medication Delivery Services

Target Case Management

Certified Peer Support Specialist
Services

Medication Review

Treatment Planning

O 0O ofg o o

Clubhouse-Psychosocial
Rehabilitation

O 0O ofg o o

MPRI Care Coordination/Management

O 0O ofg o o

Triage and Referral

Community Coaching

Multisystem Therapy

Wraparound

Community Living Supports

Nursing Facility Mental Health
Monitoring

Other service(s) not listed:

Consumer Run Program

Occupational Therapy

Crisis Intervention

Out of Home Non Vocational
Habilitation

Crisis Observation

Out of Home Prevocational Services

Crisis residential Services

Partial Hospitalization

Oog gg

Dialectical Behavioral Therapy
(DBT) for Borderline Personality
Disorder

I

PATH

Drop-In Center

Peer Directed and Operated Support
Services

Enhanced Dental

Personal Care in Licensed Setting

Enhanced Pharmacy

Person Centered Planning Facilitation

Family Life Coaching

Physical Therapy

Family Psychoeducation

Prescription Services

Family Support and Training

Prevention Services — Direct Model

Family Therapy

Prevention Services — Parenting Wisely

Fiscal Intermediary Services

Private Duty Nursing

Group Therapy

Psychiatric Evaluation

Ooogooogg o

Health Services and Health
Assessment Services Please
specify, if desired:

Oooooogodg O

Psychiatric Inpatient Services

Home Based Services

Psychological Testing

X

Housing Assistance

0
0

Respite Care

Disclosure of Ownership & Controlling Interest Statement
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Community Mental Health Authority of Clinton, Eaton, Ingham Counties (CMHA-CEI) is required to collect disclosure of
ownership, controlling interests, and management information from providers that are credentialed or otherwise enrolled to
participate in the Medicaid program and/or the Pre-paid Inpatient Health Plan (PIHP). This requirements is pursuant to a
Medicaid and/or PIHP State Contract with the State Agency and the federal regulations set forth in 42 CFR Part §455. Required
information includes: 1) the identity of all owners and others with a controlling interest of 5% or greater; 2) certain business
transactions as described in 42 CFR §455.105; 3) the identity of managers and others in a position of influence or authority; and
4) criminal convictions, sanctions, exclusions, debarment or termination information for the provider, owners or managers. The
information required includes, but is not limited to, name, date of birth, address, and tax identification (TIN).

Completion and submission of this Statement is a condition of participating as a credentialed or enrolled provider in the CMHA-
CEl for services to members under Medicaid Managed Specialty Supports and Services Concurrent 1915(b)(c) Wavier Program.
Failure to submit the requests information may result in a refusal of participation in CMHA-CEI or denial of a claim.

This statement should be submitted at any of the following times: upon the submission of an application; upon execution of an
agreement; during re-credentialing or re-contracting; within 35 days after any change in ownership of the disclosing entity. A
Statement must be provided to CMHA-CEI within 35 days of a request for information by the US Department of Health and
Human Services (HHS) or the State Agency. CMHA-CEI maintains policies and practices that protect the confidentiality of
personal information, including Social Security numbers, obtained from its providers and associates in the course of its regular
business functions. CMHA-CEI is committed to protecting information about its providers and associates, especially the
confidential nature of their personal information.

Organizational Management and Control

Managing Employees: Does your organization have any Managing Employees? |:|Yes |:| No

If yes, list all Managing Employees that exercise operational or managerial control over, or who directly
or indirectly conduct the day-to-day operations of organization (general manager, business manager,
administrator or director), including the name, date of birth (DOB), and title.

Name DOB Title
mm/dd/yyyy

Agents: Does the organization have any Agents? |:|Yes |:| No
If yes, list all Agents that have been delegated the authority to obligate or act on behalf of Provider
Entity, including the name, date of birth (DOB), and title. Attach additional sheets as necessary

Name DOB Title
mm/dd/yyyy

Board of Directors: Does the organization have a Board of Directors? [_|Yes [ ] No
If yes, list each member of the Board of Directors or Governing Board for corporations, including the
name, date of birth (DOB), and title. Attach additional sheets as necessary

Name DOB Title
mm/dd/yyyy

Organizational Ownership Information (Section 1)

Are there any individuals or organizations that have an ownership interest of 5% or more in your practice,
business, or agency? |:| Yes |:| No
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If yes, list the name, date of birth (DOB), primary address, for each person having an ownership interest in
your practice, business, or agency of 5% or greater. List the name, Tax Identification Number (TIN), primary
business address, every business location and P.O. Box address of each organization, corporation, or entity
having an ownership interest of 5% or greater.

Name of DOB Social Complete Address Tax ID %
Owner/Administrator | (mm/dd/yyyy) Security (Street/City/State/Zip) Number | Interest
Number
Street:
C ‘ S ‘ Z
Street:
C ‘ S ‘ Z
Street:
C ‘ S ‘ Z
Street:
C ‘ S ‘ Z

Disclosure of Familial Relationships (Section Il)

Does any individual listed in the chart above have a familial relationship (spouse, domestic partner, parent,
child, sibling) with either of the following:

a) Any individual with an executive leadership or management role with CMHA-CEI; |:|Yes |:| No

b) Any individual serving on the CMHA-CEI Board of Directors. |:|Yes |:| No
If yes, please disclose this relationship in the chart below.

Name of Owner/Administrator CMHA-CEI Staff Member or Relationship
from above Board Member

Ownership In Other Providers & Entities (Section Ill)

Does your organization or any individual listed is Section I also serve in any of the following capacities?
a) Independent contractor or provider organization under a separate contract with CMHA-CEI [_]Yes [_] No

b) Owner with 5% or greater ownership share in any other CMHA-CEI contractor |:|Yes |:| No
¢) Individual in an executive leadership or management role at CMHA-CEI or with any other CMHA-CE| provider
|:|Yes |:| No

d) Board member of CMHA-CEI or any other CMHA-CEI provider |:|Yes |:| No
If yes, please disclose this relationship in the chart below.

Name of Owner/Administrator Name of other Provider or Entity Role or Function
from Section |

Subcontractor Ownership (Section IV)

Does your business or any individual or organization listed in Section | also maintain a 5% or greater
ownership share or serve in an executive leadership/management role in any of the following:
a) Any subcontractor which also maintains a business relationship with CMHA-CE| [ Jves [ ] No

Page 7 of 14




» Community

- MENTAL HEALTH
— CLINTON » * INGHAM

b) Any other entity or organization with a business relationship or lease agreement with CMHA-CE|
|:|Yes |:| No

If yes, please disclose this relationship in the chart below.

Name of Owner/Administrator Name of Subcontractor or Entity Role or Function
from Section |

Through signature below, | hereby certify that any employees or contractors providing services pursuant to a
contract with Community Mental Health Authority of Clinton, Eaton and Ingham Counties are screened with the
applicable background check including, but not limited to, verification against the OIG’s List of Excluded Individuals
& Entities (https://oig.hhs.gov/exclusions/index/asp) and the System for Award Management (SAM)
WWww.sam.gov and any applicable state, federal or other governmental exclusion or sanction database and that the
information provided herein is true, accurate and complete. Additions or revisions to the information above will be
submitted immediately upon revision. Additionally, | understand that misleading, inaccurate, or incomplete data
may result in a denial of a claim and/or termination of the contract.

Signature Title
Print Name Date
Phone Number Fax Number Email Address
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Malpractice Suit Information

Please submit one sheet for each professional liability claim or lawsuit settled and/or pending

in the past ten years.
Name of Case:

Case Number: Date of Occurrence: Payment Due:

Allegations which are based for the claim:

Description of circumstances in the case:

Disposition of claim:

Date of Disposition: Amount of judgment or settlement: | Insurance Company(s)
involved (if any):

| hereby certify that the above information is true and accurate and that this form will be kept
confidential and will only be used for credentialing or re-credentialing determination.

Signature: Date:

Print Name: Title:
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Credentialing Information - Licensed Professionals

List all currently certified/licensed professionals. Additional sheets may be attached if needed. Copies of
licenses are acceptable in lieu of this form.

Full Name (Last, First, Middle) Job Title Degree(s) Ml Professional National Expiration Date MCBAP Expiration
License # Provider Credential Date
Identifier (NPI)

Name of professional providing supervision to the licensed staff above per licensing requirement as applicable:
Name: Credentials:
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Credentialing Information - Paraprofessionals

List all paraprofessionals who provide direct service to consumers. Additional sheets may be attached if
needed.

Full Name (Last, First, Middle) Job Title Date of Last
Background Check
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Do you/your licensed practitioners have a CHAMPS ID, or a CHAMPS Domain
Administrator? Yes or No

If yes, please complete the information in the box below. Complete for each licensed
ractitioner listed on page 10.

CHAMPS Domain Administrator Name, Contact Information

Name:

Phone:

Email:

CHAMPS Provider ID:

If you do not have a CHAMPS Provider ID, please complete the following. Complete
for each licensed practitioner listed on page 10. (attach additional pages as necessary)

=

Providers home address:
Email address:

Social Security Number:
Date Of Birth:

License start date:
Specialty:
Certifications:
Taxonomy:
Have you completed the American Pharmacists Association Delivering Medication
Therapy Management Services or program approved by Accreditation Council of
Pharmacy education? If so, Date completed:
10. All providers are considered for the BMP (Beneficiary Monitoring Program). Do you
have any objections?
Affiliation with PA 161 Program? If yes, provide NPI numbers for those programs:

O ONUT W

11. Any judgements under False Claims Act?

12. Retro Enrollment date needed?

13. FOR NP and Nurse Midwifes- Do you have a collaborative agreement? If yes, please
provide NPI number for physician

14. Are you currently excluded from any State Program?

15. Are you currently excluded from any Federal Programs?

16. Have you been excluded or disbarred from any other programs?

17. Accepting New Patients?

18. Days and hours open?
19. Location address, phone number, contact information?

20. Controlling interest/Ownership details? Optional- Only needed if the providers
have some controlling interest, or ownership.
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Provider Training Log

Please indicate the completed training requirements for Licensed Providers and non-licensed providers
providing direct care to consumers. Attach additional sheets if necessary. Copies of training records are
acceptable in lieu of this form.

Provider Name Training Date # hrs.
(Last, First, MI) Completed Completed If applicable
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Consent and Release of Liability

Upon the signing of this application, | represent that all of the information now or hereafter given by me in support of my
application is true, correct and complete to the best of my knowledge and belief. | agree to promptly notify CMHA-CEI if
there are any material changes in the information provided, whether prior to or after acceptance as a CMHA-CEI participating
provider. | hereby authorize the release of any information from any source including but not limited to information from
individuals, peers, customers, companies, institutions, agencies, data banks or references who may have information bearing
on my moral and ethical qualifications and competence to carry out the privileges | have requested, and | authorize them to
release such information as you require, including my prior disciplinary records, for purposes of verifying information
obtained in the attached application or any re-application information without any obligation to give me written notice of
such disclosure. | agree to hold CMHA-CEI and the informant harmless from any liability to me and/or my organization for
providing such information.

| hereby further authorize CMHA-CEI to release any and all information related in any way to my professional practice to any
person, entity or governmental agency which: (a) provides CMHA-CEI with an authorization signed by me; or (b) has a legal
right to know under any state or Federal law. | agree to hold CMHA-CEI harmless from any liability for providing any such
information as specified herein.

| release all parties from all liability from any damages, causes of action, including, but not limited to, slander and libel, that
may result from furnishing any information to you. | agree that any false information in support of my application may result
in action up to and including cancellation of any or all contracts subject to contract provisions regardless of when discovered
by CMHA-CEI. | release CMHA-CEI, individually and collectively, from any and all liability from any damages and/or causes of
action associated with the CMHA-CEI credentialing and privileging process.

| hereby signify my willingness to appear for interviews with CMHA-CEI. | fully consent to the inspection of any and all records
and documents pertinent to my application for appointment and/or privileges. If there is a doubt as to my competence,
morals, or ethics, the burden shall be on me to resolve the same. | understand and agree that if CMHA-CE| determines that
this application contains any significant misstatements, misrepresentations, or omissions, CMHA-CEI’s acceptance of this
application for participation and any subsequent participating provider agreement which CMHA-CEI enters into with me will
be voidable at CMHA-CEI’s sole discretion.

| understand and agree that: (a) | have the burden of producing all information required or requested by CMHA-CEI in
connection with this application; (b) CMHA-CEI is under no obligation to complete the processing of this application until all
information requested is provided; (c) CMHA-CEI has the sole discretion to determine whether or not | or my organization
will be accepted as a participating provider; and (d) in the event that CMHA-CEI decides not to accept me or my organization
as a participating provider, | may initiate administrative appeal procedures as defined in the instructions for completing the
application.

| understand and agree that the certifications, authorizations and other provisions contained herein shall remain in force for
so long as this application is pending and, if accepted for participation, for so long as my and/or my organizations’ provider
agreement with CMHA-CEI remains in force.

| understand that CMHA-CEI is not obligated to grant any or all requested privileges and that application for such is not a
guarantee of a contract with CMHA-CEI.

Applicant Signature: Date:

Print Name:
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Residential Homes

Billing / Monitoring / Required Documentation

Billing / Monitoring

BY THE THIRD DAY OF EACH MONTH, THE FOLLOWING ITEMS MUST BE
SUBMITTED TO THE RESIDENTIAL SECRETARY:

. Monthly Billing and Daily Attendance form (with Attendance completed)
. Monthly Personal Care and Community Living Supports Logs
. Consumer Funds Records (if a direct-operated home)

Required Documentation

AVAILABLE FOR REVIEW AS REQUESTED BY CASE MANAGER, RESIDENTIAL
COORDINATOR/SUPERVISOR OR QUALITY/COMPLIANCE STAFF:

. Weekly / Monthly summaries of PCP goal(s)
J Resident Weight Records
. Resident Medication Records

J Consumer Funds Records (with original receipts for all purchases attached)

11/2020 Page 1 of 1



Home:

Service Code: A = Assist

B = Observe/Guide/Direct/Train

* Direct Assistance in shaded areas - pesonal care in licensed home

CMHA-CEI Personal Care and Community Living Supports Log

Consumer:

X = Service Provided

0 = No Service Provided

Consumer ID:

Code

Month:

Days of the Month

Tasks and suports:

11

12

13

14

15

16

17

18

19

20

21

22

23

24 | 25

26

27

28 | 29 | 30 | 31

*Eating/Feeding

*Toileting

*Bathing

*Dressing

*Grooming

*Transferring

*Ambulation/Mobility

*Taking Medication

*Food Prep/Laundry
Housekeeping (beyond licensing)

Meal Preparation

Laundry

Household maintenance/care

Shopping

Money Management

Attendance at Med App

Transportation

Socialization / Relationship
Building

Leasure Choice / Participation in
Community Activities

Health/Safety Monitoring

I certify that the services named above were provided on the days indicated.

Provider/Resident Manager

Date:

*Assistance with food prep, laundry and housekeeping

beyond facility licensure
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Residential Homes

Handling of Consumer Personal Allowance Funds

Consumers residing in Community Mental Health Authority of Clinton, Eaton, Ingham
(CMHA-CEI) directly-operated or contract homes will be responsible for handling their
own funds, unless there is a legal decision to the contrary, the consumer chooses
otherwise, or other documented treatment need. All consumer funds will be safely
maintained and accounted for.

PAYEESHIP

1. Upon entry into the CMHA-CEI directly-operated or contract group home, the
consumer and/or guardian determines who will function as the client payee.
This decision will be documented in the consumer record.

STORAGE

1. Consumer funds will be stored in a safe manner to allow only authorized
personnel to have access to funds.

2. Consumer funds will be stored separate from funds received for reimbursement
of care and programming (e.g. provider payment).

3. Per the Family Independence Agency Licensing requirements, no more than

$200.00 for each consumer will be maintained on the premises after receiving
payment of charges owed.

ACCESS TO FUNDS

1. Upon entry into a CMHA-CEI group home, the consumer and/or guardian, in
conjunction with the case manager and treatment team, will determine how
funds will be dispersed (e.g. daily, weekly, as needed).

2. Any restrictions of the consumer’s handling or expenditure of funds will be
documented in the consumer’s record, including the rationale for the
restriction.

11/2020 Page 1 of 3
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Handling of Consumer Personal Allowance Funds

Consumers will have reasonable access to funds as designated in the Plan of
Service.

DOCUMENTATION OF WITHDRAWALS

1. Withdrawals from personal allowance funds will be documented on an
individual Consumer Funds and Valuables Record.

2. Consumers will acknowledge receipt of these funds with their signature on
the Consumer Funds and Valuables Records.

3. The staff dispersing the funds will sign their signature on the Consumer
Funds and Valuables Record for those consumers unable to do so.

USE OF FUNDS

1. Funds are to be used at the discretion of the consumer’s representative payee
and/or guardian.

2. Personal allowance funds are not to be used for personal care items that are
basic to the provision of room, board, or supervision, or for items required by
the Family Independence Agency licensing standards (e.g. shampoo,
toothpaste, soap, food, and bedding).

3. For consumers who are unable to make independent purchases, staff will
obtain receipts for purchases made on their behalf.

4. Purchases over $49.00 will not be made without prior guardian approval.

5. Representative payees and/or legal guardians shall receive a detailed
accounting of expenditures on a monthly basis, or as the guardian indicates.

6. Consumer funds should not be utilized for general household art and leisure
supplies (such as games, paper, crayons, art project materials). These items
should be taken from the general household budget. Consumer funds can be
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Residential Homes

Handling of Consumer Personal Allowance Funds

charged for a specific individual’s projects that are purchased at the request
of the client or guardian.

7. Consumer funds will not be utilized to purchase goods or services sold or
provided by staff (e.g. Mary Kay, Avon, Shaklee products, charges for
haircuts, etc.)

To receive an exception to the above listed uses of funds, the home manager or provider
must receive approval from the Residential Coordinator or Case Manager.

Monitoring Funds

The Residential Program Supervisor shall develop a monitoring system to ensure
the above standards are met.
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RESIDENT FUNDS RECORD Resident Name
PART |

Michigan Department of Licensing and Regulatory Affairs Facility Name License Number
Bureau of Community and Health Systems

INSTRUCTIONS:

1. The licensee is to complete Sections A, B, and C for all residents.

2. A Resident Funds Part Il (BCAL-2319) or approved substitute, must be completed for:
a. All resident payments for adult foster care services as required by R400.14102(1)(v)(I), R 400.15102(1)(0)(1)
b. Account(s) managed by the licensee for a resident including:

Personal allowance Work/workshop checks
Other checks or cash such as gifts Cash

Interest Dividends

Stocks, bonds or money market funds Savings, checking accounts

All other applicable funds
3. The licensee is to keep Resident Funds forms in the resident’s record
4. The licensee is to give a copy of the Resident Funds forms to the person(s) responsible for managing the resident’s funds.
5. The licensee shall not commingle resident funds with licensee’s funds.

SECTION A: The person or persons responsible for the resident’s funds is (are):
|:| Resident

[[] Legal Guardian............c.ccoooiiiiiiiiinn

Name Phone Number
[] Representative Payee.....................c.cooe

Name Phone Number
|:| Adult Foster Care Licensee or Designee..........

Name Phone Number
|:| Other. ...

Name Phone Number

SECTION B: Please indicate below all applicable accounts managed by the licensee or their designee. All transactions regarding these accounts must be

recorded on the BCAL-2319. Name the individual managing account:

[] Paymentfor AFC

|:| Cash

[] Checking Account — Joint Checking................

Name of Bank Account Number
[] Saving Account —Joint Savings......................

Name of Bank Account Number
[[] Other Account.............cooiiiiiiiiiiiiin,

Name of Bank Account Number
Signature of Joint Account Holder Signature of Joint Account Holder
(1) )

SECTION C: | certify that | have no ownership interest in the resident’s account.

Licensee/Designee Signature Date

THANK YOU FOR YOUR COOPERATION

AUTHORITY: 1979 PA 218

COMPLETION: Mandatory LARA is an equal opportunity employer/program.
CONSEQUENCE: Adult Foster Care Rule Violation

BCAL-2318 (Rev. 1-16) Previous edition may be used. MS Word DISTRIBUTION:  Part 1 — Resident Record
Part 2 — Resident or Designated Representative



RESIDENT FUNDS

PART I

Michigan Department of Licensing and Regulatory Affairs
Bureau of Community and Health Systems
Adult Foster Care and Camp Licensing Division

This form or an approved substitute is to be used to record all
resident care payments for adult foster care services.

INSTRUCTIONS:

Resident Name

Facility Name License Number

Time Period Covered
thru

Please use a separate BCAL-2319 - Resident Funds - Part Il for each savings, checking, or other account. One form may be used to ac-
count for cash and for payment of adult foster care services. Please attach additional pages as necessary.

Type of Account
PAYMENT FOR ADULT
|:| SAVINGS |:| CHECKING |:| CASH |:| FOSTER CARE SERVICES |:| OTHER (Specify) P>
Resident or Deposit | Withdrawal | Balance Forwarded
Designated Representative License or Amount Amount
Date Reason for Transaction Signature Designee Signature (+) (-) $
LARA is an equal opportunity employer/program. AUTHORITY: 1979 PA 218 R 400.14315(3) and R 400.153.15(3)

COMPLETION: Mandatory
CONSEQUENCE: Adult Foster Care Rule Violation

BCAL-2319 (Rev. 1-16) Previous editions may be used.

DISTRIBUTION:  PART 1 - Resident Record
PART 2 - Resident or Designated Representative




Spendown CLS/PC Log Instructions

Purpose:

The purpose of this form is to report the units of CLS and PC a Medicaid
Spendown consumer has had throughout the month
which is then reported to MDHHS.

Directions:

Instructions for completing this form are listed below by section and field.

The items needing to be completed are highlighted in yellow.

Consumer Name

Enter the consumer's first and last name

Month of Service

Enter the Month and Year the log is for.

Medicaid ID

Enter consumer's Medicaid Contract ID number

Spendown Amount

Enter consumer's spendown monthly amount

CLS Section of the Form

Billable Day

Complete with "1" to indicate if the consumer received CLS for that
particular day of the month shown on the form.

PC Section of the Form

Billable Day

Complete with "1" to indicate if the consumer received PC for that particular
day of the month shown on the form.

Note:

all other fields on the form have been locked and you will not have access to edit
them.

If you find something needs to be updated on the form which you are not able to
edit, please send an email to ReimbursememntBillingQuestions@ceicmh.org with
your request.




Monthly Spend Deductible Report C sC#

C Name: | !“ dicaid ID:
Month of Service: Spendown Amt.:
Service: H2015 CLS  Provider/AFC Home:

Comprehensive community support services, per 15 minutes. Alcohol and Drug Abuse Treatment Services / Rehabilitative Services.

Day of Month 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Billable Day (1)

Rate 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51 102.51
Daily Charge 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Service: T1020 PC

Personal care services, per diem, not for an inpatient or resident of a hospital, nursing facility, icf/mr or imd, part of the individualized plan of treatment (code may not be used to identify services provided by home health aide or certified nurse assistant)

Day of Month 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Billable Day (1)

Rate 4387| 4387|4387 43.87| 4387| 4387] 4387| 4387] 4387| 4387| 4387| 4387] 4387| 4387] 4387| 4387| 4387| 4387] 4387| 4387] 4387| 4387] 4387| 4387] 4387| 4387] 4387] 4387] 4387] 4387] 4387
Daily Charge 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Daily Totals

[Day of Month | [ [ [ [ [ [ [ [ [ 10] 11] 12] 13] 14] 15] 16] 17] 18] 19] 20] 21] 22] 23] 24] 25] 26] 27] 28] 29] 30] 31]

|Daily Charge Total | o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o] o]




INSTRUCTIONS:
1. The resident’s weight is to be recorded at the time of admission and once per month thereafter.
2. Unusual or significant weight gain or loss may be explained in the comments section.

RESIDENT WEIGHT RECORD
Michigan Department of Licensing and Regulatory Affairs
Adult Foster Care Licensing Division

License Number

Resident Name (Last, First, Middle)

Facility Name and Address

COMPLETION: Voluntary, however, Rule 310(3) requires that a resident’s
weight be recorded at admission and monthly thereafter.

Weight at Admission Height (Optional) Physician’'s Name
Date Date
Month/Day/Yr. Weight Comments Month/Day/Yr. Weight Comments
AUTHORITY: 1979 PA 218

LARA is an equal opportunity employer/program.

BCAL-3485 (Rev. 1-16) Previous edition may be used. MS Word
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Required Reporting

1. Incident Reports — (within 24 hours of occurrence or knowledge of occurrence):
> Enter incidents @ incident.ceicmh.org

A. Injuries and / or illness requiring medical attention

B. Medication errors — always consult pharmacist/physician/registered
nurse

C. Unusual behavior/changes

D. Emergency procedures (physical intervention for aggression)

E. Recipient Rights violations

2. Medical Visit Forms:

A. Doctor visits
B. Telephone consultations

C. Medication changes

To be sent in: White — CSDD Main Clinical file
Canary — Day Program / Nurse
Pink — Home Provider

3. Recipient Rights Complaints

11/2020 Page1of1



Incident Type Definitions

Death: Any death of a consumer, regardless of whether the death was expected or not expected.

Arrest: Arrest is defined as a situation where a consumer is held or taken by a law enforcement officer based
on the belief that a crime may have been committed.

Missing Recipient: A vulnerable consumer intentionally leaving CMH or contract premises without
permission, or wandering away from premises without staff knowledge

Choking: The blocking of a consumer’s airway as the result of eating or ingesting foreign objects and that
requires administration of abdominal thrusts (also known as Heimlich Maneuver).

Exposure to Blood/Body Fluids: Exposure of non-intact skin or mucous membranes to blood and/or body
fluids of another.

Emergency Care: For injury or illness which requires an intervention beyond first aid, i.e., urgent care,
emergency room visit, or hospitalization. Examples would include broken bones, lacerations requiring
sutures, sprains, or illnesses such as pneumonia, etc.

Other: For incidents that do not meet the requirements of the other available options. Should include use and
unauthorized possession of weapons and unauthorized use and possession of legal or illegal substances.

Behavioral Event: An event by a consumer that results in serious aggression towards others, serious property
damage or serious self-injury. Must note if the event involved non-exclusionary time out, physical
intervention, and/or search and seizure.

Medication Error/Event: Any occurrence involving a medication error/event (in situation where the
medication is administered by, or under the supervision of, CEI) that places a consumer at risk due to a
variance in medication processes. Medication errors/events in situation where the medication is not
administered by, or under the supervision of, CEI, do not require the completion of an IR.

Medication errors/events include:

¢ Adverse medication reaction (Event): Harmful, unintended response to a medication that requires
emergency care.

¢ Wrong dosage administration: Medication is administered by staff in a dose that is different than
prescribed. (e.g. A person is supposed to receive two 50 mg tablets but is only administered one 50 mg
tablet).

¢ Wrong person/medication administered: A medication is administered by staff to a consumer for
whom it is not prescribed.

¢ Wrong route of administration: Medication is administered using a method other than as prescribed
(e.g., eye drops are placed in the ear).

e Wrong time/day: A medication is administered more than an hour before or after the scheduled time
(e.g., A medication that is to be administered at 8 PM is administered at 10:30 PM).

e Missed medication: Prescribed dose is missed (e.g., 3 doses scheduled in a day, consumer receives 2
doses).

¢ Medication Administration Record (MAR) transcription error: Changes in medications orders or
administration of medication not entered onto the MAR (e.g. according to medication count all
medications were administered but the MAR has not been signed by staff to reflect that).

e Medication Administration Record (MAR) staff signing error: Staff failure to sign MAR as required.

e Medication refusal: Consumer refuses to take prescribed medications.

e Pharmacy error: medication dispensed incorrectly or not delivered timely.



» Community Incident Reporting Tips

y/  MENTAL HEALTH Updated: April 25,2018
CLINTON *» EATON « INGHAM

Report Incidents Here: https://incident.ceicmh.org

Consumer
When you report an .
Client Code |000000

incident remember to put
the consumer’s name here: » First Name fest
Last Name |test

And to put your name where it says: Reporting Staff Signature

Incident Select the correct reporting form by choosing the incident type

Type d

Location

(mm/dd/yyyy) Time (eg. 22:25 or 10:25pm)

Enter the location, date, and time of
where/when the incident occurred, not
where/when you are completing the report.

When completing an incident report select the appropriate incident type to
the best of your abilities. See the other side of this sheet for incident type
definitions.

If completing a medication incident report, as the reporting staff,
please use this box to leave any comments:  f instructions were not followed, explain

A

. . .. . . On-Site responsible staff comments
When reviewing the incident report, as the on-site supervisor,

please ensure that you leave a description of follow-up action
that occurred in response to the incident:

)

On-Site responsible staff Signature Signature Date

If you have questions when completing an incident report please contact:

Emily Wollner
517 346-9512
wollner@ceicmh.org



https://incident.ceicmh.org/
mailto:wollner@ceicmh.org
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RECIPIENT RIGHTS COMPLAINT

INSTRUCTIONS:

If you believe that one of your rights has been violated, you (or someone on your behalf) may use this form to make a
complaint. A rights officer/advisor will review the complaint and may conduct an investigation. Keep a copy for your
records and send the original to the Recipient Rights Office at: 812 E. Jolly Rd. Suite 108, Lansing, MI 48910 Attn:
Recipient Rights

Complainant’s Name: Recipient’s Name (if different from complainant):
Complainant’s Address: Where did the alleged violation occur?
Complainant’s Phone Number: When did the alleged violation happen? (date and time):

What right was violated?

Describe what happened:

What would you like to have happen in order to correct the violation?

Complainant’s Signature: Date: Name of Person Assisting Complainant:

DCH 0030 Replaces DCH-2500 Authority: P.A. 258 of 1974 as amended
Distribution: ORIGINAL TO ORR

COPY to Complainant (with acknowledgement letter)




§ 2 Complaint Form

Communit :
wenTaL e Grievance/ Appeal

CLINTON « EATON « INGHAM

Complaints may be made in writing, by phone, or in person with Customer Service or Compliance Staff.

If you want to discuss a Complaint, please contact the Customer Service and Compliance staff at one of the
following numbers:

* General Customer Service: (517) 346-8244
¢ Stefanie Zin, Compliance/HIPAA Privacy Officer: (517) 346-8193
Consumer Information

Name: Date of Birth:

Phone: Address:

Person completing the form (if different than the consumer).

Name:

Phone: Address:

What is the Complaint?
U See attached documentation (optional)

What do you think should be done to resolve the complaint?
U See attached documentation (optional)

Signature: Date:

Mail to: 812 E. Jolly Rd. Suite 108, Lansing, MI 48910
Fax: (517) 346-8139



YOUR RIGHTS

When Receiving Mental Health Services in Michigan

Michigan Department Health and Human Services
Office of Recipient Rights

“Rights is
Everybody’s
Business”

Michigan Department of

Health & Human Services



SECTION 1: GENERAL INORMATION ABOUT RIGHTS

When you receive mental health services, Michigan's Mental Health Code, as well as other laws,
safeguard your rights. Staff are responsible to protect your rights when they provide services to you.
You are encouraged to ask questions about your treatment and about your rights and to make
suggestions that you feel are in your best interest. If you believe your rights have been violated, you
should inform the Rights Officer/Advisor at the location where you are receiving services.

Notice

Mental Health Code Sections 706, 706a
When you make a request for, or begin to receive, mental health services, you are to be given
information about the rights guaranteed in Chapters 7 and 7A of the Code. This booklet meets that
requirement and provides you a summary of the information and rights contained in those chapters.
A complete copy of Chapters 7 and 7A are available from your service site.

If you receive services from a community mental health services program, you, or your family, should
also be given a pamphlet containing information regarding available resources, advocacy and support
groups, and other relevant information, including how to contact Michigan Protection and Advocacy
Services, Inc.

Competency

Mental Health Code Section 702

Just because you receive mental health treatment or services does not mean that you are incompetent.
You still have the right to have a driver's license, marry and divorce, make a will, buy and sell property,
manage your own affairs and decide most things about your life. You will continue to be treated as
competent unless a court has decided that you are legally incompetent and has appointed a guardian
for you.

A guardian is authorized by a judge to make certain decisions for you. For some people, a guardian
makes major decisions; for others, the guardian decides only those specific things listed in a court order.
If you have a guardian and you think you should be able to make more decisions for yourself, or you
think you don't need a guardian, or that you need a different guardian, then you, or someone on your
behalf, may go to the court and ask (petition) for a change of guardianship.

Consent

Mental Health Code Section 100 a [17]; Administrative Rule 330.7003

You must give INFORMED CONSENT in order to receive treatment or to have confidential information
about you provided to others by the agency from which you are receiving services. In order to be able
to give informed consent you must have:

06/2016 Page 1



KNOWLEDGE

You must be told about the risks, benefits, and available alternatives to a course of treatment or
medication.

UNDERSTANDING

You must be able to reasonably understand the information you are given including the risks,
benefits, available options or alternatives, or other consequences.

Your decision to provide consent must be VOLUNTARY. You should not be forced or pressured into a
decision. Unless you are a minor or have a guardian, the choice you make should be your and yours only.
This consent must either:
= Bein writing and signed by you, your legal representative, or
= Be your verbal agreement which is witnessed and put in writing by someone who is not treating
you at the time.

Dignity and Respect

Mental Health Code Section 704, 711

The law requires all mental health service providers to assure that you are treated with dignity and
respect. Examples of staff not showing respect include calling you names, making fun of you, teasing, or
harassing you.

Your FAMILY MEMBERS also have the right to be treated with dignity and respect. In addition, they must
be given:

An opportunity to provide information about you to your treating professionals.

An opportunity to request, and receive, general education information about the nature of mental
disorders, medications and their side effects. Information about available support services,
advocacy groups, financial assistance, and coping strategies.

Freedom from Abuse and Neglect

Mental Health Code Section 722; Administrative Rule 330.7001, 7035

WHEN RECEIVING MENTAL HEALTH SERVICES YOU HAVE THE RIGHT NOT TO BE PHYSICALLY, SEXUALLY, OR
OTHERWISE ABUSED AND THE RIGHT NOT TO BE NEGLECTED. ABUSE MAY TAKE MANY FORMS. IF A STAFF PERSON
MAKES ANY PHYSICAL CONTACT WITH YOU FOR SEXUAL PURPOSES, OR IF YOU ARE SEXUALLY HARASSED IT IS ABUSE. |F
STAFF CAUSE YOU TO BE INJURED IN ANY WAY OR USE UNREASONABLE FORCE IN A PHYSICAL MANAGEMENT
SITUATION, OR CAUSE YOU EMOTIONAL HARM, IT MAY BE ABUSE. |IF YOUR FUNDS ARE MISUSED, IT IS ABUSE. IF STAFF
ARE VERBALLY ABUSIVE TO YOU, IT IS ABUSE. IF STAFF FAIL TO DO SOMETHING THEY ARE SUPPOSED TO DO WHEN THEY
ARE CARING FOR YOU, OR IF THEY SOMETHING THEY SHOULDN'T DO AND IT RESULTS IN HARM TO YOU OR HAS THE

POTENTIAL TO HARM YOU, THEN THIS MAY BE NEGLECT. IF YOU FEEL YOU HAVE BEEN ABUSED OR
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NEGLECTED, OR SUSPECT ANOTHER RECIPIENT HAS BEEN, YOU SHOULD REPORT IT IMMEDIATELY TO

A STAFF PERSON AND TO YOUR RECIPIENT RIGHTS OFFICER/ADVISOR.

Fingerprints, Photographs, Audiotape, Videotape, and Use of One-Way Glass

Mental Health Code Section 724

You have the right not to be fingerprinted, photographed, recorded on audio or video, or viewed
through a one-way glass unless you or your legal representative agree in writing.

= |f someone wants to photograph, videotape, or record you for educational, informational, social or
treatment purposes, that person must obtain your permission. If you object, it will not be done.

= When they are no longer needed, or upon discharge, any fingerprints, photographs, audiotapes, or
videotapes in your record must either be destroyed or given to you.

While doing an investigation to determine if your rights were violated, the Rights Officer/Advisor may
need to take your picture. This will be kept in your confidential records maintained in the Rights Office.

Confidentiality

Mental Health Code Section 748, 946

You have the right to have information about your mental health treatment kept private. Information
about you and your treatment cannot be given to anyone except as required or allowed by law. Listed
here are examples of when confidential information may be released:

= |falaw or a court order requires your records be released.

= |fyou, or your legal representative, consents.

= |f needed to get benefits for you or to get reimbursement for cost of treatment.

= |fitis needed for research or statistical purposes, with certain safeguards regarding
identification.

= |f you die and your surviving spouse or other close relative needs the information to
apply for and receive benefits.

= |fyou tell your mental health professional that you are going to harm another person,
he/she may have to notify the police and the person who you threaten to harm.

e —
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Access to Your Record

Mental Health Code Section 748

You have the right to see your treatment record. Upon request, you or your legal representative may
read or get a copy of all or part of your record. There may be a charge for the cost of copying.

If you are an adult and the court has not judged you incompetent (appointed a guardian for you),
information entered in your record after March 28, 1996 may not be withheld from you under any
circumstances.

If you are denied access to your record, you, or someone on your behalf, may appeal the decision.
Contact your rights officer/advisor for information about the appeal process.

If you (or your legal representative) believe(s) your record contains incorrect information, you or they
may place a statement in your record which corrects that information. You may not remove what is
already in the record.

Environmental Rights

Mental Health Code Section 708

You have the right to treatment in a place which is clean and safe

If you are receiving services from a residential program, the place where you live must have good
lighting, enough heat, fresh air, hot and cold water, a bathroom with privacy, personal storage space. It
should also be free from unpleasant smells.

Civil Rights

Mental Health Code Section 740; Administrative Rule 330.7009

Your civil rights are protected even though you are receiving mental health services. You have the right
to an education, the right to vote”, and the right not to be discriminated against because of: age, color,
height, national origin, sex, religion, race, weight or due to a physical or mental disability.

* Information about registration and voting may be obtained from the Office of Recipient Rights

If you (or someone on your behalf) believe that you have been discriminated against, a complaint may
be filed with the Office of Recipient Rights at any time, even when you are no longer receiving services.
Additionally, you may file a discrimination complaint with either the:
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Michigan Department of Civil Rights
110 West Michigan Avenue, Lansing, Michigan 48913
VOICE: 1-800-482-3604

U.S. Department of Health and Human Services, Office for Civil Rights
233 N. Michigan Ave., Suite 240, Chicago, IL 60601
VOICE 1-312-886-2359 FAX 1-312-886-1807 TDD 1-312-353-5693

To file with either of these agencies you must write to them within 180 days of the time the alleged
discrimination occurred. If you are still not satisfied, you may also sue in the State Circuit Court or Federal
District Court.

As a person with a mental disability, you may have additional protections under the following laws:

Americans with Disabilities Act (ADA) Individuals with Disabilities Education Act (IDEA)
Fair Housing Amendments Act Rehabilitation Act, Section 504
Civil Rights of Institutionalized Persons Act Michigan Disability Civil Rights Act

Title Il of the Americans with Disabilities Act (ADA)

Title Il of the ADA prohibits discrimination on the basis of disability by public entities. It states that
people with disabilities cannot be denied services or participation in programs or activities that are
available to people without disabilities. If you feel your rights under Title Il have been violated by state
or local governmental agencies, you may file a complaint with the Department of Justice. This must be
done within 180 days from the date of discrimination. For more information, or to file a complaint,
contact the U.S. Department of Justice, Civil Rights Division, Disability Rights Section — 1425 NYAV, 950
Pennsylvania Avenue, NW, Washington, D.C. 20530. You may also call VOICE: 1-800-514-0301 or TTY: 1-
800-514-0383, go online to www.ada.gov/complaint or send an email to: ADA.complaint@usdoj.gov.

Title 11l of the Americans with Disabilities Act (ADA)

Title 11l of the ADA requires that public accommodations such as restaurants, hotels, grocery stores,
retail stores, etc., as well as privately owned transportation systems, be accessible to individuals with
disabilities. If you feel your rights under Title Il have been violated you may file a complaint with the
Department of Justice. In certain circumstances cases may be referred to a mediation program
sponsored by the Department. See the address and phone numbers given above. Title Il may also be
enforced through a private lawsuit.

Fair Housing Amendments Act

The Fair Housing Amendments Act prohibits discrimination by direct providers of housing, such as
landlords and real estate companies as well as other entities, such as municipalities, banks or other
lending institutions and homeowners’ insurance companies. If you feel your rights under this Act have
been violated, you may file a complaint with the U.S. Department of Housing and Urban Development.
For more information on filing a complaint, contact the Department of Housing and Urban
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Development, Chicago Regional Office, Ralph Metcalfe Federal Building, 77 West Jackson Boulevard,
Chicago, lllinois 60604, VOICE: 1-312-353-5680, or TTY: 1-312- 353-7143.

Civil Rights of Institutionalized Persons Act

Under the Civil Rights of Institutionalized Persons Act, the Attorney General may initiate a civil rights
lawsuit when there is reasonable cause to believe that the conditions are significant enough to subject
residents to serious harm and they are part of a pattern or practice of denying residents' constitutional
or federal rights including Title Il of the ADA and Section 504 of the Rehabilitation Act. To bring a matter
to the attention of the Department of Justice, contact the U.S. Department of Justice, Civil Rights
Division, 950 Pennsylvania Ave NW, Washington, D.C. 20530, VOICE 1-877-218-5228.

Individuals with Disabilities Education Act
Under the Individuals with Disabilities Education Act, if a parent disagrees with the proposed IEP, he/she
can request a due process hearing from the Michigan Department of Education. To contact the

Michigan Special Education Mediation Program (MSEMP) call 1-800-RESOLVE, send an email to
msemp@drer.org, or complete an online request on the MSEMP website at: https://msemp.cenmi.org.
The state agency's decision can also be appealed to a state or federal court. For more information about
this act and your rights, contact the Office of Special Education and Rehabilitative Services, U.S.
Department of Education, 400 Maryland Ave., SW, Washington, DC 20202-7100 or you may call VOICE:
1-202- 245-7468.

Section 504 of the Rehabilitation Act

Under Section 504 of the Rehabilitation Act, no qualified individual with a disability in the United States
shall be excluded from, denied the benefits of, or be subject to discrimination under any program or
activity that either receives federal financial assistance or is conducted by any executive agency or the
U.S. Postal Service. If you feel that you have been discriminated against by an agency receiving federal
money based on disability, you can file a 504 complaint with an appropriate agency by contacting
contact Office of Civil Rights, U.S. Department of Education, 400 Maryland Ave. SW, Washington, DC
20202-1100, Customer Service: 800-421-3481, Fax: 202-453-6012, TDD: 877-521-2172, E-mail:
OCR@ed.gov, Web: http:www.ed.gov/ocr

Elliott Larsen Act and Persons with Disabilities Civil Rights Act

If you are a recipient who believes that you have been discriminated against in your job because of your
race, gender, marital status, etc., you are protected under Michigan's “Elliott Larsen Act”. If you believe
you have been discriminated against based upon disability, you are protected under Michigan’s “Persons
with Disabilities Civil Rights Act”. For information regarding either of these laws, or to file a complaint,
contact the Michigan Department of Civil Rights, 110 W. Michigan Avenue, Suite 800, Lansing, Michigan
48933, VOICE: 1-800-482-3604, TTY 1-877-878-8464 go online to www.michigan.gov/mdcr or send an
email to MDCR-INFO@michigan.gov.
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SECTION II: TREATMENT RIGHTS IN ALL MENTAL HEALTH SETTINGS

Treatment and Support

‘ Mental Health Code Section 705, 707- 719, 744; Administrative Rule 7029, 7135

You have the right:

= To be told why you are being treated and what your treatment is.

= To participate in the development of your plan of service and to involve family members, friends,
advocates, and professionals of your choice in the development process. Justification for the
exclusion of a person of your choice must be documented in your case record.

= To have your plan of service developed within seven days of commencement of services or before
discharge or release if you are hospitalized less than seven days.

= To choose, within certain limitations, the physician or other mental health professionals to provide
services for you, if you receive services from a community mental health services program or a
licensed hospital.

= To be informed of your progress, both orally and in writing, at reasonable intervals and in a manner
appropriate to your condition.

= To not have surgery unless consent is obtained from at least one of the following:

You, if you are over 18 years old and do not have a guardian for medical purposes,

If you are under 18 years of age, your parent with legal and physical custody,

Your guardian who has legal authority to consent to surgery,

A representative authorized to give consent under a durable power of attorney or other
advance directive,

OR

If your life is threatened and there is not time to obtain consent, surgery may be performed
without consent after the medical necessity for the procedure has been documented and the
documentation has been entered into your record.

Surgery is necessary, no appropriate person can be found to give consent, and the probate court
consents to the surgery.

= To be given notice of available family planning and health information services and, if you ask, to
have staff provide referral assistance to providers of these services. Your receipt of mental health
services does not depend in any way on requesting or not requesting family planning or health
information services

= To have staff help you get treatment by spiritual means if you ask for it.

= To receive treatment in a place where you have as much freedom as your condition allows.

= To not have electroconvulsive therapy (ECT) or other procedures intended to produce convulsions
or coma, unless consent is obtained from:
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You, if you are over 18 years old and do not have a guardian for medical purposes,

If you are under 18 years of age, your parent with legal and physical custody,

Your guardian who has legal authority to consent to ECT,

A representative specifically authorized to consent to ECT under a durable power of attorney or

other advance directive.

= To receive a second opinion if you have been denied services by making a request to the Executive
Director of the Community Mental Health Services Program.

0
ﬁ 1 Person-Centered Planning

‘ Mental Health Code Section 712

The Mental Health Code requires a person-centered approach to the planning, selection, and delivery of
the supports, services, and/or treatment you receive from the public mental health system (community
mental health programs, psychiatric hospitals, and mental health service providers under contract to
any of these).

What is person-centered planning?

Person-centered planning means the treatment you receive will be made up of activities which you think
will help you, which you assist in developing, and which meet your goals. This process will determine the
supports you want or need to achieve your desired future. The staff involved in your treatment will
encourage feedback from you about these supports, the progress you have made, and any changes you
think would make your treatment more effective.

There are four basic parts in the person-centered process:
= |dentifying the future you desire.

It is up to you to choose the individuals who will help identify your future and help you plan for
it. You will be a part of deciding what information is, or is not, shared at the meeting. You will be
able to choose, within reason, the times and place you want to have meetings to plan your
treatment, to decide the content of the meetings and how long they will be.

=  Planning the future you desire.

Meetings which are held to plan for your future will attempt to discover what is important to
you, to share information about your abilities, strengths, and skills, to learn about your needs
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and to decide which of your desired goals will be achieved in the short term and which will need
to be long-term. Then, you and the support team will determine the strategies for achieving
these goals.

=  Finding the supports and services it will take to achieve your desired future.

You will be able to use the resources in your network of family, friends, your community, and
the public mental health system which might be available to assist in achieving your desired
outcomes. You will be able to choose, from available resources, the supports and services to be
delivered, and help decide who will do what, when, and how.

=  Getting regular feedback on your treatment.

It is important for you to receive feedback on your progress. This should be done by informally,
and regularly, discussing with your case manager (supports coordinator) how supports and
services are being delivered, your satisfaction with their delivery, and progress toward your
desired outcomes. The information you provide should be used to make any necessary changes
in the supports and services you receive.

You should also have the opportunity to formally express your opinion about supports and services you
receive so that improvements in service delivery can be made for everyone.

In addition, you always have the right to make formal complaints about how your supports and services
were delivered or about any of the people who might have provided them. Contact your Rights
Officer/Advisor if you would like to do this.

@j Questions You May Want To Ask About Person-Centered Planning

Who must attend the person-centered planning meeting?

You, and your legal representative (a parent if you are a minor or guardian) and your supports
coordinator (case manager).

Who also might be included?

You may want to invite family members, co-workers, friends, a teacher, coach, staff, and other
people who know you well and with whom you feel comfortable sharing personal information.
Your supports coordinator (case manager) may also suggest inviting a nurse, physical therapist,
or direct care staff, who has information to help in planning and decision making.

What kinds of outcomes are discussed?
"Outcomes" may include:
Having positive relationships with family members,

Participating in community activities and events,
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Doing what you find meaningful and productive with your day, (such as going to school,
work, volunteering),

Living in a place alone, or having assistance from people you choose.
Are there limits to person-centered planning?

Person-centered planning does not guarantee that the supports, services, and/or treatment nor
the amount of them you might like to have can be provided by the public mental health system.
What is actually provided by the public mental health system will depend upon the available
resources (such as funding and staffing), rules and regulations that govern the program or
funding system, and/or the judgment of the program administrator(s) as to feasibility,
appropriateness, and safety of such support, service, or treatment.

SECTION I1l: YOUR RIGHTS WHEN YOU ARE BEING ADMITTED OR

DISCHARGED FROM A PSYCHIATRIC HOSPITAL OR UNIT

Voluntary Admission Process

Mental Health Code Sections 410-420

If you are admitted to a psychiatric hospital or unit on a VOLUNTARY BASIS (you admit yourself), or you

are admitted by application of your guardian (with your agreement) you have the right:
= To give written notice of your intent to leave the hospital.

After you put your request in writing, you must be discharged within three (3) days
(excluding Sunday and holidays). However, if the hospital director determines you require
treatment and petitions the court for your involuntary admission you must remain in the
hospital until a determination is made about your treatment by the court.

= To be discharged when treatment is complete or when you no longer need the services.
= Torequest a second opinion if the community mental health services program pre-admission
screening unit does not think you need to go into the hospital.
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Involuntary Admission Process

Mental Health Code Sections 423-450; 498

If you are INVOLUNTARILY ADMITTED (COURT ORDERED) to a psychiatric hospital or unit, you have the
following rights:

= To make at least two phone calls.

= To a copy of the application or petition saying you require treatment and to copies of reports by the
doctors who examine you.

= To have a physical and mental examination within 24 hours after you are admitted, and again at
least once a year.

= To a written statement explaining that you will be examined by a psychiatrist within 24 hours after
you are admitted.

= To a written statement explaining your rights.

= To a full court hearing.

= To be represented by an attorney.

= To be present at the hearing.

= Toajury trial.

= To an independent clinical examination.

= To have staff, if you wish, notify your family of your admission to the hospital.

= |f the police take you into protective custody and bring you to a preadmission screening unit, to
have staff of that unit complete their examination of you within two (2) hours unless there is a
documented medical reason for the delay.

= To be examined by two doctors or by a psychologist and a psychiatrist to determine whether you
need to be admitted. One of the examinations must be by a psychiatrist and the first examination
may be done before you are brought to the hospital.

= To refuse medication before your court hearing unless a physician decides you need it to prevent
you from physically hurting yourself or others or if your life is in danger. If you agree to medication
or treatment before the court hearing, this does not mean that you are agreeing to the
hospitalization.

= To have an independent medical examination before your full court hearing.

Within 72 hours (this does not include Sundays and holidays) after a petition and clinical certification
have been filed with the court, you have:

=  The right to meet with legal counsel,

= The right to meet with a treatment team member assigned by the hospital director,

* The right to meet with a designated community mental health worker,

= The right to designate an individual of your choice to meet with you and the people indicated
above for the purpose of informing you of:

= The proposed plan of service in the hospital.

= The proposed plan of service in the community.

= The nature and possible consequences of the involuntary hospitalization process.
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= The right to request that your court hearing be “deferred” (delayed) temporarily (60 or 90 days).
You will be treated as a voluntary patient during this time; however, you have the right to demand
a hearing at any time during the “deferral” period.

As an involuntary (court-ordered) recipient, YOU DO NOT HAVE THE RIGHT TO REFUSE TREATMENT. However,
you do have the right to ask questions about your treatment, participate in the development of your
plan of service, and discuss it with your doctor or other mental health professionals. If you think your
treatment is not helping, you may ask for a review of your treatment plan.

Questions You May Want to Ask About Your Medication

If you are given medication by your doctor you will need to take it according to
his/her instructions. Listed below are some questions you may want to ask of the
doctor or nurse so that you can have the information you need to make it as

effective as possible.

Why do | have to take this medicine?

What will happen if | do not take it?

Can | be treated without medication?

Before | begin taking any medicine or even if | am not taking medicine, can | have a second opinion?
What is the name of the medicine prescribed for me?

How is it supposed to make me feel? What are the side effects of the medicine? Will it affect any
other medical or physical problems | have?

Are there side effects | should report immediately?

Is it similar to or different from the medicine | was taking before this?

How much should | take? How many times a day? What time of day? Before or after meals?
What would happen if | took too much?

Is it all right if | drink alcohol or beer when taking this medicine? Is there any food or other drink |
should avoid?

Are there other medicines | should avoid when taking this medicine?

Will this medicine affect my interest and/or my ability to participate in sex?

How long will | need to take this medicine?

If | take this medicine for a long time, what can it do to me?

What is tardive dyskinesia (TD)? Can | get TD from taking this medicine? Can something be done to
avoid this?

For women in child bearing years:

Will this affect my menstrual periods?

Should | take birth control pills while taking this medicine?

If I get pregnant while taking this medicine, could it have any effect on my baby?

Should I take it while nursing?

Should | drive or operate machinery while taking this medicine?

Is there anything else | should know about this medicine?

How often will you review with me what the medicine is doing?

How soon will | need to take this medicine?
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Court Hearings

Mental Health Code Sections 452; 463

If you are admitted to the hospital involuntarily, you have the following rights regarding court hearings:

= To have your court hearing promptly, but not more than seven days (this does not include Sundays
or holidays) after the court receives the application (petition).

= To be present at all court hearings. During this hearing, you have the right to be represented by an
attorney. If you cannot afford an attorney, the court will appoint one for you. Your attorney must
consult with you, in person, at least 24 hours before the time set for your court hearing. (You may
choose to waive the right to attend your hearing by signing a waiver witnessed by your legal counsel
and filed with the court.)

* Todemand a jury trial.

= To present documents and witnesses and to cross examine witnesses.

= To obtain, at public expense if necessary, an independent clinical evaluation by a physician,
psychiatrist, or licensed psychologist of your choice. (You must request this before the first
scheduled hearing or at the first scheduled hearing before the first witness has been sworn.)

= To acopy of the court order.

Periodic Review

Mental Health Code Sections 482; 485a

If you have a court order for continuing involuntary treatment, you have the right to regular, adequate,
and prompt reviews of your status. These reviews must be done six (6) months from the date of the
court order and every six (6) months from there on.

Results of these reviews must be provided to you within five days from the time they are made part of
your record and you must be informed of your right to petition for discharge.

If you do petition for discharge following the periodic review, you have the right to a hearing. In addition
to that hearing, you may petition the court for a discharge hearing once within each 12 month period
from the date of the original order. If, after any of these hearings, the court determines that you no
longer require treatment, you will be discharged.
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Rights of Minors

Mental Health Code Section 498m

If you are a minor, 14 years of age or older (between 14 and 17), you have the right to ask for, and
receive, outpatient mental health services (not including psychotropic medication or pregnancy
termination referral services) without the consent or knowledge of your parent or guardian. These
services are limited to 12 sessions or 4 months for each request.

If you are a minor 14 years of age or older (between 14 and 17), you may write to the court within 30
days of your admission to object to your being hospitalized. You may do so again within 30 days from
the time you receive a written review from the clinical staff regarding your need for continued
hospitalization.

If you are a minor of any age and have been hospitalized for more than 7 days, you may inform a
hospital staff person of your desire to object to your hospitalization. Someone from the staff is required
to assist you in properly filing your objection to the hospitalization. If no one does this, then ask to see
the Rights Advisor who will help get someone to assist you.

If you are re-hospitalized for longer than 10 days under a combined hospitalization/alternative
treatment order, you must be notified of your right to file an objection to the hospitalization. If you do
object, the court must schedule a hearing to determine whether you continue to be a person requiring
treatment.

SECTION IV: YOUR RIGHTS WHEN YOU ARE LIVING IN

A RESIDENTIAL OR INPATIENT SETTING

The Mental Health Code guarantees that recipients receiving inpatient or residential services will be
assured that some basic rights are protected. These rights may be limited due to the nature of your
treatment. If such limitations are imposed, they must be agreed to in the plan of service by you or your
legal representative. General restrictions that apply to everyone (such as visiting hours, property you
may not have, or times the telephone may be used) can be established by a residence or unit. These
restrictions must be posted in a place where they can be easily seen.

Mail

Mental Health Code Section 726

You have the right to receive and send mail without anyone else opening or reading it. If you have no
income, and if you ask, you will be given writing materials and a reasonable number of stamps.
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Telephone

Mental Health Code Section 726

You have the right to talk on the phone. If you have no income, a reasonable amount of funds will be
provided so that you can use the telephone.

Visitors

Mental Health Code Section 715, 726, 748; Administrative Rule 7135

You have the right to see visitors of your choice. You can ask to see your own doctor (if you have one)
or visit with your minister, priest, rabbi, or spiritual counselor at reasonable times. You have the right to
talk with your attorney, a court, or others, about legal matters without any limitations and at any time.

Entertainment Materials, Information and News

Mental Health Code Section 704; Administrative Rule 7139

You have the right to watch television, have a newspaper provided, buy magazines, and books of your
own choice, unless limited by your plan of service or as generally restricted by program rules.

Religion

Mental Health Code Section 704

You have the right to practice your religion or faith. You cannot be forced to go to a religious event if
you do not want to, nor can you be required to listen to or watch religious programs on radio or TV.

Personal Property

Mental Health Code Section 728; Administrative Rule 7009

You have the right to:

=  Wear your own clothes and keep your own things.

= Inspect your personal property at reasonable times.

= Have a receipt given to you, and to a person you designate, for your property held by the
facility. Unless it is illegal, this property must be returned to you when you are discharged

= Have a reasonable amount of space to store your personal belongings.

= Not have your belongings searched unless this is part of your plan of service or unless there is a
good reason; to watch if your belongings are searched; and to have the reason for the search
written in your record.

Your plan of service may further limit this right for the following reasons:

= To protect property you may have brought with you from theft, loss, or destruction.
= To prevent you from physically hurting yourself or others.
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You, and your legal representative, should be told the reason for the limitation and the date it expires.

Money

Mental Health Code Sections 730-736
If you are in a state-operated psychiatric hospital, you have the right to:

= Be paid for work you agree to do if you are offered work. However, you will not be paid for personal
housekeeping chores (such as making your own bed) or work which is part of a small group living
arrangement.

= Not have more than half of any money you earn used to pay for your treatment.

= Have your money kept in an account in your name at the facility and have easy and reasonable
access to that account.

= To spend your money as you want. Facility rules may limit the amount of money you can have on
you at any one time.

= Have money in the account given to you when you are discharged.

These rights may be limited

= |fthe U.S. government says you need someone to handle money you receive from Social Security
and has assigned you a representative payee, or
= |f you have a conservator or guardian who has the authority to limit how you spend your money.

Freedom of Movement

Mental Health Code Sections 740, 742, 744

Freedom of movement is a right, not a privilege. This right cannot be limited or restricted more than is
necessary to provide mental health services to you, to prevent you from injuring yourself or others, or to
prevent substantial property damage. If you are admitted by order of a criminal court or are transferred
from a jail or prison, appropriate security precautions may be taken. If there are limitations on your
freedom of movement, the expected length and the reasons for them must be written into your record.
The limitations must be removed when the reasons for them no longer exist.

If you are in a psychiatric hospital or licensed child caring institution, you may only be put in a locked
room (seclusion):

= To keep you from physically hurting others.

= To keep you from causing substantial property damage.

If you are a resident in an inpatient or residential setting, you may only be physically restrained if facility
licensure rules allow and:

= To keep you from physically hurting yourself or others.

= To keep you from causing substantial property damage.
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SECTION V: RIGHTS OF PERSONS WHO ARE RECEIVING TREATMENT

UNDER FORENSIC PROVISIONS OF THE MENTAL HEALTH CODE

Incompetent to Stand Trial (IST) Mental Health Code Section 330.2020 -.2044

If you are admitted to a hospital on an IST (Incompetent to Stand Trial) Order you are under the
jurisdiction of the criminal court, not the probate court system. The IST order means that the court has
determined that, due to your mental condition, you are unable to understanding the nature and object
of the proceedings against you or of assisting in your defense in a rational manner. This order may be
valid for up to 15 months during which time you will receive psychiatric treatment. Reevaluation of your
competence will be done by your treating psychiatrist every 90 days and a report will be submitted to
the criminal court.

Not Guilty by Reason of Insanity (NGRI)  Mental Health Code Section 330.2050

If you are found to be Not Guilty of a criminal charge due to reasons of insanity (Not Guilty by Reason of
Insanity or NGRI), you will be sent to the Center for Forensic Psychiatry, for a period of not more than 60
days, so that you can be evaluated and a determination made as to whether you are a person who
requires mental health treatment. If the Center determines that you do require mental health
treatment, the court may direct the prosecutor to file a petition for involuntary hospitalization. If this
occurs, you will have a hearing in a probate court to determine if you will be involuntarily hospitalized
(See Section Il of this book). You will have to stay at the Forensic Center until the probate court hearing.
If a petition for involuntary hospitalization is not filed, the prosecutor will notify the Center and you shall
be discharged.

SECTION VI: THE RECIPIENT RIGHTS COMPLAINT

AND APPEAL PROCESS

Filing a Recipient Rights Complaint

Mental Health Code Section 776

If you believe that any right listed in this booklet has been violated, you, or someone on your behalf,
should file a recipient rights complaint. You may do this by calling or visiting the Rights Office, or by
completing a recipient rights complaint form and returning it to the Rights Office. Copies of the rights
complaint form are available wherever you receive services, from your local rights office, or online at
the Office of Recipient Rights website: www.michigan.gov/recipientrights; click on the link Recipient
Rights Complaint Form. The name and telephone number of the Rights Officer/Advisor for this agency
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can be found on the back of this booklet and will be clearly posted in the place you are receiving
treatment.

Your complaint needs to contain:

=  Astatement telling the Rights Office what you are complaining about;
=  What right(s) you think have been violated;
=  What you think will resolve your complaint.

If you want help writing your complaint your Rights Officer/Advisor can assist you; you may also contact
one of the advocacy organization listed in Section VII of this book for assistance.

Investigating Your Complaint

Mental Health Code Section 776

Within five (5) business days after receiving your complaint, the Rights Office will send you a letter
which tells you that your complaint was received as well as a copy of the complaint. This letter will also
tell you whether your complaint is going to be investigated.

If the Rights Officer/Advisor investigates your complaint, he/she will decide if your rights have been
violated and, if necessary, will recommend appropriate action to correct the violation. The Rights
Officer/Advisor should finish investigating your complaint no later than 90 days after it was received.
You will get a written status report every 30 days until completion of the investigation.

When the investigation is complete, the Rights Officer/ Advisor will submit an Investigative Report to the
Agency Director. Within 10 business days after receiving this report, he/she will provide you with a
written Summary Report.

The Summary Report will tell you about the investigation, let you know if the Rights Office determined
your rights were violated or not, and tell you about any recommendations made by the Rights Office. If
it is determined that there was a rights violation, this report will also tell you what action the Director
has taken, or will take, to resolve your complaint. It will also provide you with information regarding the
appeal process.

Appeal Rights

Mental Health Code Sections 784-786

Local Appeals Committee Review

If you are not satisfied with the findings of the Rights Office, with the action taken (or the proposed
action indicated), or if you think the Rights Office did not start, or complete, the investigation in a timely
manner, you have the right to file an appeal. An appeal must be in writing and received by the local
appeals committee within 45 days. Information on where to file your appeal will be given to you in the
Summary Report that you receive after your complaint is investigated. If you want help writing your
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appeal, your Rights Officer/Advisor can assist you; you may also contact one of the advocacy
organization listed in Section VIl of this book for assistance.

Within five (5) business days after receiving your appeal, the appeals committee will review it to see if it
meets the requirements, and will notify you, in writing, whether or not your appeal was accepted. This
committee then has 25 days to review the case file provided by the Rights Office and make a decision on
your appeal. They may ask you to provide more information. You will receive their written decision no
later than ten days after their meeting.

Second Level Appeal — Findings of the Rights Office

If your appeal was based upon your belief that the investigative findings of the Rights Office were not
consistent with the facts or relevant laws, rules, policies, or guidelines, and you are not satisfied with the
decision of the local appeals committee, you have 45 more days to file a written appeal to the next level.
This should be sent to: MDCH Level 2 Appeals, P.O. Box 30807 Lansing, MI 48933. Information on this
process will be provided in the response from the local appeals committee.

If you are not satisfied with the answer from the Level 2 Appeal, you may file an appeal with the Circuit
Court in the county where you live (or with the Ingham County Circuit Court). You only have 21 days to
do this and may need to hire an attorney to help you. Your appeal to the Circuit Court is based on the
entire record of your appeal which was put together by the Second Level Appeal reviewer.

Second Level Appeal — Action Taken

There is no second level of appeal if your appeal to the local committee had to do with the action taken,
or not taken, as a result of your complaint. In this case, if you are not satisfied with the decision of the
local appeals committee, you may file a new complaint against the person (the Director of the Agency
from which you receive services) who issued the Summary Report.

Mediation

Mental Health Code Section 788

After the investigation of the Rights Office is finished, you have the right to request mediation of your
dispute. Mediation is voluntary for all parties. The mediation process involves a meeting between you, a

representative of the agency providing your services and a person who is trained to help resolve
complaints. If you reach an agreement, you will have to sign a statement which states you and the
agency will follow the agreement. During the mediation process, time frames for appeals stop.
Therefore, if mediation is not successful, you will still have the right to pursue an appeal. If you wish to
request mediation, contact your Rights Office.
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SECTION VIi: ADVISORY GROUPS AND ORGANIZATIONS

THAT MAY ALSO ASSIST YOU

The following groups and organizations are available to assist you in protecting your rights as a recipient of mental
health services:

Association for Children's Mental Health (ACMH)
6017 W. St. Joseph Hwy., Suite #200, Lansing,
Michigan 48917

(517) 372-4016

Fax: (517) 372-4032

Parent Line: (888) ACMH-KID (226-4543)
http://www.acmh-mi.org/

The ARC - Michigan

1325 S. Washington Ave., Lansing, M1 48910-1652
(800) 292-7851 or (517) 487-5426

Fax: (517) 487-0303

http://www.arcmi.org/

Michigan Disability Rights Coalition

3498 East Lake Lansing Road, Suite #100, East
Lansing, M1 48823

(800) 760-4600 or (517) 333-2477

Fax (517) 333-2677
http://www.copower.org/

Michigan Protection & Advocacy Service, Inc.

4095 Legacy Parkway, Suite #500, Lansing, MI 48911
(800) 288-5923 or (517) 487-1755

Fax: (517) 487-0827 TTY:517-374-4687
http://www.mpas.org/

National Alliance on Mental lliness (NAMI) -
Michigan

401 S. Washington Suite 104

Lansing, M| 48906

(800) 331-4264 or (517) 485-4049
http://www.namimi.org/

United Cerebral Palsy of Michigan — UCP Michigan
3496 Lake Lansing Rd. Suite 170

East Lansing, M| 48823

(800) 828-2714 or (517) 203-1200

Fax: 517.203.1203

email: ucp@ucpmichigan.org
http://ucpmichigan.org
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TO LEARN MORE ABOUT YOUR RIGHTS
ASK YOUR RIGHTS ADVISOR:

Main Number - (517) 346-8249
Ashlee Bailey - (517) 887-5287

Greg Fox — (517) 887-2588
Joyce Tunnard — (517) 346-8246

“Rights is
Everybody’s
Business

www.Michigan.gov/recipientrights”

Produced by:
Michigan Department Health and Human Services
Office of Recipient Rights
Lewis Cass Building
Lansing, MI. 48933

Authorized by: P.A. 258 of 1974, as amended
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rights, we can help.

Recipient Rights Office:
Main Number - (517) 346-8249
Ashlee Bailey - (517) 887-5287
Greg Fox - (517) 887-5288
Joyce Tunnard — (517) 346-8246
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Consumer Movement

NOTE: Programs must be notified of changes in consumer placement.

Admission for CSDD Consumers Only

1. An initial visit by a Residential representative will occur to meet with the provider
and to discuss Michigan Department of Health and Human Services (MDHHS) and
Community Mental Health Authority (CMHA) requirements for newly contracted
homes.

2. Fire Standards Assessment to occur:

A. Does the home meet MDHHS requirements?

3. Pre-placement Meeting scheduled:

A. Attendance is mandatory for provider, case manager, I-Team members;
guardian invited.

B. Pre-placement Meeting to present overview of resident, to discuss needs of
the resident, and capabilities of the home to meet those needs.

C. Set visits, move-in date.
D. Identify critical issues needing attention for successtul placement to occur.

4. Within 30 days, Person Centered Planning (PCP) goal(s) need to be developed, need
for fire training assessed. Evacuation Difficulty Index (EDI) completed.

Discharge
1. A home shall have a written admission and discharge policy.

2. A licensee shall provide a resident and his or her designated representative
with a 30-day written notice before discharge from the home. The written notice

11/2020 Page 1 of 3
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shall state the reasons for discharge. A copy of the written notice shall be sent to
the resident's designated representative, the resident, and CMHA-CEIL

A licensee may discharge a resident before the 30-day notice when the licensee
has determined and documented that any of the following exists:

A.  Substantial risk to the resident due to the inability of the home to meet the
resident's needs or assure the safety and well-being of other residents of

the home.
B. Substantial risk, or an occurrence, of self-destructive behavior.
C.  Substantial risk, or an occurrence, of serious physical assault.
D.  Substantial risk, or an occurrence, of the destruction of property.

A licensee who proposes to discharge a resident for any of the reasons listed
in subrule (3) of this rule shall take the following steps before discharging the
resident:

A. The licensee shall notify the resident, the resident's designated
representative, CMHA-CEI, and the adult foster care licensing consultant
not less than 24 hours before discharge. The notice shall be in writing and
shall include all of the following information:

i The reason for the proposed discharge, including the specific
nature of the substantial risk.

ii. The alternatives to discharge that have been attempted by
the licensee.

iii. The location to which the resident will be discharged, if
known.

Page 2 of 3
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B. The licensee shall confer with CMHA-CEI. If CMHA-CEI does not agree
with the licensee that emergency discharge is justified, the resident shall
not be discharged from the home. If CMHA-CEI agrees that the
emergency discharge is justified, then all of the following provisions shall
apply:

i The resident shall not be discharged until an appropriate
setting that meets the resident's immediate needs is located.

ii. The resident shall have the right to file a complaint with the
department.

iii. ~ If the department finds that the resident was improperly
discharged, the resident shall have the right to elect to return
to the first available bed in the licensee's adult foster care
home.

5. A licensee shall not change the residency of a resident from one home to
another without the written approval of the resident or the resident's designated
representative and CMHA-CEL

6. A licensee shall not restrict the resident's ability to make his or her own living
arrangements.
7. At the time of discharge, a licensee shall provide copies of resident records

to the resident and his or her designated representative when requested, and as
determined appropriate, by the resident or his or her designated representative.
A fee that is charged for copies of resident records shall not be more than the cost
to the licensee of making the copies available.

11/2020 Page 3 of 3



SUMMARY OF RESIDENT RIGHTS: DISCHARGE AND COMPLAINTS

If you live in an Adult Foster Care home or Home for the Aged, you have certain
rights as a resident of the home. These rights are protected under state licensing
laws. Some of these rights help protect you against being wrongfully discharged
from your home. This document provides an overview of some of your rights as a
resident of an Adult Foster Care home or Home for the Aged. For this document,
a

licensee is another name for the property owner.

Disclaimer: You may have additional rights as a resident of a licensed setting.
Your full rights are outlined in the state licensing rules, which can be reviewed at
http://www.michigan.gov/lara >> Community and Health Systems >> Covered
Providers >> Adult Foster Care >> Licensing Rules and Statutes.

WRITTEN AGREEMENT

The licensee must sign a written agreement with you, which must include:

» Alist of services that you will receive in the home

» Adescription of your rights and responsibilities as a resident

» Adescription of the process for being admitted and discharged from the home
» Adescription of the fees that you must pay as a resident of the home

The licensee must provide you with copies of the written agreement, and the
“Admission and Discharge Policy” for the home.

DISCHARGE AND COMPLAINT PROCESS

The licensee can only discharge you from the home for certain reasons. The
licensee must follow a specific process to discharge you. If you believe that the
licensee wrongfully discharged you from the home, you may contact the
Department of Licensing and Regulatory Affairs to file a complaint. The
Department may be able to help you return to your home. The discharge and
complaint process is outlined on Page 2.



SUMMARY OF RESIDENT RIGHTS: DISCHARGE AND COMPLAINTS

Discharge and Complaint Process Chart

The licensee must notify
you 30 days in advance of
the discharge date. The
notice must be written and
include a reason for
discharge. You must be
given a copy of the notice.

The licensee must notify
you 30 days in advance of
the discharge date. The
notice must be written and
include a reason for
discharge. You must be
given a copy of the notice.

discharge you without
adequate preparation.
The licensee must
prove that discharging
you is “in your best
interest.” This

The licensee must notify
you 30 days in advance of
the discharge date. The
notice must be written and
include a reason for

discharge. You must be
given a copy of the notice.




The licensee must provide
you with written notice at
least 24 hours in advance.
This notice must include an

emergency discharge.

The licensee must receive

representative, or service
agency before discharging
i you from your home.

The licensee must provide
you with written notice at
least 24 hours in advance.
This notice must include an
appropriate reason for
emergency discharge. The
licensee cannot discharge
you without:

(1) receiving approval from
the responsible agency or
Adult Protective

Services; AND

(2) finding another setting
that can meet your needs.

decision must take
your expressed wishes
into consideration.
The licensee must
provide you with a
written notice with a
reason for discharge.
During discharge,
your responsible
agency or the
Michigan Department
of Health and Human
Services must work
with you to update
your service plan.

The licensee must provide
you with written notice at
least 24 hours in advance.
The licensee must also
notify the Department of
Licensing and Regulatory
Affairs and Adult
Protective Services before
discharging you. The
licensee cannot discharge
you without finding another
setting that can meet your
needs.

phone (866-856-0126).

(bttp://www.michigan.gov/lara/ > Community and Health Systems > Camps > Online Complaint Form) or by

PAGE 2 OF 2




SIGNATURE

If the licensee provided you with a copy of this document, please sign below:

Name: Signature: Date:
Parent/Guardian: Signature: Date:

PAGE 1 OF 2



' 2

Community
MENTAL HEALTH
CLINTON - * INGHAM

Pharmacy Services



[\ %

Community

MENTAL HEALTH

NNNNNNNNNNNNNNN

Residential Homes

Pharmacy Services

CMHA-CEI has partnered with Ascension Pharmacy (formerly St. John Retail
Pharmacy) to offer a full service pharmacy on-site. Staff are available in person and via
telephone during business hours to answer any questions.

Pharmacy Hours:
e Monday: 8:30 am —5:30 pm

o Tuesday: 8:30 am —5:30 pm

o Wednesday: 8:30 am — 5:30 pm
e Thursday: 8:30 am —5:30 pm

o Friday: 8:30 am —5:30 pm

o Saturday: Closed

o Sunday: Closed

The pharmacy is located at:
812 E Jolly Rd, Suite 208
Lansing MI, 48910
Phone: (517) 394-5019
Fax: (517) 394-5029

Page1of1
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WHY CHOOSE
ASCENSION?

Ascension Pharmacy works closely

with CEI-CMH providers to provide

the highest level of pharmaceutical
care to the patients we serve

We are located in the main CEI-
CMH building on Jolly Rd, making
picking up a prescription after an
appointment easy and convenient

Our pharmacists and technicians
are committed to providing
professional, efficient and
compassionate care

Ascension Michigan Pharmacy

812 E Jolly Rd, Suite 208
Lansing, MI 48910

Phone: 517-394-5019
Fax: 517-394-5029
CMH extension: 8183

Ascension
Pharmacy

Hours of Operation:

Monday - Friday
8:30AMto 5:30 PM

Open during lunch!




What if my prescriptions are being
filled at another pharmacy?

No problem! Our staff will do all the
work for you to transfer your
medication. Simply call or stop by the
pharmacy and let us know the
pharmacy you are currently using and
we will get the medications
transferred for you!

When can | pick up my medications?

We are here when you are here! Open
Monday through Friday from 8:30 AM
to 5:30 PM. Stop by before or after
work or on your lunch break!

PACKAGING

What if | have questions about my PARTNERS Our pharmacy offers several
medication? different styles of medication
We believe the highest level of packaging to help with compliance
Our friendly pharmacists V\{OU|C| be patient care is achieved when we and meet your needs. Ask pharmacy
happy to answer any quES'{IONS you work together as a team. Our staff today about how to get
have on your prescriptions! pharmacy staff wants to partner started!
with you and all of your health care
providers to help you achieve the
» best health outcomes. We strive to SERVICES
empower you to take charge of Beyond providing the medication you
your health! need, our pharmacists provide

immunizations, OTC
recommendations, medication
counseling, and more!
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||”HH Welcome to

Webconnect

Sarah Hill, Pharm.D.
Operations Coordinator
St. John Pharmacy

Logging In

¥

C )

.|I|||||” Website URL

https://stiohnpharmacy.webconnectgsl.com
Must have “s” for secure

Save to favorites

Home Page




M cikcon patient e to searcn [l ]| et wich nome

Must have either last name or MR#, cannot search by first name only

W M| Avergies

Note all changes are just requests, they do not automatically update our system




.||||||||| Medication Profile "I|||||” Check new medication against profile

e e e .
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Just a tool, always best to consult with pharmacist or prescriber!!!

||||||||| '||||||” Reports/ MARs

Most important columns are “last filled” and “refills remaining”




W -.||I|||” 30 Day MARS

.|II|||||| Print or Save "'|||||” 30-day MAR Generation

1.) Click on 30-day MAR
2.) Select Start Date
3.) Click Request Report

See attached example at back of packet




"'||||||| 30-Day MAR Generation "”””” S

Not meant
to replace
monthly
MAR
prOV\ded by
pharmacv

.||I|||||| How to Get Sign-On II”””” Questions?

Provide pharmacy with
First and Last Name

Homes that clients are in @

Pharmacist will provide you with login
and temporary password O
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Medication and Pharmacy (MAP) Workgroup

Email meds@ceicmh.org to communicate issues you
experience with medication administration that can’t be
communicated with an incident report.

Complete an IR if... Joe Smith was administered

Remember: An incident / the wrong dosage of his medication.

report must be completed if

2 CONSUMEr s directly | ———— | Send an email to meds@ceicmh.org if... Joe
impacted.

Smith’s medication administration record had
the wrong dosage listed due to a St. John
pharmacy error, but you corrected the mistake
and gave Joe the correct dosage of his

What information should I include when I send an email to meds@ceicmh.org?
When you send an email to meds@ceicmh.org please include a:

e Consumer ID/Consumer Name

e Location

e Date of Issue
e Brief Description of the Issue

Who is reading the meds@ceicmh.org emails and what kind of follow-up occurs?

The ‘MEDS’ email is monitored regularly by CEI staff who give immediate feedback if an IR needs to
be completed or will forward the concern to the appropriate staff if follow-up is required. ‘MEDS’
emails are reviewed at our monthly MAP meetings, which include CEI and St. John Pharmacy staff.

Why are you collecting this information?
All of the ‘MEDS’ emails are logged in a database which helps us track recurring issues and trends to
help strengthen our communication with St. John Pharmacy and better serve our consumers.

Who should I contact if I still have questions?
If you would like additional clarification about how to use the ‘'MEDS” email, please send an email to
meds@ceicmh.org with your questions or contact your MAP representative.



mailto:meds@ceicmh.org
mailto:meds@ceicmh.org
mailto:meds@ceicmh.org
mailto:meds@ceicmh.org
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PROCEDURES

Abuse, Neglect, or Mistreatment of Recipients
Procedure.........coooviiiiiiiiiii . 3.3.14

Access to Entertainment Materials, Information and News
Procedure .......cooviiiiiii 3.6.21

Advance Directives for Health Care
Procedure ...ooonnnnee e 3.6.07

Appeals and Grievances
Procedure .............cooiiiiiiiiiii 3.6.17

Behavior Management
Procedure ............ooooiiiiiii 3.4.4

Communication and Visits
Procedure ..o 3.6.04

Compliance
Consumer Property and Funds
Procedure ............oooooiiiii 3.6.24

Fingerprint, Photograph, Audio / Video Taping and Use of One-Way Mirrors
Procedure .............coooiiiiiii 3.6.08

Incident Reports
Procedure .........ooiiiiiii e, 3.3.07

Limited English Proficiency
Procedure .............ooooiiiiii 3.6.10B
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PROCEDURES

Medical Procedures and Treatment Completed by CMH Staff and at CMH Sites

Procedure ..o 3.3.25C
Medication

Procedure .....ooveenei e 3.5.1
Nutrition Services

Procedure ..o 3.5.12A
Recipient Rights

Procedure ..o, 3.6.01
Resident Labor

Procedure .....oveeeee e 3.6.19
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CMHA-CEI Policies and Procedure Manual

Community
MENTAL HEALTH
Title: 3.3.14, Abuse, Neglect, or Mistreatment of Recipients
Subject: CONSUMER TREATMENT, TRAINING, AND LIVING
Section: Clinical
Policy: o Issued by: Effective Date: | Applies to:
Procedure: X Director of Quality, Customer 04/09/81 X All CMHA-CEI staff
Service, and Recipient Rights X Contract Providers
Page: 1 0f 9 Approved by: Review Date: o Other:
N/A 5/12/20
L Purpose:
To safeguard recipients of mental health services from abuse, neglect, or mistreatment, to promote
the safety, security, and well-being of recipients, and to ensure protection of their person, rights,
and properties.
IL. Procedures:

A. Any staff person of the CMHA-CEI Network or provider who has reasonable cause to suspect
criminal abuse, including vulnerable adult abuse and child abuse, shall IMMEDIATELY report
the suspicion, or cause a report to be made, to law enforcement, the Recipient Rights Office
(RRO), and administration. Any staff person who has reasonable cause to suspect any form of
abuse or neglect shall IMMEDIATELY notify the RRO and administration.

B. Mandatory reporting requirements concerning criminal abuse:

1.

Any staff person who has reasonable cause to suspect criminal abuse of a recipient shall
immediately make, or cause to be made, by telephone or otherwise, an oral report of the
suspected criminal abuse to the law enforcement agency for the county or city in which
the criminal abuse is suspected to have occurred, or to the state police.

Any staff person who suspects that any form of abuse or neglect has occurred shall
immediately notify the RRO. The RRO shall ensure that referrals are made to the protective
services department and the foster care licensing division of the Michigan Department of
Health and Human Services, as appropriate.

Any staff person who suspects that any form of abuse or neglect has occurred shall notify
their supervisor or program director/designee. A report to a supervisor or program
director/designee does not relieve the individual staff person from the mandatory
reporting requirements.

Within 72 hours after making the oral report to law enforcement (III.A), the reporting
person shall file a written report with that law enforcement agency, the CMHA-CEI Chief
Executive Officer, the provider, and the RRO. If the individual making the oral and
written reports to law enforcement is not the person with reasonable cause to suspect



Procedure #: 3.3.14 Title: Abuse, Neglect, or Mistreatment of Recipients
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abuse, the person who caused the report to be made shall receive a copy of the written

report. The written report shall:

a. Contain the name of the recipient.

b. Contain a description of the criminal abuse and other information available to the
reporting person that might establish the cause of the criminal abuse and the manner
in which it occurred.

c. Become part of the recipient’s record, with the name of the reporting person and the
name of the person accused of criminal abuse deleted.

5. The identity of an individual who makes a mandatory report of criminal abuse is
confidential and is not subject to disclosure without the consent of that individual or by
order or subpoena of a court of record. An individual acting in good faith who makes a
report of criminal abuse against a recipient is immune from civil or criminal liability that
might otherwise be incurred. This immunity from civil or criminal liability extends only
to the mandatory reporting and does not extend to a negligent act that causes personal
injury or death.

6. Anindividual who makes a mandatory report of criminal abuse in good faith shall not be
dismissed or otherwise penalized by the CMHA-CEI Network or provider for making the
report.

7. Suspected criminal abuse is not required to be reported either
a. If the suspected criminal abuse has been reported to the appropriate law enforcement
agency, or
b. 1If the suspected criminal abuse occurred more than one year before the date on which
it first became known to an individual who would otherwise be required to make a
report.

8. Confidential information or privileged communications shall not be included in the
mandatory report of criminal abuse unless either (or both) of the following circumstances
apply:

a. The suspected criminal abuse is alleged to have been committed or caused by

(1) A mental health professional.

(2) An individual employed by or under contract to the Michigan Department of
Community Health.

(3) Anindividual employed by or under contract to a licensed facility.

(4) An individual employed by or under contract to the CMHA-CEI Network or
provider.

(5) An individual employed by a service provider under contract to the Department
of Community Health.

(6) Anindividual employed by a service provider under contract to a licensed facility.

(7) An individual employed by a service provider under contract to the CMHA-CEI
Network or provider.

b. The suspected criminal abuse is alleged to have occurred in
(1) A state facility.
(2) A licensed facility.
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10.

11.

12.

(3) A CMHA-CEI Network program site.

(4) A CMHA-CEI Network provider program site.

(5) The work site of an individual employed by or under contract to the Department
of Community Health.

(6) The work site of an individual employed by or under contract to a licensed facility.

(7) The work site of an individual employed by or under contract to the CMHA-CEI
Network.

(8) A place where a recipient is under the supervision of an individual employed by
or under contract to the Department of Community Health.

(9) A place where a recipient is under the supervision of an individual employed by
or under contract to a licensed facility.

(10) A place where a recipient is under the supervision of an individual employed by
or under contract to the CMHA-CEI Network.

(11) A place where a recipient is under the supervision of an individual employed by
or under contract to a CMHA-CEI Network provider.

Mental health professionals are also required to report allegations of abuse and neglect to
protective service departments of the Michigan Department of Health and Human
Services.

All staff shall cooperate fully with law enforcement, the RRO, and any other investigators
during an investigation. Failure to cooperate with an investigation shall result in
administrative action.

Staff shall cooperate in the prosecution of appropriate criminal charges against those who
have engaged in criminal abuse.

A staff person who intentionally fails to report a reasonable suspicion of criminal abuse or
who knowingly makes a false report is guilty of a misdemeanor and civilly liable for
damages caused by the violation.

C. Reporting requirements for all allegations of abuse or neglect:

1.

A staff person shall IMMEDIATELY report every incident of suspected abuse, neglect, or
mistreatment, and incidents for which abuse cannot be ruled out, to the RRO.

The RRO shall ensure that referrals are made to the protective services department and the
foster care licensing division of Michigan’s Michigan Department of Health and Human
Services, as appropriate. Investigation by RRO shall be completed in cooperation with law
enforcement and other investigative authorities.

Any employee, volunteer, or agent of the CMHA-CEI Network and provider who suspects
that any form of abuse or neglect has occurred shall notify their supervisor or program
director/designee. A report to a supervisor or program director/designee does not relieve
the individual staff person from the mandatory reporting requirements. Failure to report
suspected abuse in a timely manner shall be considered neglect, and may result in
administrative action.
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4. All employees, volunteers or agents of the CMHA-CEI Network and providers shall
cooperate fully with the RRO and any other investigators during an investigation. Failure
to cooperate with an investigation shall result in administrative action.

5. When there is reasonable cause to suspect that a staff person, either directly or as an
accomplice, has been involved in the abuse of a recipient, that staff person shall not
continue in his/her present work assignment during the investigation of allegation(s) of
abuse.

6. The Director of Quality, Customer Service, and Recipient Rights shall assure that
allegations of abuse and neglect are investigated.

a. The RRO shall provide a prompt and thorough review of allegations of abuse and
neglect that is fair to both the recipient alleged to have been abused, and to the
employee, volunteer, or agent of the CMHA-CEI Network or provider alleged to have
violated the recipient’s rights.

b. Investigations conducted by the RRO shall be done in cooperation with law
enforcement, DHHS protective services and AFC licensing, as appropriate.

c. The RRO shall use the preponderance of the evidence standard in determining
whether a right has been violated.

d. If an allegation is found to be substantiated, the complaint shall be considered closed
only when appropriate remedial action, including disciplinary action as appropriate,
has been taken.

7. The CMHA-CEI Chief Executive Officer shall ensure that an appropriate penalty shall be
given to the staff in cases of substantiated allegations of abuse or neglect. Such penalty
may include official reprimand, demotion, suspension, reassignment, or dismissal, each of
which shall be considered discipline.

8. All staff are required to report, orally and in writing, allegations of child abuse or neglect
to the Michigan Department of Health and Human Services in accordance with the Child
Protection Law, even if the child is not a recipient of the CMHA-CEI Network, when the
staff has reasonable cause to suspect child abuse or neglect.

9. All staff are required to make an oral report of suspected cases of adult abuse, neglect, or
exploitation to the Michigan Department of Health and Human Services in accordance
with the Adult Protective Services Act, even if the adult is not a recipient of the CMHA-
CEI Network, when the staff has reasonable cause to suspect adult abuse, neglect, or
exploitation.

I11. Definitions:

A. Abuse: Non-accidental physical or emotional harm to a recipient, or sexual contact with or
sexual penetration of a recipient as those terms are defined in section 520a of the Michigan
penal code, Act No 328 of the Public Acts of 1931, being section 750.520a of the Michigan
Compiled Laws, that is committed by an employee or volunteer, or agent of the CMHA-CEI
Network or provider.
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B.

A

buse, Class I: A non-accidental act or provocation of another to act by an employee, volunteer,

or agent of the CMHA-CEI Network or provider that caused or contributed to the death of,
sexual abuse of, or serious physical harm to a recipient.

A

1.

buse, Class II: Any of the following:

A non-accidental act, or provocation by another to act, by an employee, volunteer, or agent
of the CMHA-CEI Network or provider that caused or contributed to non-serious physical
harm to a recipient.

The use of unreasonable force on a recipient by an employee, volunteer, or agent of the
CMHA-CEI Network or provider, with or without apparent harm.

Any action, or provocation of another to act, by an employee, volunteer or agent of the
CMHA-CEI Network or provider that causes or contributes to emotional harm to a
recipient.

An action taken on behalf of a recipient by an employee, volunteer, or agent of the CMHA-
CEI Network or provider who assumes the recipient is incompetent, despite the fact that a
guardian has not been appointed, that results in substantial economic, material, or
emotional harm to the recipient.

Abuse, Class III: The use of language or other means of communication by an employee,
volunteer, or agent of the CMHA-CEI Network or provider to degrade, threaten, or sexually
harass a recipient.

Accident: An event that is unexpected and unintended.

Allegation: An assertion that a recipient’s right may have been violated.

Assault: Any willful attempt or threat to inflict injury when coupled with the apparent present

ability to do so and any intentional display of force such as would give the victim reason to
fear or expect immediate bodily harm.

Battery: Any unlawful touching of another which is without justification or excuse.

Criminal abuse:

1.

Any of the following:

a. An assault that is a violation or an attempt or conspiracy to commit a violation of
sections 81 to 90 of the Michigan Penal Code, Act No. 328 of the Public Acts of 1931,
being sections 750.81 to 750.90 of the Michigan Compiled Laws. This is

1) Assault.

2) Assault and battery.

Aggravated assault.

Felonious assault (deadly weapon).

Assault with intent to murder.

Assault with intent to do great bodily harm less than murder.

Q1 &~ W
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Assault with intent to maim.
8
9

Assault with intent to commit a felony.
Assault with intent to rob while unarmed.
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(10) Assault with intent to rob while armed.

A criminal homicide that is a violation or an attempt or conspiracy to commit a
violation of section 316, 317, or 321 of Act No. 328 of the Public Acts of 1931, being
sections 750.316, 750.317, and 750.321 of the Michigan Compiled Laws. This is

(1) First degree murder.

(2) Second degree murder.

(3) Manslaughter

Criminal sexual conduct that is a violation or an attempt or conspiracy to commit a
violation of sections 520b to 520e or 520g of Act No. 328 of the Public Acts of 1931,
being sections 750.520b to 750.520e and 750.520g of the Michigan Compiled Laws. This
is

(1) Criminal sexual conduct in the first degree.
(2) Criminal sexual conduct in the second degree.
(38) Criminal sexual conduct in the third degree.
(4)

4) Criminal sexual conduct in the fourth degree.

Vulnerable adult abuse that is a violation or an attempt or conspiracy to commit a
violation of section 145n of the Michigan Penal Code, Act No. 328 of the Public Acts
of 1931, being section 750.145n of the Michigan Compiled Laws.

Child abuse that is a violation or an attempt or conspiracy to commit a violation of
section 136b of Act No. 328 of Public Acts of 1931, being section 750.136b of the
Michigan Compiled Laws.

(1) “Child abuse” means harm or threatened harm to a child’s health or welfare by a
parent, legal guardian, or any other person responsible for the child’s health or
welfare or by a teacher or teacher’s aide that occurs through non-accidental
physical or mental injury; sexual abuse, sexual exploitation, or maltreatment.

(a) “Sexual exploitation” includes allowing, permitting, or encouraging a child to
engage in prostitution, or allowing, permitting, encouraging, or engaging in
the photographing, filming, or depicting a child engaged in a listed sexual act
as defined in section 145c of Act No. 328 of the Public Acts of 1931, being
section 750.145c of the Michigan Compiled Laws.

(2) “Child neglect” means harm or threatened harm to a child’s health or welfare by
a parent, legal guardian, or any other person responsible for the child’s health or
welfare that occurs through either of the following
(a) Negligent treatment, including the failure to provide adequate food, clothing,

shelter, or medical care.

(b) Placing a child at an unreasonable risk to the child’s health or welfare by
failure of the parent, legal guardian, or any other person responsible for the
child’s health or welfare to intervene to eliminate that risk when that person
is able to do so and has, or should have, knowledge of the risk.
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2. Criminal abuse does not include an assault or an assault and battery that is a violation of
section 81 of Act No. 328 of the Public Acts of 1931, being section 750.81 of the Michigan
Compiled Laws, that is committed by a recipient against another recipient.

J. Degrade:
1. Treat humiliatingly: to cause somebody a humiliating loss of status, reputation, or self-

esteem; make worthless; to cause a person to feel that they or other people are worthless
and do not have the respect or good opinion of others.

2. Any language or epithets that insult a person’s heritage, mental status, race, sexual
orientation, gender, intelligence, etc.

K. Emotional harm: Impaired psychological functioning, growth, or development of a significant
nature as evidenced by observable physical symptomatology and as determined by a mental
health professional.

L. Failure to report: Deliberately omitting communication concerning firsthand knowledge or
witnessing of any abuse, neglect, accident, injury, or illness.

M. Falsification of care and treatment records: Any of the following
1. Willfully causing entry of untrue observations.
2. Introducing untrue notations and entries.
3. Failing to make timely entries of observations and/or necessary information.

N. Force: The use of power or violence to compel or restrain.

O. Neglect: An act or failure to act committed by an employee, volunteer, or agent of the CMHA-
CEI Network or provider that denies a recipient the standard of care or treatment to which he
or she is entitled.

P. Neglect, Class I: Either of the following;:

1. An act of commission or omission by an employee, volunteer, or agent of the CMHA-CEI
Network or provider that results from noncompliance with a standard of care or treatment
required by law, rules, policies, guidelines, written directives, procedures, or individual
plan of service that cause or contribute to the death of, or serious physical harm to, a
recipient.

2. The failure to report apparent or suspected abuse Class I or neglect Class I of a recipient.

Q. Neglect, Class II: Either of the following:
1. An act of commission or omission by an employee, volunteer, or agent of the CMHA-CEI
Network or provider that results from noncompliance with a standard of care or treatment
required by law, rules, policies, guidelines, written directives, procedures, or individual

plan of service that cause or contribute to non-serious physical harm or emotional harm to
a recipient.
2. The failure to report apparent or suspected abuse Class II or neglect Class II of a recipient.

R. Neglect, Class III: Either of the following:
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IV.

1. An act of commission or omission by an employee, volunteer, or agent of the CMHA-CEI
Network or provider that results from noncompliance with a standard of care or treatment
required by law, rules, policies, guidelines, written directives, procedures, or individual
plan of service that either placed, or could have placed, a recipient at risk of physical harm.

2. The failure to report apparent or suspected abuse Class III or neglect Class I1I of a recipient.

S. Non-serious physical harm: Physical damage suffered by a recipient that a physician or
registered nurse determine could not have caused, or contributed to, the death of a recipient,
the permanent disfigurement of a recipient, or an impairment of his or her bodily functions.

T. Mistreatment: An action, or lack of action, by staff which is detrimental to care or treatment.

U. Reasonable cause: A suspicion founded upon circumstances sufficiently strong to warrant a
reasonable person to believe that the suspicion is true.

V. Recipient: An individual who receives mental health or substance abuse services from the
CMHA-CEI Network or provider.

W. Self-abuse: An act by a recipient which results, or may result, in self-inflicted injury to the
recipient.

X. Serious physical harm: Physical damage suffered by a recipient that a physician or registered
nurse determine caused or could have caused the death of a recipient, caused the impairment
of a recipient’s bodily functions, or caused the permanent disfigurement of a recipient.

Y. Sexual abuse: Any sexual contact or sexual penetration as defined in section 520a(k) and (1) of
Act No. 328 of the Public Acts of 1931, as amended, being section 750.520a (k) and (1) of the
Michigan Compiled Laws, involving an employee, volunteer, or agent of the CMHA-CEI
Network or provider, and a recipient.

Z. Sexual harassment: Action by an employee, volunteer, or agent of the CMHA-CEI Network or
provider which is a sexual advance to a recipient, request for sexual favors from a recipient, or

other conduct or communication of a sexual nature toward a recipient.
AA.  Staff: An employee, volunteer, or agent of the CMHA-CEI Network or provider.

BB. Threaten: To tell someone that you will hurt them or cause problems if they do not do what
you want.

Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

References:

A. PA 258 of 1974, “Michigan’s Mental Health Code”, as amended
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VII.
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330.1100a--Definitions

330.1100b--Definitions

330.1700--Definitions

330.1722--Protection of recipient from abuse or neglect

330.1723--Suspected abuse of recipient or resident; report to law enforcement agency
330.1723c--Violation of [section] 330.1723 or making of false report as misdemeanor; civil
liability

B. PA 238 of 1975, “Child Protection Law”, as amended
C. MDHHS/CMHSP Managed Mental Health Supports and Services Contract FY19 Attachment
C6.3.2.3B

Related Policies and Procedures:

CMHA-CEI Policy 3.3.14, Abuse, Neglect, or Mistreatment of Recipients

Review Log:
Review Date Reviewed By Changes (if any)
05/12/04
03/16/05
01/31/07
12/04/07
05/26/10
02/06/12
03/10/13
07/06/16
2/21/17 QCSRR Director Update to New Format
2/20/18 QCSRR Director No changes
4/22/19 QCSRR Director, QI Minor changes to spelling/grammar, definitions
Specialist added for degrade and threaten from
MDHHS/CMHSP Contract.
10/14/19 RR Specialist Added language to neglect definitions (III.P-R)
5/12/20 QCSRR Director, RR No changes
specialist, QI Specialist
Attachments:

N/A
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I Purpose:

IL.

To establish processes for ensuring the right to access entertainment materials, information, and
news for recipients of mental health services in residential settings.

Procedures:

The residential provider shall establish written policies and procedures that provide for all of the
following:
1. Any general program restrictions on access to material for reading, listening, or viewing.
Determining a resident’s interest in, and provide for, a daily newspaper.
3. Permit attempts by the staff person in charge of the plan of service to persuade a parent or
guardian of a minor to withdraw objections to material desired by the minor.
4. A mechanism for residents to appeal denial of their right to entertainment materials,
information and news, and to remedy a wrongful denial.
5. Any specific restrictions on a living unit or for the therapeutic benefit of the residents as a

group.

The residential provider may limit access to entertainment materials, information, or news only if
such a limitation is specifically approved in the resident’s individualized plan of service.

The clinician responsible for the written plan of service shall ensure that any limitation to a
recipient’s right to access entertainment materials, information, or news, when clinically
appropriate, is justified and documented in the plan of service. Behavior Treatment Plans must be
implemented, as appropriate, for such restrictions.

The responsible clinician shall ensure that the limitation is removed from the treatment plan when
it is no longer clinically justified.

The residential provider, or staff, shall document each instance when a limitation is imposed, in
the resident’s record.

The residential provider, or staff, shall not limit access to entertainment materials, information, or
news when such limitations can no longer be clinically justified.

Staff are responsible for implementing treatment plans.
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IV.
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H. Staff shall not prevent a resident from reading written or printed material, or from viewing or
listening to television, radio, recordings, or movies made available at the residence for reasons of,
or similar to, censorship.

I. Residential providers of minor recipients shall allow a minor to read or view material not

prohibited by law, unless there is an objection by the minor’s parent or guardian who has legal
custody of the minor.

Definitions:

A. Censorship: the power to delete or suppress the contents of written or printed matter.

B. Center: a facility operated by the Department of Community Health to admit individuals with
developmental disabilities and provide habilitation and treatment services.

C. Facility: a residential facility for the care or treatment of individuals with serious mental illness,
serious emotional disturbance, or developmental disability that is either a state facility or a
licensed facility.

D. Hospital or psychiatric hospital: an inpatient program operated by the Department of
Community Health for the treatment of individuals with serious mental illness or serious
emotional disturbance or a psychiatric hospital or psychiatric unit licensed under the
regulations of the state of Michigan.

E. Licensed facility: a facility licensed by the Department of Community Health under the
regulations of the state of Michigan, or an adult foster care facility.

F. Resident: an individual who receives services in a facility.

Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

References:

A. PA 258 of 1974, “Michigan’s Mental Health Code”, as amended 330.1752--Policies and
procedures

B. Administrative Rules R 330.7139--Resident’s right to entertainment materials, information,
and news.

C. CMHA-CEI Policy 3.6.2, “Rights of Recipients Including Consumers in Community

Residences”

Related Policies and Procedures:
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CMHA-CEI Policy 3.6.21 Access to Entertainment Materials, Information, and News

VII. Review Log:

Review Date Reviewed By Changes (if any)

03/16/04 - -

05/15/05 - -

02/01/07 - -

05/26/10 - -

02/06/12 - -

03/10/13 - -

02/13/17 QCSRR Director Updated to new format

2/20/18 QCSRR Director No changes

4/19/19 QCSRR Director, QI Added language about behavior treatment plans
Specialist for restrictions

5/12/20 QCSRR Director, QI No changes
Specialist

VIII. Attachments:

N/A
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Title: 3.6.07, Advance Directives

Subject: RECIPIENT RIGHTS

Section: Clinical

Policy: o Issued by: Effective Date: | Applies to:

Procedure: X Director, Quality, Customer Service, 02/01/07 X All CMHA-CEI staff
and Recipient Rights X Contract Providers

Page: 1 of 6 Approved by: Review Date: X Other:
N/A 1/31/20

Purpose:

To ensure that employees of Community Mental Health Authority of Clinton, Eaton, and Ingham
Counties (CMHA-CEI) and its contractors comply with federal and state regulations to provide
adult Medicaid enrollees with information regarding advance directives and provide appropriate
information to staff and to the public. Operating Guidelines will be implemented by each program
to address needs and issues specific to that program.

II. Procedures:

A. Adult beneficiaries who receive services from CMHA-CEI and its sub-contractors will receive
written information on advance directives (AD), including a summary of current Michigan law
and their rights under that law, at the time of enrollment into services and upon request.
Documentation of the provision of information will be found in the “Assessment” portion of
the Medical Record with the following questions:” “Advance Directives: Yes, Consumer was
informed a copy is needed in order to be honored. No, Consumer was offered information”.

B. Documentation that the information was provided will indicate:
1. Date that the consumer received the information on advance directives and state law.
2. If the enrollee has executed an advance directive.
3. If the consumer has an AD, the executed AD will become part of the mental health record.

C. The beneficiary’s status related to advance directives shall be updated at least annually or
when changes occur.

D. When a legally executed AD has been provided to CMHA-CEI or its subcontractors,
responsible staff shall provide a copy of the AD to other treating health professionals when
this is consistent with the desires of the consumer or when invoked, the consumer advocate.

E. If the consumer is incapacitated at the time of enrollment and unable to receive information or
indicate if she/he has developed an advance directive, the written information may be given to
the family or surrogate in the same manner in which other information is provided. When the
consumer is able to receive the written information, it will be provided directly to the
consumer.
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F.

Revocation of a consumer advocate designation may occur under one or more of the following

conditions:

1. The consumer’s death, except for authorization for the consumer advocate to make an
anatomical gift of all or part of the deceased consumer’s body.

2. An order by the court.

3. The consumer advocate’s resignation or removal by the court unless a successor has been
designated.

4. The consumer’s revocation of the consumer advocate designation.

a. The consumer may revoke the consumer advocate designation at any time and in any
manner by which he or she can communicate the intent to revoke.

b. If there is a dispute about the consumer’s intent, the court may decide on the
consumer’s intent.

c. If a spouse is named as consumer advocate and since that designation a divorce,
separation or annulment has occurred, the consumer advocate designation for the
spouse is revoked unless a successor was named.

5. If the revocation is not in writing, a witness shall record, in writing, the circumstances of
the revocation in the clinical record. If the consumer’s physician, mental health
professional or the health care facility has notice of the revocation, that professional/facility
will note the revocation in the consumer records and notify the consumer advocate.

6. A consumer advocate/mental health facility who acts in good faith under the AD without
knowledge of the revocation is still bound by the AD until such notification is received

Consumer waiver of the right to revoke the AD:

1. The Consumer with an AD may waive the right to immediately revoke a consumer
advocate designation.

2. When the consumer has waived the right to revoke the consumer advocate designation,
the AD will remain in effect for 30 consecutive days after the revocation.

A consumer advocate may exercise the power to make health care treatment decisions only
after two physicians examine the consumer and certify in writing that he/she is unable to give
informed consent for health care decisions on his/her own behalf. In the case of advance
directives for psychiatric care, a physician and a mental health professional must examine the
consumer and certify in writing that the consumer is unable to give informed consent for
mental health treatment.

Providers will not discriminate against or make completion of an advance directive as a
condition for services.

The organization’s individual providers who cannot implement an advance directive as a

matter of conscience must do all of the following:

1. Notify in writing the CEI Compliance Officer immediately of the objection.

2. Clarify whether the objection is that of the organization or individual providers within the
organization.

3. Identify the State legal authority permitting such objections.

4. Describe the range of psychiatric and/or medical conditions or procedures affected by the
conscientious objection.

Providers will receive education concerning policies and procedures on advance directives.
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III.

L. Community Education will be provided directly or in concert with other providers which

includes information on:

1.
2.

Definition of an advance directive

The right to make decisions concerning medical and/or psychiatric care, including the right
to accept or refuse medical, surgical, or psychiatric treatment, and the right to develop
advance directives.

How an advance directive enhances an incapacitated individual’s control over medical
and/or psychiatric treatment.

Relevant state law.

The written materials used may vary depending on the setting but must include
the content listed in numbers 1-4 above.

M. Changes in State law will be reflected in policies/procedures as soon as possible but no later
than 90 days after the effective date.

N. Individuals who feel that CMHA-CEI and its sub-contractors are not in compliance with

advance directive requirements may file a complaint with

Bureau of Community Mental Health Services,
Lewis Cass Building,
320 S. Walnut Street,
Lansing MI 48913

O. Do not Resuscitate Order (DNRO):

a.

Some people do not want any special efforts made to prolong their life. Many people do
not want to be revived after their heart and breathing stop. Under Michigan law, people
may choose to sign something called a do-not-resuscitate order. This tells health care
professionals not to try to revive them.

A do-not-resuscitate order, also known as a DNR or DNRO, is a special kind of advance
directive, prepared by a competent adult.

A consumer with a guardian would need a DNR signed by a judge to be valid, as
consumers with guardians are considered to not be competent.

Adult Foster Care homes can honor/enforce DNR orders. If a consumer in an AFC who
has a DNR order stops breathing and their heart stops, staff MUST call 911 and ask what
to do. Staff are to tell the 911 operator there is a DNR order but if CPR is advised, it must
be done until EMTs arrive.

A DNR in a hospital setting is different than a DNR that is used outside of a hospital. If a
person has a valid DNR in a hospital and gets discharged, they would need a new DNR
for locations outside of the hospital. A DNR present and valid prior to hospitalization
will generally remain valid after hospitalization as well.

Definitions:
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A.

Advance Directive:

A written document in which a competent individual, 18 years or older, gives directions regarding
his/her medical or mental health care that will be followed if the individual is unable to make
decisions about care. The decision to have an advance directive is voluntary and medical or mental
health care will not be denied if someone does not have an advance directive.

Crisis Plan:

A document for support people to follow that protects individual choices and promotes recovery.
It provides a set of directions and preferences for the individual’s personal life that others may
follow during times when the individual experiences illness or injury. A crisis plan is not
enforceable by Michigan law, and does not take the place of an advance directive.

Do-not-resuscitate order (DNRO):

A do-not-resuscitate order, also known as a DNR or DNRO, is a special kind of advance directive,
prepared by a competent adult over 18 years of age. The DNRO may direct that if a consumer’s
breathing and heart stop outside of a hospital or other medical facility, the consumer will not be
resuscitated. There may also be special instructions when the person’s death is expected or has an
illness that will cause death.

Durable power of attorney for health care (DPAHC) (AKA health care proxy and/or consumer
advocate):

A durable power of attorney for health care, also known as a health care proxy or a consumer
advocate designation, is a document in which an individual appoints another individual to make
treatment and related personal care decisions for him/her when he/she cannot give informed
consent for health care treatment. The person appointed is called a consumer advocate. In
addition, the individual may choose to have his/her consumer advocate make decisions about
mental health care. A consumer advocate must be 18 years of age, competent and agree in writing
to become the consumer advocate. This form of an advance directive is fully recognized by
Michigan courts.

Living Will:

A type of advance directive not legally binding in Michigan. A living will allows a person to specify
what type of treatment he/she does or does not want at a future date if he/she is unable to
participate in his/her health care decisions. A living will does not designate a consumer advocate.

Consumer/Beneficiary/Enrollee
For the purposes of this procedure, these terms will reference a consumer of mental health services.

Consumer Advocate (patient advocate):

Michigan law allows a person, 18 years of age or older to be appointed by another individual 18
years of age or older and competent, to act on behalf of the consumer when he/she is unable to
make his/her own decisions on health care. The consumer advocate must agree in writing to act
on matters designated by the consumer such as care, custody, medical and/or mental health
decisions when the individual is unable to participate in his/her treatment decisions. Two other
adults must witness the appointment of a consumer advocate. The witnesses cannot be related to
the consumer, cannot be the person who is being appointed as the consumer advocate and cannot
be employed by any of the consumer’s healthcare providers. The consumer advocate appointment
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IV.

VL

VII.

expires when the consumer dies except that he/she may be given the authority, which extends after
death, to make an anatomical gift.

. Psychiatric Advance Directive (PAD):

This document may also be known as an Advance Directive which may contain information on
medical and/or mental health care preferences. These documents are similar to living wills. These
documents require a consumer advocate be appointed to be legally binding in Michigan.

Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

References:

A. PA 258 of 1974, “Michigan’s Mental Health Code”, as amended

330.1100a--Definitions

330.1100b--Definitions

330.1700--Definitions

330.1722--Protection of recipient from abuse or neglect

330.1723--Suspected abuse of recipient or resident; report to law enforcement agency
330.1723c--Violation of [section] 330.1723 or making of false report as misdemeanor; civil
liability

AN

B. PA 238 of 1975, “Child Protection Law”, as amended

C. Michigan Do-Not-Resuscitate Procedure Act 193 of 1996

D. AG Opinion 6986 on Do Not Resuscitate: AFC Facilities

E. AG Opinion 7009 on Do Not Resuscitate: Minors

F. AG Opinion 7056 on Do Not Resuscitate: Patient Advocate

G. 42 CFR 438.6 (i): Advance Directives

H. 42 CFR 422.128: Information on Advance Directives

L 42 CFR 489.102: Requirements for Providers

J. 42 CFR 489.100: Definition

K. MCL 700.5506: Psychiatric Advance Directives

L. MCL 700.5507: Consumer Advocate Designation

M. MCL 700.5508: Determination of advocates’ authority to act
N. MCL 700.5509: Authority and Responsibilities of consumer advocate
O. MCL 700.5510: Revocation of consumer advocate designation
P. MCL 700.5511: Binding Effect

Q. PA 532, 2004: Mental Health Professional

Related Policies and Procedures:

CMHA-CEI Policy 3.6.07 Advance Directives for Health Care
CMHA-CEI Procedure 3.2.10 Content and Order of the Clinical Record

Review Log:
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VIIL

Review Date Reviewed By Changes (if any)
03/06/08 - -
07/03/08 - -
05/05/11 - -
02/06/12 - -
04/20/17 QCSRR Director Updated to new format
12/27/18 Critical Incident Adding information under DNRO
Review Committee,
QCSRR Director,
Medical Director
1/31/20 QCSRR Director, No changes
UM Supervisor, QI
Specialist
Attachments:

N/A
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L Purpose:

To provide a fair and efficient process for resolving concerns, complaints, disputes, grievances
and appeals from recipients of service or applicants for service, related to suspension,
termination, reduction or denial of services and supports managed and/or delivered by
Community Mental Health Authority of Clinton, Eaton, and Ingham Counties (CMHA-CEI).

I1. Procedures:

A. Underlying values and principles of CMHA-CEI's grievance and appeal process:

1.

N LD

Timely;

Fair to all parties;

Administratively simple;

Objective and credible;

Accessible and understandable to consumers;
Cost and resource efficient; and

Subject to quality review.

B. Characteristics of complaint resolution systems:

CMHA-CEI's resolution system will follow the requirements set forth in the Grievance
and Appeal Technical Requirement Guidelines from the Michigan Department of Health
and Human Services.

All processes will promote the resolution of concerns and improvement of the quality of
care.

Applicants/recipients may access more than one process simultaneously or sequentially.

Complaints should be resolved at the level closest to service delivery when possible but
information regarding access to all complaint resolution processes will be provided to the
applicant/recipient of services. If unable to resolve the complaint at the unit, department
or program level, the administrator will assist the individual in filing appropriate forms
to access appeals/grievances processes as defined in this procedure.

Written notification of complaint resolution will be provided to the individual with
information about additional appeals/grievance processes.
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6. The CMHA-CEI Customer Service department will be the contact point for the
appeals/grievance system.

C. When to share appeals processes information

1. At the initial face to face contact with an applicant/legal representative, a copy of the
Member Handbook will be provided.

2. At the annual intake each consumer shall be offered a new copy of the Member
Handbook

3. When requested by a consumer/authorized representative. Questions about the appeal
and grievance process can be directed to CMHA-CEI's Customer Service staff.

4. When a decision is made to admit a recipient to a hospital, crisis residential unit or a
partial hospitalization program, notice is provided to that recipient/legal representative
that he/she will be discharged when he/she no longer meets continuing stay criteria. The
notice will identify the appeal processes that are available if the recipient disagrees with
the decision. The notice may be presented in person or mailed to individual’s home
address on the day of admission. Appeal processes include:

a. Internal grievance and appeal process
b. Recipient Rights process

5. When denial of hospitalization/Services/Supports occurs, the applicant is provided
with written notification of the following:

Adverse Benefit Determination Notice
Second opinion process

Request for Internal Appeal
Community Resource List

e oo

6. When services are reduced, suspended or terminated outside the person centered
planning/individual plan of service process the recipient/legal representative is
provided written notification of the following:

a. Adverse Benefit Determination Notice
b. Request for Internal Appeal
c¢. Community Resource List

7. When changing current services
a. According to the Grievance and Appeal Technical Requirement, notice must be
given at least 10 calendar days prior to reducing, suspending, or terminating
currently authorized services for Medicaid consumers. CMHA-CEI provides a
14-day notice for all reductions, suspensions, or terminations of currently
authorized services for Medicaid consumers.
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b. Notice must be given at least 30 days prior to reducing, suspending, or
terminating currently authorized services for Non-Medicaid Consumers.

c. Giving prior notice allows for the consumer to determine if they would like to
appeal prior to the change in service happens.

D. Notice of Action Requirements — The notice of action to the recipient/beneficiary will be in
writing and will meet the language format needs of the individual to understand the content
(i.e. the format will meet the needs of those with Limited English Proficiency and/or Limited

Reading Proficiency).

1. A notice of any decision by CMHA-CEI to deny a service authorization request or to
authorize a service in an amount, duration or scope that is less than requested.

2. If the recipient/beneficiary or representative requests an internal appeal not more
than 10 calendar days from the date of the notice of action, CMHA-CEI must
reinstate the Medicaid services until the disposition of the appeal.

3. If the recipient’s/beneficiary’s services were reduced, terminated or suspended
without an advance notice, CMHA-CEI must reinstate services to the level before the
action.

4. If the utilization review function is not performed within an identified organization,

program or unit, any decision to deny, suspend, reduce, or terminate a service
occurring outside of the person centered planning process still constitutes an action,
and requires a written notice of action.

E. Internal Appeals Processes

1.

CMHA-CEI service recipients may request an internal appeal under the following
conditions:
i. The recipient has 60 calendar days from the date of the notice of action to
request an internal appeal.

ii. An oral request for an internal appeal of an action is treated as an appeal to
establish the earliest possible filing date for an appeal. The oral request must
be confirmed in writing unless the recipient requests and expedited
resolution (reference definition of an Expedited Appeal).

iii. If the beneficiary, or representative, requests an internal appeal not more
than 10 calendar days from the date of the notice of action, CMHA- CEI must
reinstate the services until the disposition of the internal appeal.

The CMHA-CEI Customer Services Department is available to assist recipients in the
filing of an internal appeal, if needed.

Internal Appeals are forwarded to the Department of Quality, Customer Services and
Recipient Rights (QCSRR) for logging, evaluation and processing.

The QCSRR Department will send the recipients or their representatives an
acknowledgement letter within 5 business days of receipt of the internal appeal.
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CMHA- CEI will resolve the appeal and provide notice of determination to the
affected parties as expeditiously as the recipient’s health condition requires, but not
to exceed 30 calendar days from the day the CMH receives the internal appeal.

Expedited Resolution
i. CMHA-CEI will resolve requests for resolution of an expedited appeal and
provide written notice of determination to the affected parties no longer than
72 hours after CMHA-CEI receives the request for the expedited resolution
of the appeal.

ii. CMHA-CEI will also make reasonable efforts to provide oral notice of an
expedited resolution.

iii. An expedited resolution is required when CMHA-CEI determines that
taking the time for a standard resolution could seriously jeopardized the
beneficiary’s life or health or ability to attain, maintain, or regain maximum
function.

iv. CMHA-CEI may extend the notice of disposition timeframe by up to 14
calendar days if the recipient requests an extension, or if CMHA-CEI shows
to the satisfaction of the State that there is a need for additional information
and how the delay is in the recipient’s interest.

v. If CMHA-CEI denies a request for expedited resolution of an appeal, it must:
a) Transfer the appeal to the timeframe for standard resolution or no
longer than 30 days from the date the CMH receives the appeal;
b) Make reasonable efforts to give the recipient prompt oral notice of
denial, and
c) Give the beneficiary follow-up written notice within two (2)
calendar days.

F. Content of Notices of Determination of Internal Appeal

1.

Notices will include an explanation of the results of the determination and the date it
was completed.

When the appeal is not resolved wholly in favor of the consumer, the notice of
disposition will also include the following language:

“If you are a Medicaid Beneficiary, you can also ask for a Medicaid Fair Hearing
within 120 days after the date printed at the top of this letter. You must do this in
writing. You or a person you choose must sign this.

e If you request the Fair Hearing within 10 days of the date on the
determination notice, or before the changes listed in the letter occur,
your services will usually continue until the Judge makes a decision
about your appeal.

e If you choose to continue the services until the Judge makes a decision,
you may have to pay back the service fees if:
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0 The judge agrees that the services named above should be
stopped or reduced.

0 You decide you don’t want a hearing and withdraw your
request.

0 You do not attend your hearing.

For more information about Medicaid Fair Hearings, please contact our Customer
Services Department by calling 517-346-8244 or toll free, 1-877-333-8933 or write to
Customer Service at CMHA-CEI, 812 E. Jolly Rd., Lansing, MI 48910.

If you need an Urgent Hearing because waiting will affect your health, call the
Administrative Tribunal at 1-877-833-0870 and tell them you need an expedited
hearing.”

G. Grievance Process

1. Recipients and/or their legal representative may request an informal resolution of a
care concern through the following chain of command beginning with the recipient’s
case manager /primary therapist/supports coordinator, where their services are
provided. The request may be presented in person, on the telephone or in writing.

2. The involved staff will arrange a time to discuss the request as quickly as possible
and attempt to resolve the issue.

3. If the request involves an allegation of abuse or neglect, the individual will
immediately be assisted in filing a recipient rights complaint.

4. If unable to resolve the care concern, the staff will assist the recipient/legal
representative in submitting one or more of the following with Customer Service
Office: an internal dispute/ grievance request, request for second opinion, request for
an internal appeal, or Recipient Rights Complaint with the CMHA-CEI Office of
Recipient Rights, as requested. The recipient will be informed that appeals systems
may be accessed simultaneously or sequentially.

5. A recipient/legal representative who wishes to file a grievance with the CMHA-CEI
Customer Service Office may do so at any time.

6. Once the grievance is received by the CMHA-CEI Customer Service Office, the
Quality, Customer Service, and Recipient Rights (QCSRR) Department shall review
the grievance and send an acknowledgment letter within 5 business days.

7. The QCSRR Department will work with the programs to find a resolution to the
grievance and send a disposition letter within 90 days. If the disposition letter is sent
out after 90 days, the Medicaid recipient/legal representative will be informed of the
right to request a DHHS Fair Hearing. The non-Medicaid recipient/legal
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representative will be notified of the right to request a DHHS Alternative Dispute
Resolution hearing.

When the QCSRR Department receives a dispute/grievance hearing request, that
request will be logged for evaluation.

Administrative documentation of the review and decision will include:

a. Written notification to the recipient of the outcome of the dispute/ grievance
review.

b. A summary of the review process and copies of all supporting documents.

c. Reporting of the written dispute/grievance to be provided to the Quality
Improvement and Compliance Committee on a quarterly basis.

d. Evidence that notification was provided to the recipient/legal representative
of the right to request an DHHS Fair Hearing/DHHS Alternative Dispute
Resolution process and/or file a recipient rights complaint, if applicable.

H. Second Opinion Process

1.

Please refer to the Second Opinion Procedure, 3.6.17C for the process of second
opinions

I. DHHS Fair Hearing Process

1.

The Fair Hearing Process may be requested whenever the internal appeal process has
been exhausted and the individual, who is a Medicaid beneficiary/legal
representative, believes a decision by CMHA-CE], affecting eligibility or services is
inappropriate. The Department of Health and Human Services provides a Fair
Hearing (Administrative Hearing) to hear the appeal.

If CMHA-CEI fails to adhere to notice and timing requirements as outlined above,
the enrollee is deemed to have exhausted the internal appeal process and the enrollee
may initiate a State Fair Hearing at that time.

An Alternative Dispute Resolution Process (Departmental Hearing) is available by
request to individuals without Medicaid including beneficiaries of non-Medicaid
Mich-Care and Children’s Special Health Care Services Program (CSHCS) after
internal appeal processes have been exhausted.

This notification of the right to appeal is provided with the Appeal Determination
Notice.

The role of the CMHA-CEI Fair Hearing Officer:
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6.

a. Prepare a clear statement of the action and/or decision(s) being appealed,
including all programs involved in the action.

b. Identify facts which led to the action or decision. Best evidence cites Federal law
(CFR), Mental Health Code, Chapter III of the Medicaid Regulations, the Mental
Health Code and the DHHS contract. Other evidence would include CMH policies

and evidence of notice of due process (adverse benefit determination notice).

c. Provide the correct address of the appellant and/or authorized hearing
representative (AHR).

d. Prepare a description of the documents intended to be offered as exhibits at the
hearing.

e. Identify and ensure participation of necessary hearing/review witnesses from
CMH who will testify.

f. Offer and, if appropriate, arrange a pre-hearing conference (see section 6. below).

g. At the hearing/review:

i.  Present opening statement

ii.  Present facts/evidence

iii.  Call and question CMH witnesses

iv.  Cross-examine appellant/AHR and related witnesses.
v.  Present closing statement

Pre-hearing conference

The fair hearing officer will work with the clinical program to offer a pre-hearing
conference to the appellant/AHR. The purpose of the pre-hearing conference is to explore
the issues to be brought to the DHHS hearing/review and determine if a settlement can
be reached prior to the hearing.

7.

a.

o If settlement can be reached, the appellant may withdraw the Hearing/Review
request.

DHHS Fair Hearing Review

The Hearing Review will be conducted at a mutually agreeable site or by
teleconference. CMHA-CEI must make every effort to arrange for the appellant to
be present for the hearing/review. The hearing/review will be conducted and a
decision reached within 90 days of the date of the hearing/review request.

Only the appellant or hearing representative may withdraw, in writing, from the fair
hearing. Withdrawal forms can be requested through the CMHA-CEI Compliance
Office.
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J. Alternative Dispute Resolution Process for recipients without Medicaid who are
unhappy with the internal appeal process.

CMHA-CEI notifies the non-Medicaid recipient/legal representative of the right to an
Alternative Dispute Resolution process from DHHS after internal appeals have been
exhausted.

The appellant has 10 days from the date of written notification of the outcome of the
internal appeal determination process to request the Alternative Dispute Resolution
Process.

Requests may be submitted in any written form, but must contain the following

information:

a. Name of recipient

b. Name of guardian legally empowered to make treatment decisions or parent of
minor child.

c. Daytime phone number where the consumer, guardian or parent may be
reached.

d. Name of the CMHA-CEI where services have been denied, suspended, reduced
or terminated.

e. Description of the service being denied, suspended, reduced or terminated.

f. Description of the adverse impact on the consumer caused by the denial,
suspension, reduction or termination of service.

The request should be directed to:
Michigan Department of Health and Human Services
Division of Program Development, Consultation and Contracts
Bureau of Community Mental Health Services
ATTN: Request for MDHHS Level Dispute Resolution
Lewis Cass Building-5th FL
Lansing, MI 48913

K. Appeal after Denial of Hospitalization

1.

Following a screening for hospitalization, if the applicant is determined to not meet
criteria they receive notice or the right to a second opinion.

If requested, the second opinion must occur within 24 hours of the request.

The second assessment is completed by a professional (psychiatrist, physician, or
fully licensed psychologist) not involved in the initial determination.
Crisis/Emergency Services is responsible to receive, document, and respond to these
requests.

L. Denial of Family Support Subsidy

1.

When the Family Support Subsidy is denied or terminated the
applicant/recipient/legal representative is provided written notification of the right to
appeal.
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III.

2. The QCSRR Department is responsible to receive, document, and respond to the
family support subsidy appeal.

M. Timeframes

1. When denying services, notice must be given to the consumer/legal representative at
the time the program makes the decision to deny services. Decisions to deny or limit
a service(s) requested must be made within 14 calendar days of the request.

2. When reducing, suspending, or terminating current services, the program must give
at least 12 days’ notice to Medicaid beneficiaries and at least 30 days for non-
Medicaid beneficiaries.

3. Grievances will be responded/resolved to within 90 calendar days.

4. Internal appeals will be completed within 30 calendar days, unless the consumer has
requested an expedited resolution and CMHA-CEI grants the expedited process. A
Expedited appeals will be responded/resolved to within 72 hours.

5. Acknowledgment letters will be sent within 5 business from date the QCSRR office
received the appeal or grievance.

6. Consumers have 120 days to file for a state fair hearing after decision of internal
appeal.

7. Consumers may request that services continue during the fair hearing process, if they
make the request within 10 days of date of notice.

8. A fair hearing decision will be made the administrative law judge within 90 days of
the hearing.

Definitions:

. Action: a decision to deny, reduce, suspend, or terminate a covered benefit.

Adverse Benefit Determination: A decision that adversely impacts a Medicaid Enrollee's claim for

services due to: (42 CFR 438.400)

Denial or limited authorization of a requested service, including determinations based on
the type or level of service, requirements for medical necessity, appropriateness, setting,
or effectiveness of a covered benefit. 42 CFR 438.400 (b)(1).

Reduction, suspension, or termination of a previously authorized service. 42 CFR
438.400(b)(2).

Denial, in whole or in part, of payment for a service. 42 CFR 438.400(b)(3).

Failure to make a standard Service Authorization decision and provide notice about the
decision within 14 calendar days from the date of receipt of a standard request for
service. 42 CFR 438.210(d)(1).

Failure to make an expedited Service Authorization decision within seventy-two (72)
hours after receipt of a request for expedited Service Authorization. 42 CFR 438.210(d)(2).
Failure to provide services within 14 calendar days of the start date agreed upon during
the person centered planning and as authorized by the CMH. 42 CFR 438.400(b)(4).
Failure of the CMH to resolve standard appeals and provide notice within 30 calendar
days from the date of a request for a standard appeal. 42 CFR 438.400(b)(5); 42 CFR
438.408(b)(2).
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e Failure of the CMH to resolve expedited appeals and provide notice within 72 hours
from the date of a request for an expedited appeal. 42 CFR 438.400(b)(5); 42 CFR
438.408(b)(3).

o Failure of the CMH to resolve grievances and provide notice within 90 calendar days of
the date of the request. 42 CFR 438.400(b)(5); 42 CFR 438.408(b)(1).

e Denial of an Enrollee’s request to dispute a financial liability, including cost sharing,
copayments, premiums, deductibles, coinsurance, and other Enrollee financial
responsibility. 42 CFR 438.400(b)(7).

C. Adequate Notice of Adverse Benefit Determination: Written statement advising the Enrollee of a

decision to deny or limit authorization of Medicaid services requested, which notice must be
provided to the Medicaid Enrollee on the same date the Adverse Benefit Determination takes
effect. 42 CFR 438.404(c)(2).

D. Administrative Law Judge (ALJ): A person designated by DHHS to conduct the Administrative
Hearing in an impartial or unbiased manner

E. Advance Notice of Adverse Benefit Determination: Written statement advising the Enrollee of a

decision to reduce, suspend or terminate Medicaid services currently provided, which notice
must be provided/mailed to the Medicaid Enrollee at least 10 calendar days prior to the proposed
date the Adverse Benefit Determination is to take effect. 42 CFR 438.404(c)(1); 42 CFR 431.211.

F. Alternative Dispute Resolution Process: For persons seeking services from CMHA-CEI, who are
not enrolled in Medicaid, an impartial review of a decision that the recipient believes is
inappropriate. The impartial review is completed by an agent of DHHS.

G. Appeal: A review at the local level by a PIHP of an Adverse Benefit Determination, as defined
above. 42 CFR 438.400.

H. Appellant : A recipient/consumer, parent of a minor child or guardian who disagrees with a
limitation on mental health service by filing a grievance, dispute or fair hearing request.

I.  Applicant: A person or his/her legal representative who requests mental health
services/hospitalization. (For this purpose it may be a request for a new service by a current
recipient or a request for services from an individual who has not previously or is not currently
receiving services).

J. Authorization of Services: The processing of requests for initial and continuing service delivery.
42 CFR 438.210(b).

K. Authorized Hearing Representative (AHR): The person who stands in for or represents the
beneficiary in the administrative hearing process and has the legal right to do so. This right
comes from one of the following sources:

e  Written authorization, signed by the beneficiary, giving a person authority to act for the
beneficiary in the hearing process.

e Court appointed guardian or conservator.

e Legal parent of a minor child
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e The beneficiary’s spouse, or the deceased beneficiary’s widow or widower, ONLY when
no one else has the authority to represent the beneficiary.

An AHR has no right to a hearing, but rather exercises the beneficiary’s right. Someone who
assists, but does no stand in for or represent the beneficiary in the hearing process, does not
need to meet the above criteria.

L. Beneficiary - An applicant or recipient of Medicaid or other DCH medical benefits.

M. Consumer: Broad, inclusive reference to an individual requesting or receiving mental health
services delivered and/or managed by the PIHP, including Medicaid beneficiaries, and all other
recipients of PIHP/CMHSP services.

N. Dispute: A disagreement regarding an adverse action submitted by a non-Medicaid covered
recipient, or his/her legal representative.

O. Enrollee: A Medicaid beneficiary who is currently enrolled in an MCO, PIHP, PAHP, PCCM, or
PCCM entity in a given managed care program. 42 CFR 438.2.

P. Expedited Appeal: The expeditious review of an Adverse Benefit Determination, requested by an
Enrollee or the Enrollee's provider, when the appropriate party determines that taking the time
for a standard resolution could seriously jeopardize the Enrollee's life, physical or mental health,
or ability to attain, maintain, or regain maximum function. If the Enrollee requests the expedited
review, the PIHP determines if the request is warranted. If the Enrollee’s provider makes the
request, or supports the Enrollee's request, the PIHP must grant the request. 42 CFR 438.410(a).

Q. Fair Hearing Officer: A person located at Community Mental Health who is the liaison person
between CMHA-CEI and the AL]J.

R. Grievance: Enrollee’s expression of dissatisfaction about PIHP/CMHSP service issues, other than
an Adverse Benefit Determination. Possible subjects for grievances include, but are not limited to,
quality of care or services provided, aspects of interpersonal relationships between a service
provider and the Enrollee, failure to respect the Enrollee’s rights regardless of whether remedial
action is requested, or an Enrollee’s dispute regarding an extension of time proposed by the PIHP
to make a service authorized decision. 42 CFR 438.400.

S. Grievance Process: Impartial local level review of an Enrollee’s Grievance.

T. Grievance and Appeal System: The processes the CMHSP implements to handle Appeals of
Adverse Benefit Determinations and Grievances, as well as the processes to collect and track
information about them. 42 CFR 438.400.

U. Hearing Presenter: A person who prepares for and represents CMHA-CEI at the Administrative
Hearing.
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V. Legal Representative: Parent of a minor child or an empowered guardian.

W. Medicaid Services: Services provided to an Enrollee under the authority of the Medicaid State
Plan, 1915(c) Habilitation Supports Waiver, and/or Section 1915(b)(3) of the Social Security Act.

X. Notice of Resolution: Written statement of the PIHP of the resolution of a Grievance or Appeal,
which must be provided to the Enrollee as described in 42 CFR 438.408.

Y. Recipient: An individual who receives mental health services from Community Mental Health or
from a provider under contract with Community Mental Health.

Z. Recipient Rights Complaint: Written or verbal statement by a Enrollee, or anyone acting on

behalf of the Enrollee, alleging a violation of a Michigan Mental Health Code protected right
cited in Chapter 7, which is resolved through the processes established in Chapter 7A.

AA.Service Authorization: PIHP processing of requests for initial and continuing authorization of

services, either approving or denying as requested, or authorizing in an amount, duration, or
scope less than requested, all as required under applicable law, including but not limited to 42
CFR 438.210.

BB. Second Opinion: A request by an applicant for mental health services, a recipient seeking
hospitalization or their legal representative for another assessment by a professional who was not
involved in the original assessment, for eligibility for mental health services/hospitalization.

CC.Staff - Employees of CMHA-CEIL

DD. State Fair Hearing: Impartial state level review of a Medicaid Enrollee's appeal of an adverse

benefit determination presided over by a MDHHS Administrative Law Judge. Also referred to as
"Administrative Hearing". The State Fair Hearing Process is set forth in detail in Subpart E of 42
CFR Part 431.

IV. Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

V. References:

A. Grievance and Appeal Technical Requirement PIHP Grievance System for Medicaid

Beneficiaries

B. Michigan Mental Health Code (MHC), Act 258 of the Public Act of 1974, as amended,
330.1159, 330.1409 (4), 330.1498e(4), 330.1498h(5), 330,1705, 330.1712(2), 330.1772-1788.
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C. Michigan Department of Health and Human Services/Community Mental Health Service
Provider Specialty Services Managed Care Contract Section 6.3

D. Mid-State Health Network/Community Mental Health Services Specialty Services Managed
Care Contract Section XXI

VI. Related Policies and Procedures:

CMHA-CEI Policy 3.6.17 Appeals and Grievances

VII. Review Log:

Review Date Reviewed By Changes (if any)

03/16/04 - -

06/10/05 - -

11/20/07 - -

04/15/11 - -

05/26/14 - -

04/20/17 QCSRR Director Updated to new format

09/11/17 Compliance Modifications in response to MSHN POC
Officer

10/11/17 Compliance
Officer

4/6/18 QI Specialist Update timeframes for responding to appeals

and grievances

4/1/19 QCSRR Director, Added Attachments, clarified language
Compliance according to current contract for II.C.7.a
Specialist, QI
Specialist

4/17/20 QCSRR Director, | No changes
Compliance
Officer, QI
Specialist

VIII. Attachments:
A. Adverse Benefit Determination Notification
B. Complaint Form
C. Fair Hearing Request Form
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Adverse Benefit Determination Notice
Community Mental Health of Clinton Eaton and Ingham Counties

Consumer Name:
1D, l Date:

ACTION NOTICE and REVIEW RIGHTS

Guardian: (NG Notice of Date: !
Medicaid Consumer? Yes

Notice has been provided: [Jviamail [1in person on:

Mail Address:

This is to notify you that CMH has made the following decision(s) about the service(s) you have asked for
or the service(s) you get from us. This does not affect other services you are getting, or may need in the
future.

The Action we have taken is:

(1 The service(s) you requested [ were O will be
[1 Denied
[0 Delayed more than 14 days
[] Other
Define:

Name of Service(s) Affected:

Effective Date:

T Your current service(s) will be:
[ Reduced
(] Terminated
[J Suspended
Name of Service(s) Affected:

Effective Date:

The Reason for the Action Is:

[ Eligibility
0 You do not meet the clinical eligibility criteria for services. You do not meet eligibility criteria

for services as a person with a serious mental iliness, a person with a developmental disability,
a child with a serious emotional disorder or a person with a substance abuse disorder.

[J You have other resources available for services.

Please Contact: [ your insurance company L] your primary care doctor
[J a community provider agency
[ Residency. You live outside of county. We cannot authorize services for you.
0 You are currently residing in an institution in which our agency can not authorize your
services. (e.g. jail, prison, state hospital, extended care facility)
[ Exhausted General Fund Benefit Package.
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[ Medical Necessity
The service(s) requested or the current service(s) identified in this notice are not medically

necessary for the following reason(s):
0 The documentation provided does not establish medical necessity.
[J Your Individual Plan of Service goals and objectives have been met.

[0 You have not attended or participated in your authorized services since CMH cannot
continue to authorize services for you if you are not involved.

1 Other
[1 The service(s) are not provided by this agency.
[ You have requested the termination of services.
Other:

The legal basis for this decision is 42 CFR 440.230(d), Michigan's Mental Health Code, Public Act
258, and/or applicable policy found in the Medicaid Provider Manual, Mental Health and
Substance Abuse Services. Section 1557 of the Patient Protection and Affordable Care Act
prohibits discrimination based on race, color, national origin, sex, age, or disability.

IF YOU DO NOT AGREE WITH THIS ACTION, PLEASE READ YOUR RIGHTS BELOW.
Adverse Determination Benefit Notice - Your Rights to Formal Grievance and Complaint Process

If you do not agree with these changes, you can do any or all of the following:
1. Ask your case manager/supports coordinator/primary therapist to go over your treatment plan with you.

2. Ask the supervisor of your case manager/supports coordinator/primary therapist to go over your
treatment plan with you.

3. IF YOU DON'T AGREE WITH OUR ACTION, YOU HAVE THE RIGHT TO AN INTERNAL APPEAL.

To ask for an Internal Appeal:
You, your representative or your doctor can request an Internal Appeal which must include:

® vour Name

Address

Member number

Reason for appealing

Whether you want a standard or expedited "fast" appeal

Any evidence you want to be reviewed

0 Such as medical records, doctors' letters or other information that explains why you need
the item or service.

0 If you are asking for an expedited "fast" appeal you must include a doctor's supporting
statement which supports your request. Please contact your doctor to get this needed
information.
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D: Date:

Please keep a copy of everything you send us for your records.

To file an Internal Appeal request in writing:
CMHA-CEI Customer Service
812 E. Jolly Road
Lansing, MI 48910

To file an Internal Appeal request orally call:
(517) 346-8244 or toll free 1-877-333-8933

There are 2 kinds of Internal Appeals:
1. Standard Internal Appeal: You have the right to appeal this decision with CMHA-CEI.

Requests can be made orally, or in writing, and must be received by the Customer Services
Department within 60 calendar days of this notice. During your appeal, you may ask to see

information from your case record and/or provide written documentation regarding your situation.
You will receive a written decision on a standard appeal within 30 calendar days after we get your
appeal. Our decision might take longer if you ask for an extension, or if we need more information
about your case. We'll tell you if we're taking extra time and will explain why more time is needed.
If your appeal is for payment of a service you've already received, we'll give you a written decision
within 60 calendar days.

2. Expedited or "Fast" Internal Appeal: You have the right to request an "expedited” or "faster"

appeal if waiting the standard time of 30 calendar days for the appeal determination would
seriously jeopardize your life or health or your ability to attain, maintain, or regain maximum
function. We will give you a decision on a fast appeal within

72 hours after we get your appeal. Well automatically give you a fast appeal if a doctor asks for
one for you or if your doctor supports your request. If you ask for a fast appeal without support
from a doctor, we'll decide if your request requires a fast appeal. If we don't give you a fast appeal,
we'll give you a decision within 30 calendar days. To request an "expedited" appeal it is best to
request this orally by contacting Customer Services at the toll-free number below.

CONTINUATION OF SERVICES DURING AN INTERNAL APPEAL

If you are receiving a Michigan Medicaid service and you file your appeal within 10 calendar days from
the date of this notice and you will continue to receive your same level of services while your local appeal
is pending.

IF YOU WANT SOMEONE ELSE TO ACT FOR YOU

You can name a relative, friend, attorney, doctor, or someone else to act as your representative. If you
want someone else to act for you, call the Customer Service Department at the number listed below to
learn how to name your representative. Both you and the person you want to act for you must sign and
date a statement confirming this is what you want. You'll need to mail or fax this statement to us. Keep
a copy for your records.

ACCESS TO DOCUMENTS

You and/or your authorized representative are entitled to reasonable access to and a free copy of all
documents relevant to your appeal any time before or during the appeal. You must submit the request
in writing.
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ID: t Date:

WHAT HAPPENS NEXT?
¢ If you ask for an internal appeal and we continue to deny your request for coverage or payment of
a service, we will send you a written Notice of Appeal Denial. If the service is covered by Michigan
Medicaid, you can ask for a Medicaid State Fair Hearing.

e The Notice of Appeal Denial will contain additional information about the State Fair Hearings
process and how to file the request.

e If you do not receive a notice or decision about your local appeal within the timeframes listed
above, you may then seek a State Fair Hearing with the Michigan Administrative Hearing

System.

GET HELP INFORMATION

If you need additional help or do not understand any part of this Notice, please call CMHA-CEI
Customer Service Department
(517) 346-8244,TTY 844-578-6563, or toll free 1-877-333-8933

Contact Customer Service between 8:00 a.m. and 5:00 p.m. Monday through Friday (excluding holidays).

If you call after hours or when the office is closed, we will return your call within one business day.

You can also visit our website at ceicmh.org.

Sign
Electronically Signed By:

Name : Date :
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% Complaint Form

Community Grievance/Appeal

CLNTON - EATON - INGHAM
Complaints may be made in writing, by phone, or in person with Customer Service or
Compliance Staff.
If you want to discuss a Complaint, please contact the Customer Service and Compliance staff
at one of the following numbers:
* General Customer Service: (517) 346-8244
* Raquel Sparkman, Compliance Specialist: (517) 346-8124
* Stefanie Zin, Compliance/HIPAA Privacy Officer: (517) 346-8193

Consumer Information

Name: Date of Birth:
Phone: Address:

Person completing the form (if different than the consumer).

Name:

Phone: Address:

What is the complaint?
See attached documentation (optional)

What do you think should be done to resolve the complaint?
See attached documentation (optional)

Signature: Date:

Mail to: Suite 108, 812 E. Jolly, Lansing, MI 48910
Fax: (517) 346-8139
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REQUEST FOR STATE FAIR HEARING
Michigan Department of Health and Human Services
Michigan Administrative Hearing System
PO Box 30763
Lansing, MI 48909
Telephone Number: 800-648-3397 Fax: 517-763-0146

This form is for enrollees in a Managed Care Health Plan, Ml Health Link* Plan, Community Mental Health Services Program
(CMHSP)/Prepaid Inpatient Health Plan (PIHP), Healthy Kids Dental Health Plan or Ml Choice Waiver Program

SECTION 1 — To be completed by the PERSON REQUESTING A STATE FAIR HEARING

Enrollee Name Enrollee Telephone Number Enrollee Social Security Number
Address (No.& Street, Apt. No.) City State | Zip Code
Enrollee or Legal Guardian Signature Enrollee Medicaid ID Number Date Signed
[ Managed Care Health Plan [1 MI Health Link (*for Medicaid benefits only) [ ] CMHSP/PIHP
[] Healthy Kids Dental health plan [1 M1 Choice Waiver

Name of Health Plan, CMHSP/PIHP or Waiver Agency that took the action:

Date of Notice of Appeal Decision (please include a copy of the notice):

[] As of today’s date, | have not received a Notice of Appeal Decision. | sent in an Internal Appeal on:

I am asking for a State Fair Hearing because: Use additional paper if needed.

Do you have physical or other conditions requiring special arrangements for you to attend or participate in a hearing?
[ No

[] Yes (If yes, please explain here.)

SECTION 2 — Have you chosen someone to represent you at the hearing?

Has someone agreed to represent you at a hearing?
[ 1 No

[] Yes (If Yes, have the representative complete and sign Section 3.)

SECTION 3 — Authorized Hearing Representative Information

Name of Representative (Please Print) Representative Telephone Number Relationship to Enrollee
Address (No.& Street, Apt. No.) City State | Zip Code
Representative Signature Date Signed

SECTION 4 — To be completed by the AGENCY involved in the action being disputed by the enrollee

Name of AGENCY AGENCY Contact Person Name

CMHA-CEI Stefanie R. Zin, LMSW

AGENCY Address (No.& Street, Apt. No.) AGENCY Telephone Number

812 East Jolly Road 517 346 8193

City State ZIP Code State Program or Service being provided to Enrollee
Lansing M1 48910

This form is also available online at: www.michigan.gov/mdhhs >> Assistance Programs >> Medicaid >> Program Resources
>> Michigan Administrative Hearing System for the Department of Health and Human Services or www.michigan.gov/LARA >>
MI Administrative Hearing System >> Benefit Services
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CMHA-CEI Policies and Procedure Manual
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Title: 3.4.4, Behavior Management - Initiation, Approval and Review of Positive Support
/ Behavior Treatment Plans

Subject: BEHAVIOR MANAGEMENT

Section: Clinical

Policy: o Issued by: Effective Date: | Applies to:

Procedure: X Medical Director 08/01/86 X All CMHA-CEI staff

X Contract Providers

Page: 1 of 8 Approved by: Review Date: o Other:

PCS 12/5/19
L Purpose:

To provide uniform guidance in the development of Behavior Support Plans and the use of
restrictive and intrusive interventions that are initiated in response to the presence of challenging

behavior(s).

I1. Procedures:

A. Guidelines for Restrictions
1. The following rights and freedoms are included in the HCBS Final Rule. Any restriction

or modification to these rights and freedoms must be documented in an approved
Positive Support Plan.

a.

b.

A lease or residency agreement with comparable responsibilities and protection from
eviction that tenants have under Michigan landlord/tenant law.

Sleeping or living units lockable by the individual with only appropriate staff having
keys.

Individuals sharing units have a choice of roommate in that setting.

Individuals have the freedom to furnish and decorate their sleeping or living units
within the lease or other agreement.

Individuals have the freedom and support to control their own schedules and
activities and have access to food at any time.

Individuals are able to have visitors of their choosing at any time.

2. The following items must be documented prior to approval of any restriction or
modification when there is a specific health or safety need:

a.

b.

The specific and individualized assessed health or safety need.

The positive interventions and supports used prior to any modifications or additions
to the PCP regarding health or safety needs.

Documentation of less intrusive methods of meeting the needs, that have been tried,
but were not successful.

A clear description of the condition that is directly proportionate to the specific
assessed health or safety need.

A regular collection and review of data to measure the ongoing effectiveness of the
modification.

Established time limits for periodic reviews to determine if the modification is still
necessary or can be terminated.
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g. Informed consent of the person to the proposed modification.
h. An assurance that the modification itself will not cause harm to the person.

B. Treatment for Challenging Behaviors: A Person Centered Plan which incorporates
interventions for challenging behaviors shall be developed in a separate Positive Support
Plan in accordance with the steps listed below:

1.

3.

Functional Behavioral Assessment will be completed prior to the development of a

Positive Support plan and will include the following

a. Identification of the biological, medical, social, affective, environmental, and trauma-
based factors or events that initiate, sustain, or end a behavior.

b. Identification of the possible functions of the behavior

All Positive Behavior Support Plans will include the following components:
a. Personal History: Includes a review of the following factors as they are relevant to
the individual:

i.  Theindividual’s significant life events,
ii.  An assessment of any traumatic experiences the individual may have
experienced.

b. Description of Antecedents /Triggers: A description of the antecedents/ “triggers”
i.e. an analysis of medical, physical, emotional and environmental factors which may
contribute to presence frequency or intensity of the consumer's challenging
behaviors.

c. Proactive Strategies

i.  Relationship Building Strategies: Identification and description of caregivers’
interactions that will help establish a positive relationship with the
consumer.

ii.  Environmental Structuring or modification that will minimize the occurrence
of triggers.

iii. ~ Teaching the individual skills to help replace function of challenging
behavior (communication skills, stress reduction skills, sensory diet skills)

d. Reactive Strategies: Instructions for staff response if the individual does engage in
potentially unsafe behaviors. Strategies will focus on maintaining consumer safety.

e. Emergency Interventions: The emergency interventions of physical management or
requesting police intervention may not be included as a component or step in any
behavior plan. The plan may note, however, that “should interventions outlined in
the plan fail to reduce the imminent risk of serious or non-serious physical harm to
the individual or others, approved emergency interventions may be implemented”.
All uses of emergency interventions must be reported via the Incident Reporting
system.

Support Plans that involve the use of Restrictive and Intrusive Techniques must also

include

a. Documentation that assessments have been conducted to rule out physical, medical
or environmental causes of the behavior;

b. Documentation of the unsuccessful attempts, using positive behavioral supports to
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change the behavior.

c. Special Written Consent by the consumer or guardian prior to the implementation of
these techniques.

4. Review, Approval and Reporting of Plans that involve the use of Restrictive and
Intrusive techniques:

a. All plans that involve the use of restrictive and intrusive techniques must be

reviewed and approved by the Behavior Treatment Committee prior to utilization of
the restrictive/intrusive techniques.

b. Data must be collected and analyzed and reported to the behavior treatment
committee at least quarterly and more frequently as indicated. The following
information must be collected and reported:

i.
ii.
iii.
iv.
V.
Vi.
Vii.

Dates and numbers of interventions used.

The setting (e.g., group home, day program) in which the challenging
behavior and intervention occurred

Behavior/event/request or demands that initiated the techniques.
Documentation of the analysis performed to determine the cause of behaviors
that precipitated the intervention.

Positive behavioral supports.

Behaviors that resulted in termination of the interventions.

Length of time of each intervention.

c. If an alarm monitoring system is approved as restrictive/intrusive technique by the

Behavior Treatment Committee for a recipient, the following processes must be
adhered to:

1.

ii.

At a CMHA-CEI owned property, the CMHA-CEI Maintenance Department
will be notified to install a new alarm system or unlock the currently installed
system for operation at the setting. When the alarm monitoring system is no
longer deemed necessary, the CMHA-CEI Maintenance Department will
uninstall/disable the system or lock the control panel. Keys for alarm control
panels must be held by the CMHA-CEI Maintenance Department.

At a provider owned property, the provider must install a new alarm system
or unlock the currently installed system for operation at the setting. When the
alarm monitoring system is no longer deemed necessary, the provider will
uninstall/disable the system or lock the control panel. Keys for alarm control
panels will not be accessible to direct care staff.

C. Procedure for submitting a Document for committee review:

Documents requiring review shall be submitted to the CSDD Clinical Services Secretary
in the approved format, one week in advance of the behavior treatment committee.

For plans that include restrictive techniques: The author of the plan will attend the
meeting to present plans. Other team members may attend as deemed appropriate.
Attendance is not required for quarterly data review unless otherwise requested.

The Behavior Treatment Committee chair will facilitate the meeting and ensure that all
questions and concerns of the participants are addressed.

The committee shall review the plans and determine if revisions are necessary.

1.

The committee shall review required treatment data at least quarterly, more frequent
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review is appropriate as well. Data will be reviewed for completeness, treatment plan
effectiveness, changes in psychotropic medications, and appropriateness of
recommendations of the treatment plan and quarterly reviews in the consumer record.

D. Procedure for expedited Review of a Plan: Plans that require expedited review will be
forwarded to the Behavior Treatment Committee Chair. The committee chair will ensure the
review occurs within two business days. They may receive, review, and approve such plans on
behalf of the committee. The Recipients Rights Office must be informed of the proposed plan to
ensure that any potential rights issues are addressed prior to implementation of the plan. Upon
approval, the plan may be implemented. All plans approved in this manner must be fully
reviewed at the next regular meeting of the committee

I11. Definitions:

Applied Behavioral Analysis: The organized field of study which has as its objective the
acquisition of knowledge about behavior using accepted principles of inquiry based on operant
and respondent conditioning theory. 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. It also refers to a set of techniques for changing behavior
toward socially meaningful ends based on these conceptions of behavior.

Aversive Techniques: Techniques that are physically painful, emotionally frightening,
deprivational, that put the individual at medical risk, or possess the potential for physical or
emotional injury to achieve their effectiveness. Examples of such techniques include the use of
mouthwash or other noxious substance to eliminate behavior or to accomplish a negative
association with a behavior, administration of nausea-generating medication to establish a
negative association with a behavior or for directly eliminating the behavior, contingent electric
shock, corporal punishment, camisoles, four-point restraints or seclusion. These techniques are
prohibited.

Behavioral Treatment: The provision of human resources, activities, equipment, materials
and/or other services designed and implemented to assist individuals who present challenging
behaviors.

Challenging Behaviors: Behaviors which jeopardize an individual's or others physical safety
such as aggression, inappropriate sexual conduct, ngesting inedible or dangerous substances
(pica), property destruction, and self-injury or any other potentially dangerous behavior,

Emergency Interventions: There are only two emergency interventions approved for

implementation in crisis situations when all other supports and interventions fail to reduce the
imminent risk of harm:

1. Physical management

2. Request for law enforcement intervention.

Functional Behavioral Assessment (FBA): An approach that incorporates a variety of techniques
and strategies to determine the pattern and purpose, or “function” of a particular behavior and
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guide the development of an effective and efficient behavior plan. The focus of a FBA is to
identify biological, medical, social, affective, environmental, and trauma-based factors or events
that initiate, sustain, or end a behavior. This assessment provides insight into the function of a
behavior, rather than just focusing on the behavior itself so that a new behavior or skill will be
substituted to provide the same function or meet the identified need. Functional assessments
should also identify situations and events that precede positive behavior to provide more
information for a positive behavior support plan.

Imminent Risk: An event/action that is at the point of happening and certain to create risk of
harm to oneself or others.

Informed/Special Consent for Behavioral Interventions: Obtaining the written consent of the
recipient, the legal guardian, and/or the parent with legal custody of a minor child or a

designated patient advocate prior to the implementation of any behavior treatment intervention
that includes the use of intrusive or restrictive interventions or those which would otherwise
entail violating the individual’s rights. The general consent to the individualized plan of services
and/or Treatments is not sufficient to authorize implementation of such a behavior treatment
intervention. Implementation of a behavior treatment intervention without the special consent of
the individual, guardian or parent of a minor may only occur when the individual has been
adjudicated pursuant to the provisions of section 469a, 472a, 473, 515, 518, or 519 of the Mental
Health Code.

Intrusive Techniques: Techniques which impinge upon the bodily integrity of the individual to
achieve therapeutic aims. Examples of such techniques include the use of injections or oral
medications administered for the sole purpose of controlling behavior, response cost procedures,
and any direct observation procedures such as continuous one-to-one staffing during times or
places which would otherwise be considered private.

Physical Management: A technique used by staff as an emergency intervention to restrict the
movement of an individual by continued direct physical contact in spite of the individual’s

resistance in order to prevent them from physically harming themselves or others. Physical
management shall only be used on an emergency basis when the situation places the individual
or others at imminent risk of serious physical harm. The term “physical management” does not
include briefly holding an individual in order to comfort them or to demonstrate affection, or
holding their hand. The following are examples to further clarify the definition of physical
management:

¢ Manually guiding down the hand/fists of an individual who is striking their own face
repeatedly causing risk of harm IS considered physical management if they resist the
physical contact and continue to try to strike themselves. However, it IS NOT physical
management if the individual stops the behavior without resistance.

e When a caregiver places his hands on an individual’s biceps to prevent him or her from
running out the door and the individual resists and continues to try and get out the door,
it IS considered physical management. However, if the individual no longer attempts to
run out the door, it is NOT considered physical management.
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e Physical management involving prone immobilization of an individual, as well as any
physical management that restricts a person’s respiratory process, for behavioral control
purposes is prohibited under any circumstances. Prone immobilization is extended
physical management of an individual in a prone (face down) position, usually on the
floor, where force is applied to their body in a manner that prevents them from moving
out of the prone position.

Positive Behavior Support: A set of research-based strategies used to increase opportunities for
an enhanced quality of life and decrease seriously aggressive, self-injurious or other behaviors
that place the individual or others at risk of physical harm by:

1. Conducting a functional assessment,

2. Teaching new skills and

3. Making changes in a person's environment.
Positive behavior support combines valued outcomes, behavioral, and biomedical science,
validated procedures; and systems change to enhance quality of life and reduce behaviors such as
self-injury, aggression, property destruction, and pica. Positive Behavior Supports are most

effective when they are implemented across all environments, such as home, school, work, and in
the community.

Proactive Strategies: Strategies within a Positive Behavior Support Plan used to prevent seriously
aggressive, self-injurious, or other behaviors that place the individual or others at risk of physical
harm from occurring, or for reducing their frequency, intensity, or duration. Supporting

individuals in a culture of gentleness is an ongoing process that requires patience and
consistency.

Examples of proactive strategies include but are not limited to modifying the environment to
decrease stress or boredom, identifying precursors or triggers that would increase the likelihood
of an unsafe behavior and developing strategies to address the potential triggers or precursors,
preparing consumers for historically difficult events of transitions, and unconditional valuing.

Reactive Strategies: Strategies within a Positive Behavior Support Plan used to respond when
individuals begin feeling unsafe, insecure, anxious, or frustrated. Some examples of reactive

strategies include: reducing demanding interactions, increasing warm interactions, redirection,
giving space, and blocking. Reactive strategies may also include instructions for keeping others
safe if an individual is exhibiting seriously aggressive behaviors or other behavior that may place
others at risk of physical harm.

Request for Law Enforcement Intervention: Calling 911 and requesting law enforcement
assistance as a result of an individual exhibiting a seriously aggressive, self-injurious, or other
behavior that places the individual or others at risk of physical harm. Law enforcement should be
called for assistance only when: caregivers are unable to remove other individuals from the

hazardous situation to assure their safety and protection, safe implementation of physical
management is impractical, and/or approved physical management techniques have been
attempted but have been unsuccessful in reducing or eliminating the imminent risk of harm to
the individual or others.
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IV.

Restraint: The use of a physical or mechanical device to restrict an individual’s movement at the
order of a physician. The use of physical or mechanical devices used as restraint is prohibited.
This definition excludes:

e Anatomical or physical supports that are ordered by a physician, physical therapist, or
occupational therapist for the purpose of maintaining or improving an individual’s
physical functioning (e.g. helmet for seizure disorders, or a gait belt)

e Protective devices which are defined as devices or physical barriers to prevent the
individual from causing serious self-injury associated with documented and frequent
incidents of the behavior and which are incorporated in the written individual plan of
services through a behavior treatment plan which has been reviewed and approved by
the Committee and received special consent from the individual or his/her legal
representative.

e Medical restraint, i.e. the use of mechanical restraint or drug-induced restraint ordered
by a physician or dentist to render the individual quiescent for medical or dental
procedures. Medical restraint shall only be used as specified in the individual written
plan of service for medical or dental procedures.

e Safety devices required by law, such as car seat belts or child car seats used while riding
in vehicles.

Restrictive Techniques: Those techniques which, when implemented, will result in the limitation
of the individual’s rights as specified in the Michigan Mental Health Code and the federal
Balanced Budget Act. Examples of such techniques used for the purposes of management, control
or extinction of seriously aggressive, self-injurious or other behaviors that place the individual or
others at risk of physical harm, include: limiting or prohibiting communication with others when
that communication would be harmful to the individual; prohibiting unlimited access to food
when that access would be harmful to the individual (excluding dietary restrictions for weight

control or medical purposes); Non exclusionary time out (NETO) response cost relating to the
individuals funds or personal property, or any other limitation of the freedom of movement of an
individual. Use of restrictive techniques requires the review and approval of the Behavior
Treatment Committee.

Seclusion: The placement of an individual in a room alone where egress is prevented by any
means. Seclusion is prohibited except in a hospital or center operated by the department, a
hospital licensed by the department, or a licensed child caring institution licensed under 1973 PA
116, MCL 722.111 to 722.128.

Serious Injury: Physical damage which at the time of examination is determined to have caused
an impairment of bodily functions or permanent disfigurement.

Monitor and Review:
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This procedure is reviewed annually by the Medical Director. This procedure is monitored by
accrediting bodies and regulatory agencies as applicable.

V. References:

MDHHS Behavioral Health and Developmental Disabilities Administration Person-Centered
Planning Policy dated June 5, 2017

VL Related Policies and Procedures:
CMHA-CEI Policy 3.4.4 Initiation, Approval and Review of Behavior Treatment Plans
CMHA-CEI Policy 3.4.1 Behavior Treatment Committee
CMHA-CEI Procedure 3.4.1 Behavior Treatment Committee
CMHA-CEI Policy 3.3.9 Consent to Treatment and Services
CMHA-CEI Policy 3.4.6 Behavior Treatment Plans
CMHA-CEI Policy 3.5.2 Informed Consent

VII. Review Log:

Review Date Reviewed By Changes (if any)

06/10/88 - -

02/14/91 - -

11/06/91 - -

09/30/98 - -

11/09/89 - -

06/13/00 - -

06/21/05 - -

10/16/07 - -

04/05/10 - -

04/25/11 - -

05/23/14 - -

4/3/17 Medical Director, BTC | No substantive changes, Updated to new format

Chair

4/4/18 BTC Chair Updating to be in line with BTC process and
standards

4/30/19 Medical Director Minor wording and punctuation changes, added
language from MDHHS Behavioral Health and
Developmental Disabilities Administration
Person-Centered Planning Policy dated June 5,
2017

12/5/19 Medical Director, BTC | Adding II.B.4.c. in response to a MSHN

Chair, QI Specialist Corrective Action Plan

VIII. Attachments:

N/A
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Title: 3.6.04, Communication and Visits (Residential/Inpatient)
Subject: Recipient Rights
Section: Clinical
Related Policies: | 3.6.04, Communication and Visits (Residential/Inpatient)
Policy: o Issued by: Effective Date: | Applies to:
Procedure: X Director of Quality, Customer Service 04/12/84 X All CMHA-CEI staff
and Recipient Rights X Contract Providers
Page: 1 of 2 Approved by: Review Date: | o Other:
N/A 5/12/20
L. Purpose: To establish guidelines to provide recipients residing in residential treatment program

opportunities for communication and visits with individuals of their choice.

II. Procedures:

A.

The residential service provider shall:

1. Make telephones reasonably accessible.

2. Ensure that correspondence can be conveniently and confidentially received and
mailed, with daily pick up and deposit of mail available.

3. Make space for visits available.

4. Provide writing materials, funds for telephone usage, and postage in reasonable
amounts to residents unable to procure them.

5. Ensure that a reasonable time and place for the use of telephones and for visits

may be established and if established, shall be in writing and posted in each
living unit of a residential program.

6. Document instances of opening or destruction of mail by staff in the consumer
record.

7. Ensure that the right to communicate by mail or telephone or to receive visitors
shall not be further limited except as authorized in the resident’s plan of service.

8. Not limit communication between a resident and an attorney or court or any
other individual if the communication involves matters that may be the subject
of legal inquiry.

9. Allow a resident, if she or he is able to secure the services of a mental health

professional, to see that person at any reasonable time.

I11. Definitions:

A.

Center: a facility operated by the Department of Health and Human Services to admit
individuals with developmental disabilities and provide habilitation and treatment
services.

Facility: a residential facility for the care or treatment of individuals with serious mental
illness, serious emotional disturbance, or developmental that is either a state facility or a
licensed facility.

Hospital or psychiatric hospital: an inpatient program operated by the Department of

Health and Human Services for the treatment of individuals with serious mental illness
or serious emotional disturbance or a psychiatric hospital or psychiatric unit licensed
under the regulations of the state of Michigan.

Legal inquiry: search for information related to matters of law.
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E. Licensed facility: a facility licensed by the Department of Health and Human Services
under the regulations of the state of Michigan, or an adult foster care facility.
F. Resident: an individual who receives services in a facility.
Iv. Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

V. References:

1974 PA 258, Michigan’s Mental Health Code, as amended:
A. 330.1100a--Definitions; A to E.

330.1100b--Definitions; F to N.

C. 330.1715--Services of mental health professional.
D. 330.1726--Communication by mail and telephone; visits.
E. 330.1752--Policies and procedures.

VL Related Policies and Procedures:

CMHA-CEI Policy 3.3.04 Communication and Visits

VIIL. Review Log

Review Date Reviewed By Changes (if any)

8/01, 3/4/05, —_— ] e

2/1/07, 6/15/10,

2/6/10, 3/10/13

8/31/16 Recipient Rights Officer, Update to new format.
QI Specialist

10/31/17 QCSRR Director, RR Remove a sentence on rules to be compliant
Specialist, QI Specialist with HCBS

1/13/19 QCSRR Director, RR Minor word changes
Specialist, QI Specialist

4/19/19 QCSRR Director, QI Added II.A.5 from recipient rights policy
Specialist review standards

5/12/20 QCSRR Director, QI No changes
Specialist

VIII. Attachments: N/A
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Title: 1.1.4, Compliance
Subject: Board and Administrative Operations
Section: Administration
Policy: X Issued by: Effective Date: | Applies to:
Procedure: o Executive Director 12/06/02 X All CMHA-CEI staff
X Contract Providers
Page: 1 0f 3 Approved by: Review Date: o Other:
Board of Directors 4/17/20
L. Purpose:
To assure CMHA-CEI conducts all aspects of functioning with integrity, in compliance with
requirements of all applicable laws, utilizing sound business practices and with the highest
standards of excellence.
IL. Policy:
CMHA-CEI will establish, implement and maintain an agency wide Corporate Compliance Plan
(CCP) that is in accordance with federal and state statutes, laws and regulations. CMHA-CEI will
adhere to regulations required by the Attorney General’ Office, Office of Inspector General, Centers
for Medicaid and Medicare, and relevant accrediting bodies.
II1. Responsibilities:

. CMHA-CEI will assure the development, maintenance and implementation of an agency wide

Corporate Compliance Plan (CCP) that will be updated as required and reviewed annually.

CMHA-CEI will provide all staff training required in the CCP and maintain records of staff
attendance. This must include but is not limited to the Federal False Claim Act, Michigan’s False
Claim Act and federal and state statutes regarding “whistleblowers”.

CMHA-CEI will have an identified compliance officer with the duties and authority described in
the CCP, holding regular compliance committee meetings.

. CMHA-CEI will require all Board members, employees, and contractors to report suspected

compliance violations or misconduct by phone/voicemail, email, in person, or in writing to the
Compliance Officer. Reports of suspected violations will be investigated and documented as
required in the CCP.

Individuals making a report are encouraged to disclose their identity, recognizing that
anonymity may hamper complete and timely investigation. However, no anonymous report
shall be refused or treated less seriously because the complainant/reporter wishes to remain
anonymous. No promises will be made to any individuals making a report or witnesses
providing supporting information about the report by the Compliance Officer or anyone else in
regard to his/her culpability or what steps may be taken in response to the report.
Confidentiality and anonymity of the individual making the report and the content of the report
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IV.

VL

VIL

VIIL

will be preserved to the extent permitted by law and by the circumstances. Information about
reports, investigations, or follow-up actions shall not be disclosed to anyone other than those
individuals charged with responsibility in investigation and remedial action as well as legal
counsel.

The PIHP will be notified of occurrences that will require reporting to regulatory agencies.
CMHA-CEI will ensure any necessary disciplinary action will occur for all levels of compliance
violation.

No employee, provider, contractor, consumer, or other individual making such a report in good
faith shall be retaliated against by CMHA-CEI. All employees or agents will be protected by the
Michigan Whistleblower’s Protection Act (P.A. 469 of 1980). Discipline for engaging in acts that
violate applicable laws and regulations, making knowingly false reports, failure to report known
violations, or discipline for any other performance-related reason unconnected to reporting
potential violations is not retaliation.

CMHA-CEI will review their own compliance activities at least annually and will participate in
the annual review of the CCP and provide recommendations for changes if needed.

Definitions:
N/A

Monitoring and Review:

This policy is reviewed annually by the Compliance Officer. It is monitored by accrediting
bodies and regulatory agencies as applicable.

References:

Federal False Claims Act
Michigan’s False Claims Act
P.A. 469 of 1980

Related Policies and Procedures: N/A

Review Log:

Review Date | Reviewed By Changes (if any)

02/22/07 - -
02/22/08 - -
02/18/10 - -
02/17/11 - -
02/16/12 - -
02/21/13 - -
04/20/17 QCSRR Director Updated to new format

4/16/18 QCSRR Director No changes
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3/20/19 QCSRR Director, No changes
Compliance Specialist,
QI Specialist
4/17/20 QCSRR Director, No changes
Compliance Officer
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MENTAL HEALTH
CLINTOM = = INGHAM

CONTACT INFORMATION FOR

SUSPECTED COMPLIANCE VIOLATIONS

Please report suspected compliance violations to —

Stefanie Zin, CMHA-CEI Compliance Officer
In person/mail: 812 E. Jolly Rd. Suite #108, Lansing, MI 48910
By phone: (517)-348-8193
By email: zinst@ceicmh.org

By fax: (517)-346-8420

Reports can also be made to MSHN Compliance Officer:

Kim Zimmerman
530 W. Ionia Street, Suite E
Lansing, MI 48933
Ph: (517)-657-3018 Cell: (616)-648-0485
kim.zimmerman@midstatehealthnetwork.org

MSHN COMPLIANCE LINE 1-844-793-1288

Or to:
MDHHS Medicaid Fraud Hotline: 1(855)-MI-FRAUD [643-7283]

HHS/OIG Hotline: 1(1800)-HHS-TIPS [447-8477]
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Title: 3.6.24, Property and Funds (Residential)
Subject: Recipient Rights
Section: Clinical
Policy: o Issued by: Effective Date: | Applies to:
Procedure: X Director of Quality, Customer Service, 04/12/94 X All CMHA-CEI staff

and Recipient Rights (QCSRR) X Contract Providers
Page: 1 of 4 Approved by: N/A Review Date: o Other:
5/12/20

IL.

Purpose:

To establish guidelines to ensure that recipients in residential treatment programs have the right
to receive, possess, and use all personal property.

Procedures:

A.

The residential service provider shall officially adopt, and post in writing, any items of
personal property such as weapons, sharp objects, explosives, drugs, alcohol, etc. to be
excluded from the premises.

The provider shall implement the CMHA-CEI Procedure 3.3.17, Search and Seizure.

The staff person responsible for the written plan of service may limit a resident’s access to
property and funds in order to prevent the resident from physically harming himself, herself,
or others, or to prevent theft, loss, or destruction of the property, unless a waiver is signed by
the resident, empowered guardian, or parent of a minor.

The staff person responsible for the written plan of service shall ensure that treatment plans
address limitations to recipients’ access to property and funds, when clinically appropriate,
and that limitations are removed when no longer clinically appropriate. The record will
include prompt documentation of:

1. Justification for the adoption of the limitation.

2. The date the limitation expires.

3. Removal of the limitation when the circumstance that justified its adoption ceases to exist.

The recipient, empowered guardian, or parent of a minor may appeal a limitation of access to

personal property and funds, and/or the expiration date of the limitation, by requesting a

review of the treatment plan by the staff person responsible for the written plan of service.

The review shall be:

1. Completed within 30 days of the request.

2. Carried out in a manner consistent with CMHA-CEI Policies 3.3.25, “Person Centered
Planning” and 3.6.21, “Services Suited to Condition”.

The residential service provider and staff shall implement each resident’s plan of service.
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IIIL.

G.

A.

The residential service provider or house manager will store consumer funds in a secure
location (locked cabinet/box or safe) at the home location or at another business location of the
provider.
1. A minimal amount of cash must be accessible to the consumer or staff at all times (unless
the resident has spent their allotted funds).
a. The home location or CMHA-CEI program will define what a minimal amount is.
b. The home location will follow any restrictions of funds as outlined in the individual
plan of service.

The residential service provider or house manager will review the consumer funds on a weekly
basis. Funds must balance at all times. If the funds do not balance, a note must be made on
the fund log sheet detailing the difference and requesting staff to turn in receipts.

1. All expenditures out of consumer funds must be accompanied by either a receipt or a
consumer signature. When receipts are provided, consumer initials and a staff signature
are required.

2. If areceipt cannot be located, a receipt replacement form or a memo must be completed.

The residential service provider or house manager will complete a consumer fund log sheet on

a monthly basis per individual consumer. The log sheet is due to the residential coordinator

by the 10th of each month.

1. The case manager will review individual consumer fund log sheets when at the home
location.

The residential service provider, house manager, or residential coordinator shall provide a
complete accounting, on an annual basis and upon request, of all resident funds and valuables.

The residential coordinator shall monitor the use of consumer funds on a monthly basis. The
residential coordinator shall do periodic checks of the funds stored at the home to ensure all
funds are properly stored and accounted for.

Consumer funds are subject to audit by the finance department of CMHA-CEL

The residential service provider shall provide a reasonable amount of storage space to each
resident for clothing and other personal property.

The residential service provider shall permit a resident to inspect personal property, and access
funds, at reasonable times.

Any personal property in the possession of the residential provider at the time the resident to
whom the property belongs is released from the residence shall be returned to the resident.

Definitions:

Center: a facility operated by the Department of Health and Human Services to admit
individuals with developmental disabilities and provide habilitation and treatment services.
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B. Facility: a residential facility for the care or treatment of individuals with serious mental illness,
serious emotional disturbance, or developmental disability that is either a state facility or a
licensed facility.

C. Hospital or psychiatric hospital: an inpatient program operated by the Department of Health
and Human Services for the treatment of individuals with serious mental illness or serious
emotional disturbance, a licensed psychiatric hospital, or a licensed psychiatric unit.

D. Licensed facility: a facility licensed by the Department of Health and Human Services, or an

adult foster care facility.

E. Unlicensed facility: a facility that is not licensed by the Department of Health and Human
Services.

F. Resident: an individual who receives services in a facility.

Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

References:

PA 258 of 1974, “Michigan’s Mental Health Code”, as amended

1. 330.1100a--Definitions; A to E

2. 330.1100b--Definitions; F to N

3. 330.1728--Personal Property

4. 330.1752--Policies and procedures

Administrative Rules-R 330.7199--Written plan of Services

Licensing Rules for Adult Foster Care Small Group Homes (R 400.14315)
CMHA-CEI Policy 3.2.5, “Service Planning”

CMHA-CEI Policy 3.3.25, “Person Centered Planning”

CMHA-CEI Policy 3.6.2, “Rights of Recipients Including Consumers in Community Residences”
CMHA-CEI Policy 3.6.21, “Services Suited to Condition”

7

Related Policies and Procedures:

CMHA-CEI Policy 3.6.24 Property and Funds

Review Log:

Review Date Reviewed By Changes (if any)
03/16/04 - -
06/10/05 - -
02/01/07 - -
05/26/10 - -
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02/06/12 - -
10/01/13 - -
02/13/17 QCSRR Director Updated to new format
2/20/18 QCSRR Director No changes
4/19/19 QCSRR Director, RR Minor changes
Specialist, QI
Specialist
5/12/20 QCSRR Director, RR No changes
Specialist, QI
Specialist

VIII. Attachments:

N/A
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Title: 3.6.08, Fingerprinting, Photographing, Audiotaping, Videotaping and Use of One-
Way Glass

Subject: Recipient Rights

Section: Clinical

Related 3.6.08, Fingerprinting, Photographing, Audiotaping, Videotaping and Use of One-

Policies: Way Glass

Policy: o Issued by: Effective Date: | Applies to:

Procedure: X Director of Quality, Customer Service 1/12/84 X All CMHA-CEI staff
and Recipient Rights X Contract Providers

Page: 1 of 3 Approved by: Review Date: o Other:
N/A 8/21/20

Purpose: Establish guidelines for the use of fingerprinting, photographing, audiotaping,
videotaping, and one-way glass in the provision of services to recipients of CMHA-CEI services.

II. Procedures:

A. Fingerprints, photographs, audiotapes, or videotapes may be taken and used, and one-way glass
may be used by a service provider for the following purposes:

1. In order to provide services, including research, to a recipient.
2. Inorder to determine the name of the recipient.

3. For educational or training purposes.

4. Purely personal or social purposes.

B. Written, informed consent must be obtained prior to taking or using fingerprints, photographs,
audiotapes, videotapes, or one-way glass to provide services, to determine the name of the
recipient, or for educational or training purposes, from one of the following:

1. An adult, competent recipient.
2. The empowered guardian of a recipient.
3. The parent of a minor recipient.

C. Consent may be withdrawn by the recipient, empowered guardian, or parent of a minor who had
previously consented. If a recipient, empowered guardian, or parent of a minor revokes consent,
the responsible clinical staff person will request that the revocation of consent be in writing. If the
recipient, empowered guardian, or parent of a minor refuses to put the revocation of consent in
writing, the responsible clinical staff person will document the verbal revocation in the recipient’s
record.

D. Fingerprints, photographs, audiotapes, or videotapes taken in order to provide services to a
recipient, and any copies, shall be kept as part of the record of the recipient. A review of current
need for fingerprints, photographs, audiotapes, or videotapes kept in the recipient’s record will
be completed at the request of the recipient, empowered guardian, or parent of a minor.

E. Fingerprints, photographs, audiotapes, or videotapes taken in order to determine the name of a
recipient shall be kept as part of the record of the recipient, except when necessary the
fingerprints, photographs, audiotapes, or videotapes may be delivered to others for assistance in
determining the name of the recipient.

1. Fingerprints, photographs, audiotapes, or videotapes so delivered shall be returned to
the provider, together with copies that were made.
2. Anindividual receiving the delivered fingerprints, photographs, audiotapes, or
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videotapes shall be informed that return of the items to the provider is required.
3. Upon return, the fingerprints, photographs, audiotapes, videotapes, and copies shall be
kept as part of the record of the recipient.

F. Fingerprints, photographs, audiotapes, or videotapes in the record of a recipient, and any copies
of them, shall be given to the recipient or destroyed when they are no longer essential in order to
achieve one of the objectives set forth in section II.A.1-4, or upon discharge of the recipient,
whichever occurs first.

G. Video Surveillance (recording) is prohibited in licensed residential (AFC) service sites and
supported independent living sites.

1. Adult Foster Care (AFC) homes and supported independent living sites may monitor
with cameras where the images are not captured and recorded

H. A service provider may take photographs for purely personal or social purposes, without prior
written consent.
2. Immediately prior to taking a recipient’s picture for personal or social reasons, staff will
give the recipient the opportunity to object.
3. A photograph of a recipient shall not be taken or used for personal or social reasons if the
recipient has objected.

I11. Definitions:

A. Consent:

1. A written agreement executed by a recipient, empowered guardian, parent of a minor
recipient, or a recipient’s legal representative with authority to execute a consent, or

2. A verbal agreement of a recipient, empowered guardian, or parent of a minor, that is
witnessed and documented by an individual other than the individual providing treatment.

B. Informed consent includes the following elements:

1. Legal competency: an individual shall be presumed to be legally competent. This
presumption may be rebutted only by a court appointment of a guardian or exercise by a
court of guardianship powers and only to the extent of the scope and duration of the
guardianship. An individual shall be presumed legally competent regarding matters that are
not within the scope and authority of the guardianship.

2. Knowledge: to consent, a recipient or legal representative must have basic information
about the procedure, risks, other related consequences, and other relevant information. The
standard governing required disclosure by a doctor is what a reasonable patient needs to
know in order to make an informed decision. Other relevant information includes all of the
following:

a. The purpose of the procedures.
b. A description of the attendant discomforts, risks, and benefits that can reasonably
be expected.
c. A disclosure of appropriate alternatives advantageous to the recipient.
d.An offer to answer further inquiries.
C. Comprehension: an individual must be able to understand what the personal implications of
providing consent will be based upon the information provided under IL.B.2--Knowledge, above.
D. Voluntariness: there shall be free power of choice without the intervention of an element of force,
fraud, deceit, duress, overreaching, or other ulterior form of constraint or coercion, including
promises or assurances of privileges or freedom. There shall be an instruction that an individual
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is free to withdraw consent and to discontinue participation or activity at any time without

prejudice to the recipient.

E. Photographs: still pictures, motion pictures, and videotapes.
E. Video Surveillance — recording of video that capture images and store them so they may be

viewed at a later date.

IV. Monitor and Review:

This procedure is reviewed annually by the Director of Quality, Customer Service and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

V. References:

A. PA 258 of 1974, Michigan’s Mental Health Code, as amended
1. 330.1100a--Definitions; A to E
2. 330.1752--Policies and procedures
3. 330.1724 - Fingerprints, photographs, audiorecording, or use of 1-way glass
B. Administrative Rules R 330.7003--Informed consent
C. CMHA CEI Policy 3.3.09, Informed Consent to Treatment

D.

VI. Review Log

Review Date Reviewed By Changes (if any)
10/14/89, 5/4/88, 7/13/89, | -—- | -
5/14/90, 5/8/91, 5/29/92,
5/24/93, 5/25/95, 9/18/98,
5/25/99, 8/31/01, 3/16/04,
11/10/04, 6/6/05, 2/6/07,
5/25/10, 2/6/12, 3/10/13
9/1/16 Recipient Rights | Update to new format.
Officer, QI
Specialist
11/6/17 QI Specialist No changes
12/26/18 QCSRR Director | No Changes
4/19/19 QCSRR Director, | Added language of “videotapes” throughout,
QI Specialist added ILF, added process for review of need
to IL.D, changed language in title to “One-
Way Glass” from “One-Way Mirror” to be
consistent with CMHA-CEI Policy 3.6.8.
5/12/20 QCSRR Director, | No changes
QI Specialist
8/21/20 QCSRR Director, | Added II.G., III. F, and updated references
Contract Quality
Workgroup

VII. Attachments: None.
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Section: Clinical
Policy: o Issued by: Effective Date: | Applies to:
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Page: 1 0f 9 Approved by: Review Date: o Other:
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Purpose:

To monitor and evaluate incidents or potential incidents as they relate to consumer health and
safety, and care; to ensure timely reporting and channeling of pertinent information to
appropriate departments within the agency; to monitor the overall effectiveness of consumer
care; to aggregate and review critical aspects of care as they relate to Quality Improvement,
Utilization Review, and risk management; and to assure issues are tracked and trends are
identified and reviewed as necessary.

IL. Procedure:
A. Incident Reporting Guidelines

1. An Incident Report needs to be completed when staff either witness or are the first to
become aware/informed of an incident (defined below in section IV.) involving a
CMHA-CEI consumer who is actively receiving services. For the sake of reporting, a
consumer is considered to be actively receiving services when any of the following
occur:

a. A face-to-face intake has occurred and the individual was deemed to be
eligible for on-going service, or

b. CMHA-CEIT has authorized the individual for ongoing service, either
through a face-to-face assessment or a telephone screening, or

c. The individual is currently receiving a screening service in Crisis Services.

d. The individual has received a non-crisis, non-screening encounter.

2. All CMHA-CEI employees, contractors, employees of contractors, students, or
volunteers, who witness, discover, or are informed of incidents defined above shall:

a. Immediately take actions to protect, comfort, and assure treatment of the
consumer as necessary;

b. Immediately verbally notify the designated supervisor of death, apparent
serious injury, or serious safety issues;

c. Immediately verbally notify the Recipient Rights Office of suspected abuse
or neglect of a consumer;
Immediately verbally notify the Facility Department of serious safety issues.

e. Incident reports must be completed as soon as possible, but in no case, later
than 48 hours from when the incident occurred. Completed incident reports
will be reviewed by on-site responsible staff.




Policy # 3.3.07 Incident Reports

Page 2 of 9

When two (2) or more CMHA-CEI employees, contractors, employees of contractors,
students, or volunteers witness an incident requiring an Incident Report, one (1)
report shall be completed and signed by the witnesses. Any witness who believes
that they have a different perspective on the event from the Reporting Staff
perspective and would like to provide a different description of the incident may do
so in the body of the Incident Report.

All CMHA-CEI employees, contractors, employees of contractors, students, or
volunteers shall also adhere to reporting requirements of 1982 Public Act 519, Adult
Protective Service Act, 1975 Public Act 238, as amended, Child Protection Act, and
1988 Public Act 32, Mandatory Report of Abuse Act.

Staff of some programs (e.g., residential services) should familiarize themselves with
applicable procedures for reporting certain types of events / incidents to the
appropriate licensing or regulatory bodies (e.g. MI Department of Health and
Human Services). All incidents reported through licensing or regulatory bodies
should also be reported using CMHA-CEI's incident reporting portal.

In the case of critical incidents that are reported to the MI Department of Health and
Human Services (MDHHS), the following process occurs:

a. Monthly, the QI Reviewer runs a report from the Incident System
Application, in which all reported incidents are logged, for submission to the
Mid-State Health Network.

b. The report identifies the required critical incident categories: Suicide, Non-
Suicide Death, EMT due to Injury/Medication Error, Hospitalization due to
Injury/Medication Error, and Arrest, and the required programs as follows:

Service

Suicide | Death EMT | Hospital | Arrest

Community Living Supports (CLS)

Supports Coordination

Case Management

Assertive Community Treatment (ACT)

Homebased

Wraparound

Habilitation Supports Waiver (HSW)

Serious Emotional Disturbance (SED) Waiver

Children’s Waiver Program (CWP)

Any other service

Living Situation

Specialized Residential

Child Caring Institution (CCI)

c. The critical incident report is then uploaded to the MSHN Critical Incident
Warehouse by the last day of the month.
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Incidents that are determined to be sentinel events will adhere to the standards as
described in CMHA-CEI Procedure 1.1.14 Sentinel Events.

Where a County of Financial Responsibility (COFR) agreement exists, the COFR shall
be responsible for reporting the critical incident. If it is determined that a COFR
exists, the COFR will be contacted and provided with the necessary information to
support the reporting process.

B. Roles within the Incident Reporting System

Reporting Staff: The Reporting Staff is the CMHA-CEI employee, contractor,
employees of contractors, student, or volunteer who witnesses an incident. All
Reporting Staff enter incidents via. the web portal.

On-Site Responsible Staff: The On-Site Responsible Staff is the immediate supervisor
of the Reporting Staff. The On-Site Responsible Staff reviews the incident in the web
portal, assigns the appropriate incident categories, and notes follow-up action taken.

Program Contact: The Program Contact regularly monitors the Incident System
Application to complete required notifications, process errors, and alert the
Primary/Peer Reviewer that an incident report has been assigned. Additionally, the
Program Contact runs reports from the Electronic Health Record (EHR) to monitor
the incidents being reviewed and ensure that On-Site Responsible Staff and
Primary/Peer Reviewers are completing their required reviews.

Primary/Peer Reviewer: The Primary/Peer Reviewer reviews all descriptions and
selected categories of the incident report and ensures their accuracy, writes a
description of the follow-up action that occurred, and identifies whether or not the
incident is a potential critical or sentinel event.

QI Reviewer: The QI Reviewer reviews all critical incidents and notes any additional
follow-up activity that occurred

C. Incident Review Committees

Role of the Quality Improvement Monitoring and Evaluation Workgroup (QIMEW)

a. QIMEW includes representatives from Quality Improvement, Recipient
Rights, and Compliance.

b. Monthly, reviews all general incidents in each category for which it is
assigned responsibility.

c. Identifies any potential critical incidents requiring additional follow-up
beyond that which has already occurred.
Analyzes data for trends and notes any recommendations.

e. Reports findings to the responsible committee as required:

INCIDENT - General IR Form Committee for Review
Emergency Care for Illlness/Injury | CIRC
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Choking CIRC
Exposure to Blood/Body Fluids CIRC
Serious Behavioral Events: CIRC
Aggressive/Property Damage/Self

Injury

Arrest CIRC
Missing Recipient CIRC
Death CIRC
Other CIRC

2. Role of the Medication and Pharmacy Workgroup (MAP)

a.

MAP includes representatives from Quality Improvement, Recipient Rights,
Clinical Programs, Finance, Contracted Pharmacy Service, and the Medical
Director.

Monthly, reviews all medication incidents in each category for which it is
assigned responsibility.

Identifies any potential critical incidents requiring additional follow-up
beyond that which has already occurred.

Analyzes data for trends and notes any recommendations.

Reports findings to QICC quarterly.

INCIDENT — Medication IR Form | Committee for Review
Medication Error MAP
Missed Medication MAP

3. Role of the Critical Incident Report Committee (CIRC)

a.

o o

CIRC includes representatives from Quality Improvement, Compliance,
Recipient Rights, Clinical Programs, and the Medical Director.

Monthly, reviews general incident summary reports received from QIMEW.
Monthly, reviews each death incident report individually and other specific
critical incidents as identified by QIMEW.

Reviews status reports on sentinel event plans of correction.

Analyzes data for trends and notes any recommendations.

Report findings to QICC quarterly.

4. Role of the Quality Improvement and Compliance Committee (QICC)

a.

QICC includes representatives from Quality Improvement, Compliance,
Recipient Rights, Clinical Programs, the Medical Director, and the Chief
Executive Officer.

Quarterly, reviews general and medication IR summary reports received
from CIRC and MAP.

Analyzes data for trends and notes any recommendations.

Annually, reports findings to the Board.

D. Report Retention / Confidentiality:
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1. QIMEW Representatives will be responsible for tracking incidents. This information
will be aggregated and reported to the appropriate committee as noted above.

2. The incident report information entered via the web portal, including the initial
Reporting Staff report and the On-Site Supervisor review, will be placed in the
consumer’s clinical record in the EHR.

3. All Primary/Peer and QI reviews/analyses, including minutes collected for or by
individuals or committees assigned a peer review function, are confidential, and
NOT public record; therefore:

a. Do not appear in the clinical record.

b. Are not subject to court subpoena.

c. Disclosure or duplication is absolutely prohibited, except as provided in the
policy and procedure.

d. The risk identified if the Incident Report is not treated in a confidential
manner (e.g., circulated to persons who do not have a need know, or used for
purposes unrelated to improving quality of care) is the loss of statutory
protection.

e. A copy of this policy and procedure shall be posted on the intranet and
available in each program and residential unit directly operated by or under
contract with CMHA-CEL

II1. Responsibilities:
N/A
Iv. Definitions:

Arrest: Arrest is defined as a situation where a consumer is held or taken by a law enforcement
officer based on the belief that a crime may have been committed. The following situations are
NOT considered to be an arrest:
e Situations where a consumer is transported for the purpose of receiving emergency
mental health services, or situations where a consumer is held in protective custody.
e Situations where charges are filed, but the individual is not taken into custody.

Behavioral Event: an event by a consumer that results in serious aggression towards others,
serious property damage or serious self-injury.

Choking: The blocking of a consumer’s airway as the result of eating or ingesting foreign objects
and that requires administration of abdominal thrusts (also known as Heimlich Maneuver).

Death: Any death of a consumer, regardless of whether the death was expected or not expected.
This is per MDHHS regulations as part of their Incident Reporting System. (see Policy 3.3.8,
Report and Review of Death).

Emergency Care: For injury or illness which requires an intervention beyond first aid, i.e., urgent
care, emergency room visit, or hospitalization. Examples would include broken bones,
lacerations requiring sutures, sprains, or illnesses such as pneumonia, etc.
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Other General Incident: For incidents that do not meet the requirements of the other available
options. Should include use and unauthorized possession of weapons and unauthorized use and
possession of legal or illegal substances.

Exposure to Blood / Body Fluids: Exposure of non-intact skin or mucous membranes to blood
and/or body fluids of another.

Medication Error/Event: Any occurrence involving a medication error/event (in situation where
the medication is administered by, or under the supervision of, CEI) that places a consumer at
risk due to a variance in medication processes. Medication errors/events in situation where the
medication is not administered by, or under the supervision of, CEl, do not require the
completion of an IR.

Medication errors/events include:

1. Adverse medication reaction (Event): Harmful, unintended response to a
medication that requires emergency care.

2. Wrong dosage Administration: Medication is administered by staff in a dose that is
different than prescribed. (e.g., A person is supposed to receive two 50 mg tablets
but is only administered one 50 mg tablet).

3. Wrong person/medication Administered: A medication is administered by staff to a
consumer for whom it is not prescribed.

4. Wrong route of Administration: Medication is administered using a method other
than as prescribed (e.g., eye drops are placed in the ear).

5. Wrong Time/Day: A medication is administered more than an hour before or after
the scheduled time (e.g., A medication that is to be administered at 8 PM is
administered at 10:30 PM).

6. Missed medication: Prescribed dose is missed (e.g., 3 doses scheduled in a day,
consumer receives 2 doses).

7. Medication Administration Record (MAR) transcription error: Changes in
medications orders or administration of medication not entered onto the MAR (e.g.
according to medication count all medications were administered but the MAR has

not been signed by staff to reflect that).

8. Medication Administration Record (MAR) staff signing error: Staff failure to sign
MAR as required.

9. Medication refusal: Consumer refuses to take prescribed medications.

10. Pharmacy error: medication dispensed incorrectly or not delivered timely.
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Missing Recipient: A vulnerable consumer intentionally leaving CMHA-CEI or contract
premises without permission, or wandering away from premises without staff knowledge

NETO - Non-Exclusionary Time Out: The withdrawal of a client, or of a reinforcer that prevents
client participation in an activity for a short period of time by either by withdrawing a specific
reinforcer, or removing the client to the perimeter of the reinforcing event or activity.

Physical Intervention: A technique used by staff to restrict the movement of an individual by
direct physical contact in order to prevent the individual from physically harming himself,
herself, or others.

Search and Seizure: Search of the person or the person's property (or their living space in the
case of residential consumers) and the removal of said person’s belongings. When search and
seizure is allowed either per House Rules (House of Commons) or allowed for in the consumer’s
treatment plan, the singular act of search and seizure should not be considered a reportable
incident.

Sentinel Event: An unexpected occurrence to a recipient of services involving death or serious
physical (loss of limb or function) or psychological injury, or the risk thereof. (Risk thereof
includes any process variation that would most likely would result in a sentinel event if it
reoccurred).

Behavioral Treatment Plan: A plan that proposes to use restrictive or intrusive interventions
with individuals who exhibit seriously aggressive, self-injurious or other behaviors that place the

individual or others at risk of physical harm.

Critical Incident: A situation that might present risk of significant bodily harm or significant
property damage.

Designated On-Site Responsible Staff — Supervisor/Coordinator/Resident Manager of a Home

Incident: As used in the CMHA-CEI Incident Report (IR) means an occurrence that disrupts or
adversely affects the course of treatment or care of a consumer.

Web Portal: The web-based incident report form located at https://incident.ceicmh.org and
accessible to all CMHA-CEI staff and contracted providers.

Incident System Application: The CMHA-CEI database of all submitted incident report from the
web portal.

Monitoring and Review:

This policy is reviewed annually by the Director of Quality, Customer Service, and Recipient
Rights. It is monitored by accrediting bodies and regulatory agencies as applicable.

References:
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VII.

VIIL

IX.

MDCH Description of Event Reporting System,
https://mipihpwarehouse.org/MVC/Documentationf#Requirements

Related Policies and Procedures:

CMHA-CEI Policy 3.3.07
CMHA-CEI Policy 3.3.08
CMHA-CEI Policy 3.3.10
CMHA-CEI Policy 3.4.05
CMHA-CEI Policy 3.1.07

CMHA-CEI Policy 3.3.13 Restraint

CMHA-CEI Policy 3.3.14
CMHA-CEI Policy 1.1.14
CMHA-CEI Procedure 1.1.14

Review Log:

Incident Reporting Policy

Report and Review of Death
Confidentiality and Release of Information
Emergency Behavior Management
Temporary Suspension from Programs

Abuse, Neglect, or Mistreatment of Recipients
Sentinel Events
Sentinel Events

Review Date

Reviewed By

Changes (if any)

10/14/86
05/10/90
02/14/91
02/21/92
02/09/93
06/09/93
09/30/98
03/16/04
05/28/05
01/01/11
01/04/11
05/05/14
01/31/16

3/31/17

QIMEW, QCSRR
Director

Changes to make more clear of process, update to
reflect new process of committee reviews.

3/29/18

QCSRR Director

No Changes

3/19/19

QCSRR Director, QI
Specialist

Minor grammatical changes

3/13/2020

QI/UM Coordinator

Updated II.A.2.e. timeframe of reporting incident
to be consistent with contract language.

Attachments:

A. CMHA-CEI Quality Improvement Committee Organization Chart
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Incident Type Definitions

Death: Any death of a consumer, regardless of whether the death was expected or not expected.

Arrest: Arrest is defined as a situation where a consumer is held or taken by a law enforcement officer based
on the belief that a crime may have been committed.

Missing Recipient: A vulnerable consumer intentionally leaving CMH or contract premises without
permission, or wandering away from premises without staff knowledge

Choking: The blocking of a consumer’s airway as the result of eating or ingesting foreign objects and that
requires administration of abdominal thrusts (also known as Heimlich Maneuver).

Exposure to Blood/Body Fluids: Exposure of non-intact skin or mucous membranes to blood and/or body
fluids of another.

Emergency Care: For injury or illness which requires an intervention beyond first aid, i.e., urgent care,
emergency room visit, or hospitalization. Examples would include broken bones, lacerations requiring
sutures, sprains, or illnesses such as pneumonia, etc.

Other: For incidents that do not meet the requirements of the other available options. Should include use and
unauthorized possession of weapons and unauthorized use and possession of legal or illegal substances.

Behavioral Event: An event by a consumer that results in serious aggression towards others, serious property
damage or serious self-injury. Must note if the event involved non-exclusionary time out, physical
intervention, and/or search and seizure.

Medication Error/Event: Any occurrence involving a medication error/event (in situation where the
medication is administered by, or under the supervision of, CEI) that places a consumer at risk due to a
variance in medication processes. Medication errors/events in situation where the medication is not
administered by, or under the supervision of, CEI, do not require the completion of an IR.

Medication errors/events include:

e Adverse medication reaction (Event): Harmful, unintended response to a medication that requires
emergency care.

e Wrong dosage administration: Medication is administered by staff in a dose that is different than
prescribed. (e.g. A person is supposed to receive two 50 mg tablets but is only administered one 50 mg
tablet).

e Wrong person/medication administered: A medication is administered by staff to a consumer for
whom it is not prescribed.

¢ Wrong route of administration: Medication is administered using a method other than as prescribed
(e.g., eye drops are placed in the ear).

e Wrong time/day: A medication is administered more than an hour before or after the scheduled time
(e.g., A medication that is to be administered at 8 PM is administered at 10:30 PM).

¢ Missed medication: Prescribed dose is missed (e.g., 3 doses scheduled in a day, consumer receives 2
doses).

e Medication Administration Record (MAR) transcription error: Changes in medications orders or
administration of medication not entered onto the MAR (e.g. according to medication count all
medications were administered but the MAR has not been signed by staff to reflect that).

e Medication Administration Record (MAR) staff signing error: Staff failure to sign MAR as required.

e Medication refusal: Consumer refuses to take prescribed medications.

e Pharmacy error: medication dispensed incorrectly or not delivered timely.
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Report Incidents Here: https://incident.ceicmh.org

Consumer

When you report an
y p Client Code 000000

incident remember to put
the consumer’s name here: ™ First Name est

Last Name |test

And to put your name where it says: Reporting Staff Signature

Incident / Select the correct reporting form by choosing the incident type

Type d

Location

(mm/dd/yyyy) Time (eg. 22:25 or 10:25pm)

Enter the location, date, and time of
where/when the incident occurred, not
where/when you are completing the report.

When completing an incident report select the appropriate incident type to
the best of your abilities. See the other side of this sheet for incident type
definitions.

If completing a medication incident report, as the reporting staff,
please use this box to leave any comments:  f instructions were not followed, explain

4

. . .. . . On-Site responsible staff comments
When reviewing the incident report, as the on-site supervisor,
please ensure that you leave a description of follow-up action

. . . P
that occurred in response to the incident: On-Site responsible staff Signature Signature Date

If you have questions when completing an incident report please contact:

Emily Wollner
517 346-9512
wollner@ceicmh.org
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Title: 3.6.10B Limited English Proficiency
Subject: Recipient Rights
Section: Clinical

Related Policies: | 3.6.10 Nondiscrimination in Service Provision

Policy: o Issued by: Effective Date: | Applies to:
Procedure: X Director of Quality, Customer 6/01/02 X All CMHA-CEI staff
Services and Recipient Rights X Contract Providers
Page: 1 of 3 Approved by: Review Date: o Other:
N/A 3/2/20
Purpose:

To reduce barriers for beneficiaries of CMHA-CEI services who have limited ability to
understand, speak, read, and write English (Limited English Proficient [LEP]) and ensure
meaningful and equal access to programs, services and benefits throughout the operations of the
affiliation and its provider network.

II. Procedures:

CMHA-CEI providers must ensure that beneficiaries who are LEP, visually and/or hearing
impaired can effectively communicate the relevant circumstances of their situation, are given
adequate information about services and benefits, and are able to receive those services and
benefits for which they are eligible.

A. CMHA-CEI will assure that designated employees and members of its provider network
have the ability to obtain appropriate interpretation, translation, and or communication
services or technical equipment to meet the needs of beneficiaries in their service areas.

B. CMHA-CEI will ensure that written materials (including vital documents) will be translated
for each eligible LEP demographic group that constitutes ten percent (10%) of the current
census population.

C. CMHA-CEI will ensure that, at a minimum, vital documents will be translated for LEP
demographic groups that constitute five percent (5%) of the current census population.

D. CMHA-CEI will ensure that LEP demographic groups of less than 100 persons receive
written/oral notice of their right to receive competent oral translation of written materials.

E. CMHA-CEI will ensure that outside contract agencies used for interpretation/translation
services sign a Confidentiality Agreement binding the organization and its employees to
observe and protect the confidentiality rights of consumers of affiliate services.

F.  CMHA-CEI will have effective methods for notifying persons who are LEP, visually, and/or
hearing Impaired of their right to language assistance and the availability of such assistance
free of charge. This notification may include, but is not limited to, language identification
cards, posting and maintaining signs in regularly encountered languages other than English
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III.

in waiting rooms, reception areas and other initial points of entry, inclusion of statements
about the services available and right to free language assistance services, in appropriate
non-English languages, in brochures, booklets, outreach and recruitment information,
uniform procedures for timely and effective telephone communication between staff and
persons who are LEP.

Employees of CMHA-CEI shall not use friends, minor children, or family members as
interpreters. If, after informing the LEP person of the right to free interpreter services, the
person declines such services and requests the use of a family member or friend, CMHA-CEI
may use the family member or friend if the use of such a person would not compromise the
effectiveness of services or violate the LEP person’s confidentiality. Even if the LEP person
elects to use a family member or friend, the CMHA-CEI employee should suggest that a
trained interpreter sit in on/listen to the contact to ensure accurate interpretation. CMHA-
CEI employees must document the offer and declination in the LEP person’s record.

CMHA-CEI will ensure that designated staff are provided training relevant to accessing
appropriate interpretation services in an expedient and professional manner, as well as
where and how to obtain materials and equipment that will assist in other forms of

communication.

CMHA-CEI will ensure that the identified language/communication needs of a beneficiary
who is LEP, visually and/or hearing impaired will be documented in the person’s clinical
record.

Definitions:

A.

Limited English Proficient (LEP): A person who is unable to speak, read, write or
understand the English language at a level that permits them to interact effectively with
health care providers and social service agencies. For the purposes of this policy, LEP will
also apply to individuals whose primary form of communication is something other than the
oral English language.

Interpretation: The oral transmittal of a message from one language to another, considering
dialect, culture and nuance.

Translation: The written interpretation of a message from one language to another,
conveying the original meaning of the text with linguistic precision.

Communication: The effective transmission of messages using spoken language, Braille,
American Sign Language, or available technology as necessary.

Population/Service Area: Includes any beneficiary who may potentially receive services
from CMHA-CEI and its providers.

Vital Documents: Vital documents may include, but are not limited to, applications, consent
forms, releases of information, important information regarding participation in a program,
treatment plans, notices pertaining to the reduction, suspension, denial, or termination of
services or benefits, notice of the right to appeal such actions or that require a response from
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beneficiaries, notices advising of the availability of free language assistance, and other outreach
materials.

IV. Monitor and Review:

VL

VIIL

This procedure is reviewed annually by the Director of Quality, Customer Services and Recipient
Rights. This procedure is monitored by accrediting bodies and regulatory agencies as applicable.

References:
A. Title VI of the Civil Rights ACT of 1964 and Title VI regulations.
B. HHS Executive Order 13166: Improving Access to Services for Persons with Limited

English Proficiency, issued in 2000.
C. Michigan Department of Community Health Medicaid Specialty Services and Support
Contract: Section 15.7, Limited English Proficiency.

Review Log

Review Date Reviewed By Changes (if any)

10/04/04 06/23/05 --- ---

04/23/08 04/15/11

04/28/14 12/06/16

1/4/17 QI Specialist, Access | Minor Updates of wording, change to new
Supervisor format

1/8/18 LEP Staff, QI No changes
Specialist

2/22/19 QCSRR Director, No changes
Compliance
Specialist, QI
Specialist

3/2/20 QCSRR Director, No changes
Compliance Officer,
QI Specialist

Attachments None.
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Title: 3.3.25 C, Medical Procedures and Treatment Completed by CMH Staff and at CMH Sites
Subject: CONSUMER TREATMENT, TRAINING, AND LIVING
Section: Clinical
Policy: o Issued by: Effective Date: | Applies to:
Procedure: X Medical Director 05/19/14 X All CMHA-CEI staff
X Contract Providers
Page: 1 of 4 Approved by: Review Date: o Other:
Program and Clinical Services (PCS) 05/12/20
Purpose:

The purpose of this procedure is to provide guidance to staff working in CMHA-CEI operated and
contract licensed foster homes, community living supports (CLS) sites, day programs, and all other
facilities in which CMHA-CEI staff or contractors are providing care regarding which medical
procedures are allowed or not allowed at sites and/or can or cannot be performed by non-medical
staff.

I1. Procedures:

The following procedures are addressed for the purpose of educating home and day program
staff regarding areas of responsibility.

A. Intravenous lines (IVs) are not allowed in a CMHA-CEI setting unless placed by a visiting
nurse/registered nurse (RN), constantly monitored for the duration of the infusion by a nurse,
and removed prior to the nurse leaving and the patient returning to regular activities.

B. Peripherally Inserted Central Catheters (PICC lines) are not allowed in CMHA-CEI settings
unless the line is completely covered and cared for by a visiting nurse or RN. The patient
may also receive infusions through the PICC line at an infusion center. The individual must
be compliant, and visiting nurses or infusion center visits must be ordered at time of
discharge from the medical facility. Visiting nursing or infusion center care must continue for
the duration of treatment.

C. Peritoneal Dialysis Treatment is not allowed to be completed by CMHA-CEI sites, with the
exception of individuals residing at our medical home, Coleman Road, which has 24-hour
nursing.

D. Subcutaneous ports are accepted, but treatment and all access must be completed by a RN.

E. Tracheostomies are not allowed in group homes, with the exception of those individuals
residing at our medical home, Coleman Road, and with the stipulation that the tracheostomy
does not require 24-hour nursing care. The only exception is if the consumer lives
independently and is able to care for themselves (as determined by medical personnel, such
as a doctor or nurse).
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F. Deep or tracheostomy suctioning is not allowed, with the exception of the medical home,
Coleman Road. Oral cavity suctioning is allowed but only with a marked catheter.

G. Use of a continuous positive airway pressure device (C-PAP) on vent mode is not allowed,
with the exception of medical home, Coleman Road. C-PAP on non-vent mode is allowed.

H. Oxygen is accepted but only with specific criteria and no clinical judgment required of
CMHA-CEI or group home staff.

I.  An Automated External Defibrillator (AED) can be used. Staff will be provided training as
appropriate.

J. Intramuscular injections are not allowed unless given by a visiting nurse, other RN, or
physician, with the sole exception of auto-injectors, such as Epi-Pens.

K. Subcutaneous (sub-q or sq) injections are only permitted if staff are trained by a RN or have
provided evidence acceptable to the medical director and human resources department of
equivalent training and ability.

L. Fingerstick blood glucose monitoring devices (such as Glucometer and Accu-check) — staff
must receive general training, which does not have to be client specific. Acceptable training
will be determined by the human resources department, in consultation with the medical
director.

M. Insulin may be administered only after the staff member providing the injection receives
training by a RN. Sliding scale insulin is allowed but there must be specific orders with
regard to dose and timing. Non-medical staff cannot use medical judgment as to the
appropriateness of insulin.

N. All patients with insulin-dependent diabetes mellitus IDDM) must have podiatry
ordered. Staff are not to cut toenails for patients with IDDM.

O. Catheters:
1. Condom and external catheters are allowed with individual-specific training required.
2. Indwelling catheters are acceptable, but the catheters cannot be removed, replaced, or
irrigated by staff. The restrictions on indwelling catheters do not apply at the medical
home, Coleman Road.
3. General catheter care and peritoneal care can be completed by staff.
All urinary drainage bags can be changed and emptied by staff.
5. Gravity irrigation of urinary catheters may only be performed when a specific fluid
quantity is ordered and the specific staff member has been trained by a RN.
6. Suprapubic catheters can be accepted in a group home, but removal, replacement, and
irrigation must be completed by a RN.
7. Straight catheterization will be reviewed and determined on a case by case basis.
8. Urostomy and colostomy seals and bags can be changed and emptied by staff once
trained.

=
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III.

IV.

VI

P. Dressings
1. Can be changed by staff using topical medications only.
2. Staff are not allowed to pack wounds, check for tunneling, debride (remove dead,
damaged, or infected tissue), or to remove drainage tubes.
3. Staff are not allowed to remove stitches or staples, with the exception of designated staff
at our medical home, Coleman Road.

Q. Gastrostomy (G) & Jejunostomy (J) tubes — Staff can administer tube feedings, water, and
medications via bolus, gravity or pump once they have been trained by a RN. Staff can
change an extension tube only.

R. Chest tubes are not allowed in CMHA-CEI homes.

S. Prosthetics devices can be managed by group home staff and consumers once they are
trained by an appropriate professional.

T. Hospice care is allowed in a group home if ordered by a physician and approved by the
individual and/or guardian.

U. For information on Do Not Resuscitate (DNR) orders, please see CMHA-CEI procedure 3.6.7
“Advance Directives”.

V. Application:
All CMHA-CEI sites, staff, and contractors. Recognition is made that in rare cases a patient’s
foster, adopted, step-, or biological family members may act as contractors for CMHA-CEI
while providing care for that patient. In those cases, a waiver to specific restrictions of this
procedure may be sought by contacting the medical director’s office.

Definitions:

N/A

Monitor and Review:

This procedure is reviewed annually by the Medical Director. This procedure is monitored by
accrediting bodies and regulatory agencies as applicable.

References:
Michigan Public Health Code

Related Policies and Procedures:

CMHA-CEI Policy 3.3.25 Person-Centered Planning
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VIL

VIIL

CMHA-CEI Policy 3.3.23
CMHA-CEI Procedure 3.6.23
CMHA-CEI Procedure 3.5.1
CMHA-CEI Procedure 3.3.26
CMHA-CEI Procedure 3.6.7

Title: Medical Procedures and Treatment Completed by
CMHA-CEI Staff and at CMHA_CEI Sites

Level of Care System
Services Suited to Condition
Medication

Training for Staff

Advance Directives

Review Log:
Review Date Reviewed By Changes (if any)
03/22/17 Medical Director Updated to New Format
4/2/18 Medical Director Updated to standardize language to
“CMHA-CEI” throughout procedure
04/22/2019 Medical Director, QI Updated remaining references to “CMHA-
Specialist CEI”
05/12/20 Medical Director, QI No changes
Specialist
Attachments:

N/A
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Page: 1 of 17 Approved by: Review Date: o Other:
N/A 5/12/20
I Purpose:

IL

To provide guidelines for medication administration, storage, and prescription, as well as other
issues related to medication in Community Mental Health Authority of Clinton, Eaton and
Ingham Counties (CMHA-CEI) directly operated and contract service sites where staff are
responsible for administering medications.

All staff are responsible for safeguarding and administering prescribed and over-the-counter
medications to recipients in accordance with instructions given by the recipient’s physician (or
other prescribing professional). Controlled substances will be secured, monitored, and kept only
in the quantity and for the time absolutely necessary to meet the need of the recipient for whom
the controlled substance was prescribed.

Procedure:

A. Medication Storage, Administration, and Preparation

1. Medications shall be provided in a safe and sanitary manner.

All prescribed and over-the-counter medications, including refrigerated medications,
shall be stored in a clean, dry, and locked area designated specifically for medications.
All prescription medications are kept in pharmacy labeled packaging. Poisons, external
drugs, oral prescription drugs, and over the-counter drugs are stored in separate
containers. Medications should not be exposed to extreme temperatures. Controlled
substances will be double locked (e.g. held in a locked area within the locked medication
storage area). Please see Section C of this procedure for further information on controlled
substances.

3. Medications shall be prepared and administered by a person licensed to prepare and
administer medication or by a person who is currently trained by CMHA-CEI to prepare
and administer medications.

4. For recipients in residential or formal day program settings, staff are responsible for
administering medications unless an individual recipient has an approved program plan
for self-medication. In this situation staff remains responsible for the daily supervision
and documentation as indicated. If there is no approved program plan, recipients are
expected to turn over all medications, both over-the-counter and prescribed, to staff upon
arrival at the program.

5. All medication will be administered and documented for one recipient at a time. All
medications administered are documented on the Medication Administration Record
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10.

11.

12.

(MAR). For each medication the MAR will list the name of the medication, dosage,
frequency, and instructions for use. The staff administering the medication will insure
that the right recipient is receiving the right medication, the right dose, at the right time,
in the right route.

Each staff member administering medication will complete the CMHA-CEI medication

or approved equivalent training. Staff members who are medical professionals, such as

physicians and nurses, may be exempt from this requirement by virtue of their training,
at the discretion of the Medical Director. In the event an untrained staff member is
responsible for administering medications, the staff member is to consult by telephone
with the on-call supervisor for direction.

Upon discharge from a program in which CMHA-CEI staff store and administer

medications, the recipient shall ordinarily be provided with only those medications

currently prescribed.

a. If, however, the recipient brought additional medication with them to the program
upon admission, the recipient should be encouraged to allow staff to destroy all such
medications not currently prescribed to the recipient. Pursuant to current guidance
(as of April 2017) from the state recipient rights office, if the recipient does not want
such medication destroyed, it must be given to the recipient. In such a case, staff
must consider whether allowing such disbursal of medication would pose sufficient
risk to the recipient or others that the discharge must be reconsidered.

b. Additionally, enough medication should be made available to the recipient to allow a
reasonable amount of time to establish care with another provider.

All medication will be administered within one hour of the prescribed time. In the event

this does not occur the responsible staff will consult one of the following resources and

complete the direction indicated.

a. Physician

b. Registered nurse (R.N.)

c. CMHA-CEI pharmacist

Staff is responsible for observing the recipient to ensure the medications are properly

ingested or otherwise utilized.

Staff are responsible for monitoring and documenting the effects, side effects and adverse

effects of prescribed medications and reporting the observations to the appropriate team

member (prescriber, R.N., or Case Manager).

Only prescribed medications shall be administered except in an emergency. In an

emergency, orders from the Emergency Medical Services dispatch shall be considered to

be prescribed.

All medications brought into programs that are non-residential and non-formal day

programs should be kept secure by the person bringing them into the program. This

includes recipients and persons accompanying recipients. Recipients and the persons
accompanying them shall not provide medications to any person, except as expected and
appropriate as part of their job or caretaking duties, based on a valid prescription, other
order, or over-the-counter medication package labelling.

B. Disposal of Non-Controlled Substance Medications
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1. For storage, administration, and disposal of controlled substances, follow the instructions
under section C of this procedure (Storage, Administration, and Disposal of Controlled
Substances).

2. Non-controlled substance medications, if dispensed by Ascension Pharmacy, may be
identified by prescription numbers beginning with 6 or 16.

3. If anon-controlled substance medication is discontinued, has expired, or is otherwise no
longer needed but is still in its original container, staff shall return the medication to
Ascension Pharmacy as below, if it was dispensed by Ascension Pharmacy.

1. Fill out the “Medication Return Form” available from Ascension Pharmacy.

2. Place medications in box or tote, leaving medications in their original labeled
prescription bottles or cards. Give the unwanted medications to the pharmacy driver the
next time they are at your facility or bring the unwanted medications to Ascension
Pharmacy.

4. If a non-controlled substance medication is discontinued, has expired, or is otherwise no
longer needed but is still in its original container, staff shall contact the dispensing pharmacy
to determine if the pharmacy has a program to dispense of unwanted/unneeded medications.
a. If the pharmacy has a medication disposal program, the directions for that pharmacy’s

program should be followed.

b. If the pharmacy does not have a medication disposal program, the medications should be
brought to Ascension Pharmacy and placed in the appropriate disposal container as per
direction of Ascension Pharmacy staff.

5. If a non-controlled substance medication has been dropped and/or contaminated, staff shall
dispose of the medication by doing the following:

a. Place the medication in the container that has been designated for such a purpose and
labeled as such by the facility or pharmacy.

b. At least once a month, the facility’s non-controlled substance medication disposal
container shall be brought to Ascension Pharmacy and the medications contained therein
placed in the secure medication disposal container provided by the pharmacy.

c. At the time that the medication is placed in the facility’s disposal container (not the
container at Ascension Pharmacy), the employee will sign the MAR indicating the name
of the medication, the strength, the number disposed, the method, and the reason for
disposal.

C. Storage, Administration, and Disposal of Controlled Substances

1. All controlled substances must be stored in a locked container inside the locked
medication cabinet.

2. Controlled substances must be counted at the end of every shift and the count recorded
on the MAR. If there is a discrepancy between the count and the amount that should be
present according to the MAR, the on-duty staff member shall contact their supervisor.
In addition, the discrepancy must be reported to the pharmacy on the first business day
following discovery and an incident report completed.
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3. Controlled substances, when discontinued or otherwise requiring disposal, such as if
expired, dropped, and/or contaminated, must be disposed of by one of the two following
methods:

a. Disposal in a secure medication disposal container:

1) This is the preferred disposal method but may be impossible for some homes due
to staffing issues.

2) To dispose of medication in this manner, leave the medication in its original
container, bring the medication to Ascension Pharmacy at the CMHA-CEI Jolly
Road facility, and two CMHA-CEI or contract facility staff place the discontinued
medication in the secure medication disposal container provided by the
pharmacy.

b. Destruction in the home:
1) Two staff pour the discontinued controlled substance into a sealable plastic bag.
If the medication is solid (pill, capsule, etc.), crush it and/or add water to dissolve
it.
2) Add kitty litter, sawdust, coffee grounds (or any other material that makes it less
appealing for pets, children, or other recipients to eat) to the plastic bag.
3) Seal the plastic bag and put it in the trash.

¢.  No matter which disposal method is chosen, two staff must count the medication (or
note the volume, if a liquid) immediately prior to destruction.

d. Once the medication has been destroyed or placed in the disposal container, remove
and destroy ALL identifying personal information (prescription label) from all
medication containers before recycling them or throwing them away.

e. Staff who perform the destruction or secure disposal will document on the
Medication Administration Record (MAR):
1) Name of the medication

2) Number/amount of medication destroyed (43 pills, 4 oz, etc)
3) Method of destruction
4) Date, time and signature(s) of staff involved.

f. Note that controlled substances, if dispensed by Ascension Pharmacy, may be
identified by prescription numbers beginning with 2, 4, 12, or 14.

D. Administration of Sub-Cutaneous Injections

All staff administering sub-cutaneous injections will be trained by R.N. staff. The R.N. will be
present and supervise each staff member until they are able to administer an injection safely
and appropriately. In addition, all staff will be trained on the following:

1. Cleaning, preparation, rotation, and monitoring of the skin site.

2. Types of insulin (as applicable).
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3. Appropriate disposal of needles and syringes.
4. How to accurately measure medication dosage.

E. Transferring of Medications to be administered at an alternate site.

When possible, prescribers will be encouraged to prescribe medications so that
administration will occur at a single location (e.g. the residence of the recipient)

If a medication must be administered at more than one site, the primary site where
medication is received and stored shall transfer medications to the secondary site in the
following manner:

e Sent in original containers (as provided by pharmacy or as purchased for over
the counter medications)

e Handed directly to receiving staff by staff from the transferring location

¢ A medication transfer receipt shall be signed by both staff and a copy maintained
by each.

e Transferred medication will be immediately placed in locked storage as required.

¢ Medication transferred for a recipient from a home to school, work activity, or
day activity program will be sent with a copy of the written order.

When medications are transferred from one CMHA-CEI program/site to another, the staff
transferring the medication will present the medication to the staff receiving the medication
and will complete a medication transfer log which includes a count of the medications
transferred and a signature of both staff.

F. Documentation of Medication Administration

1. A written order completed by a licensed medical professional is required for all prescribed
and over the counter medications. Verbal orders for new medications or changes in
medications are given by the prescriber to a nurse or pharmacist. The nurse or pharmacist
then provides instruction to staff. Verbal orders will be signed by the prescriber at or prior to
the next appointment with the recipient. Records of all current prescribers’ orders are
maintained in the Medication Administration Record (MAR) or the designated section of the
Consumer Record.

2. Administration of medication by CMHA-CEI staff shall be noted on the recipient’'s MAR
immediately after the medication is administered. For facilities utilizing paper MARs, the
staff member who administers the medications initials the chart for the appropriate date and
time to indicate the medication has been administered. Initials are cross referenced with the
signature of the assigned staff member (usually on the back of the MAR). If a facility is
utilizing an electronic MAR, the instructions for that system shall be followed.

3. At the start of each shift the assigned staff member is responsible for checking the MAR for
the previous shift. If the MAR is not completed as scheduled, staff should refer to Section G,
#2 of this procedure, “Failure to Document Medication”.
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4. All changes to medications need to be transcribed on the MAR and reviewed by another
employee and initialed. For discontinued medications a line should be drawn across the chart
and noted as Discontinued (DC’d). For facilities utilizing an electronic MAR the processes
for that system shall be utilized.

5. A directions change sticker will be placed on the existing medication container, but placing
the sticker so the name and dosage of the medication is still visible. Stickers are available
from the pharmacy.

G. Medication Administration Errors and Problems

1. Late Medications
In the event a medication is not administered according to the prescriber’s instructions the
responsible staff member will consult one of the following resources and complete their
direction as indicated.
a. Physician
b. Registered Nurse
c. CMHA-CEI pharmacist

If the direction is to skip the next dose, the staff member documents the skipped medication
on the MAR and completes the incident report, including noting all follow up actions taken.

2. Failure to Document Medication
In the event that a staff member observes a blank on the MAR during a period when the
medication should have been administered, the staff member attempts first to contact staff
members on duty during the previous shift to find out if the medication was administered or
missed.

a. If the medication was missed, the staff member follows the instruction listed above in the
Late Medication Section of this procedure.

b. If the medication was administered but not documented, the staff member initials the
chart with his/her initials and documents the previously scheduled individual who
administered the medication (e.g. BB for JS).

c. If staff members from the previous shift cannot be contacted the responsible staff
member does a pill count to determine whether the medication was administered. If the
pill count indicates that the medication was administered, the staff member initials using
only his / her initials and writes the comment “according to pill count” If the count
indicates the medication was missed staff follows the instructions listed below in the
Medication Errors Medication in Section of this procedure.

3. Medication Errors (Missed Medication/Wrong Dosage/ Wrong Time / Receipt of Wrong
Medication/Wrong Route)
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In the event that a resident does not receive a medication as prescribed or is incorrectly
medicated, the responsible staff person contacts one of the following resources and records
their direction and action taken.

a. Physician

b. Registered nurse

c. CMHA-CEI pharmacist

The error is documented in the CMHA-CEI incident reporting system, including the follow
up action taken.

4. Refusal of a Medication

If a resident is offered their scheduled medication and they refuse the dosage, the staff
member will continue to offer the medication to the resident every 10 minutes for the next
hour. If after an hour the resident continues to refuse the medication, the staff member will
contact one of the following resources to determine how critical it is for the resident to
receive the medication.

a. Physician

b. Registered nurse

c. CMHA-CEI pharmacist

Instructions by the health care provider must be documented in the clinical record and
followed as stated.

When contacting the CMHA-CEI pharmacist after-hours for refused medication leave the
following information on the pager:

a. Contact telephone number

Name of the home/residence

Name of the recipient who refused

Name and dose of each medication refused

Time that the medication was due

o an o

If the medical professional indicates that it is imperative the recipient receive the medication,
the staff member contacts a supervisory staff for instructions. If it is not possible to
administer the medication, the staff member transports the resident to the nearest hospital
emergency room for assistance. The incident is documented in the CMHA-CEI incident
reporting system, including the follow up action taken.

5. Repeated refusals of medication

When a recipient refuses to take the same medication(s) 2 or more times in a 24-hour period

or 4 or more times in a week, the following will be done:

a. The prescriber shall be notified on the first business day of the refusals. Staff should seek
written guidance from the prescriber on what action, if any, should be taken when the
recipient has frequent refusals.
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b. The case manager/supports coordinator shall be notified on the first business day of the
refusals. An amendment to the person-centered plan should be considered to address
the medication refusals.

c.  When addressing repeated refusals from the same recipient the pharmacist on-call will
direct staff whether it is necessary to contact the pharmacist upon subsequent refusals.
The pharmacist will provide information on how staff should document any future
refusals and instruct staff to continue to submit incident reports, if needed. Should the
recipient refuse any medication more than five times in a month, the extended refusals
must be addressed with the prescriber/case manager. The responsible staff will then
contact the prescriber and case manager on the first business day following the
pharmacist directive to seek clarification and direction. The prescriber or prescriber’s
designee may provide further information regarding ongoing appropriate
documentation and need for further incident reports for additional refusals.

Adverse Drug Reactions

In the event the recipient experiences a severe adverse reaction, staff will call 911 and provide
emergency care as needed. An incident report will be completed by the involved staff. On
the first business day following a severe adverse reaction, staff shall notify:

a. Pharmacy

b. Prescribing physician
c. CMHA-CEI Medical Director

Other medication issues
For issues involving medications that do not require an incident report, as noted above,

information regarding the situation can be sent to the CMHA-CEI Medication and Pharmacy
committee via secure email at MAP@ceicmh.org

H. Preparation and Cleaning of Medication Administration and Storage Area

Medication storage areas are cleaned at least once per month with a freshly prepared bleach
solution.

Medication administration areas are cleaned daily with soap and water, sprayed with a
bleach solution, air dried, and then rinsed. The cleaning is documented.

A clean cloth is used for each area cleaned. Cleaning cloths are washed with %2 cup of bleach
added to the wash cycle.

I. Responsibilities of the On Site Leader

Each program site must designate a staff person responsible for the oversight of medication
administration. Typically this is the home manager, team leader, site coordinator, or senior staff
member. The onsite leader is responsible for the following duties:

1.

Ensure that written orders are on site and filed in the MAR book or Health section of the
Consumer Record.

Ensure medications are ordered and available as prescribed.

Review MAR each shift worked.
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Ensure errors are followed up in the appropriate manner.

Ensure errors are reported in the CMHA-CEI incident reporting system.

Ensure the staff administering medications have been trained.

Ensure discontinued/dropped medications are appropriately disposed of.

Ensure emergency numbers (poison control, physician, and after hours pharmacy) are posted

in the medication administration area.

9. Ensure proper storage of medications.

10. Ensure proper cleaning of the medication storage and administration areas.

11. Upon receipt of pre-printed MAR, review the MAR for accuracy and completeness.

12. Ensure accuracy of transcription of medication changes to the MAR.

13. Ensure the effectiveness and side effects of the medication are reported to the appropriate
team members and prescriber.

J. Prescription of Psychotropic Medication

The following procedures shall apply to all psychotropic medication prescribed by
CMHA-CEI employed or contracted prescribers.

Medication shall not be used as a substitute for other appropriate treatment, as
punishment, or for staff convenience. A comprehensive treatment plan should be
employed whenever appropriate. Other modalities of intervention include various forms
of psychotherapy, psychosocial rehabilitation, etc. The role of medication treatment as
well as its goals and limitations must always be borne in mind within the context of a
comprehensive treatment plan.

When appropriate the prescriber will review alternatives to medications and alternative
medications with the patient.

Program plans using psychotropic medications for behavior control purposes, and when
the target behavior is not due to an active psychiatric disorder, not including the
neurodevelopmental disorders, as described in the current edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM), must be reviewed and approved by the
CMHA-CEI Behavior Treatment Committee.

Psychotropic medication may be administered to prevent physical harm or injury in the
absence of other target symptoms only after signed documentation of the prescriber is
place in the resident’s clinical record and when the actions of the resident or other
objective criteria clearly demonstrate to the prescriber that the resident poses a risk of
harm to self or others.

Upon intake the prescriber shall review past medication use (including effectiveness, side
effects, and allergies or adverse reactions), co-existing medical conditions, use of alcohol
or other drugs, use of over the counter medications, and special dietary needs and
restrictions associated with medication use.

Prescription of anxiolytics/sedative-hypnotics shall generally be the responsibility of the
patient’s primary care physician except when used in conjunction with other medications
prescribed by CMHA-CEI prescribers or as an adjunct to other treatment approaches
(outpatient therapy, day programs, etc.). CMHA-CEI prescribers shall not prescribe
anxiolytics/sedative-hypnotics for persons not receiving other services.
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10.

11.

12.

13.

14.

Written or electronic orders shall be completed for all medications prescribed by CMHA-
CEI physicians. Prescriptions shall be written on CMHA-CEI prescription forms,
prescribed electronically through CMHA-CEI’s current electronic prescribing system, or
printed on appropriate paper via CMHA-CEI’s current electronic prescribing system. All
medications prescribed shall be recorded in the patient’s clinical record (including the
dosage, dispensing instructions, and quantity of medication prescribed). Each medication
order will have a specific expiration date, minimal duration as determined by the
prescriber’s prescription, and number of refills. Safe termination of a medication will be
determined at the discretion of the prescriber in accordance with accepted clinical
practice and guidelines.

Prescriber orders will be provided to a pharmacy by one of the following methods:

a.On a tamper resistant prescription given to the patient/designee to take the
pharmacy of their choice.

b.On a tamper resistant prescription mailed to the pharmacy of the patient’s choice
by clinic staff.

c. Faxed to the pharmacy of the patient’s choice by clinic staff.

d.Called to the pharmacy of patient’s choice by a nurse or prescriber.

e. Via electronic prescribing.

Nursing staff shall call, fax, or electronically submit prescriptions to the pharmacy

only with a specific order from a CMHA-CEI prescriber or under the purview of

current standing orders signed by a prescriber.
Before initiating a course of psychotropic medication treatment, the prescriber or a
licensed health care provider acting under the delegated authority of the prescriber shall
explain the specific risks and most common adverse effects associated with that drug.
Prescriptions for controlled substances will be written in accordance with all Federal and
state laws.
Involuntary administration of psychotropic medications (otherwise known as “psychotropic
chemotherapy”):

a. Patients/guardians shall provide consent for medication prior to the
administering of any medication. Physicians may, however, without the consent
of the patient, prescribe or administer medication in order to prevent a recipient
from physically harming themselves or under a court order.

b.Initial administration of psychotropic medication may not exceed 48 hours
without consent of the patient/guardian. The duration of the use of psychotropic
medication administered without consent shall be as short as possible and at the
lowest possible dosage that is therapeutically effective. Psychotropic medication
administered without consent shall be discontinued as soon as there is little
likelihood that the recipient will pose a risk of harm to themselves or others.
Additional psychotropic medication may be prescribed and administered if the
recipient decompensates and again poses a risk to themselves or others.

A written summary of common adverse effects of the prescribed medication shall be
given to the patient and/or guardian. This will generally be provided by the pharmacy
filling the prescription for a medication.

Prescribers shall take into account the patient’s insurance benefits and ability to afford or
otherwise obtain a mediation when making decisions about prescribing. When
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15.

16.

17.

18.

19.

20.

21.

22,

23.

appropriate, prescribers will review the availability of indigent drug programs or use of
samples.
MDHHS standards shall guide the prescription, administration, and monitoring of
psychotropic medication. Reasons and/or justification for deviation from these guidelines
shall be documented in the clinical record.
Baseline and periodic studies shall be performed in accordance with the pharmacology of
the specific drug used. The exact laboratory test(s) required shall be determined by
clinical judgment after considering the patient’s medical and drug histories,
pharmacology of the medication to be used, and the anticipated duration of medication
use.
While monotherapy is preferred, it is also widely recognized that multiple medications,
including medication prescribed off-label, may be needed to treat many psychiatric
symptoms and conditions. When two or more psychotropic medications are used, the
prescriber shall document in the clinic record the justification, as well as the rationale, for
the concomitant use of two or more psychotropic medications. Additional psychotropic
medications for associated symptoms, e.g., insomnia, anxiety, and so forth, shall be used
only when the primary psychotropic medication is not controlling such symptomes.
Patients shall be expected to comply with treatment by taking medications as prescribed.
Non-compliance shall be addressed as a treatment issue.
It is the responsibility of the staff person responsible for coordination of the patient’s plan
of service and/or the team nurse to monitor significant changes in target symptoms and
behaviors, side effects, and adverse reactions. Effects observed or reported by the
patient/guardian/direct care staff/caretaker shall be recorded and brought to the attention
of the prescriber.
Clinical staff, including the prescriber, shall review the efficacy of the psychotropic
medication as appropriate, as determined in the recipient’s person-centered plan or by
the recipient’s clinical status. The review shall include discussion of the recipient’s needs
and preferences; presence of adverse, side, or unusual effects; possible use of multiple
medications; drug interactions; and any contraindications.
The contract pharmacist will contact prescribers when there is therapeutic duplication
and/or other clinical issues.
The prescriber will contact the primary care physician or other prescribers when
indicated.
Dosing
a.Dosage levels shall not ordinarily exceed those specified in the medication’s
FDA-approved prescribing information
b.If dosage levels are in excess of the maximum, the medical rationale shall be
documented in the patient’s clinical record.
¢. The medication regimen shall be individually determined by considering the
patient’s need, age, sex, weight, physical condition, health status, other
medications, and any previous adverse reactions to medication.
d.Patients, parents of minor children, empowered guardians, or other caretakers as
requested by the patient shall be advised of side effects and requested to report
the occurrence of side effects to a licensed health care professional.
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24.

25.

26.

27.

28.

e. Patients shall be checked and routinely monitored for the presence of any
condition affecting therapy.

f. Medication quantities shall not ordinarily exceed a one (1) month supply with
two (2) refills or enough refills to provide a supply to the next scheduled
psychiatry appointment if the appointment is more than three months away. If
staffing allows, review of medication, rewriting of medication orders, and
reexamination of the patient should occur at least every three (3) months by a
prescriber. A three-month supply of medication may be considered by the
prescriber, at the request of the patient, in cases where there is a significant
hardship imposed by the cost difference of three one-month supplies and one
three-month supply. Such requests will only be considered when a patient has
been stable on the medication for a significant period and having such a quantity
available does not pose significant clinical risk.

g. After the desired clinical result is obtained and the patient’s condition has
stabilized, the medication shall be maintained at the minimum maintenance dose
needed, or the patient may be titrated off the medication, if clinically indicated.

If a patient’s medication is changed, a progress note shall be entered to correspond to
that change and include the rationale for that change.

The use of psychotropic medications on a PRN basis is seldom indicated. When PRN
orders are written, the prescriber shall document in the progress notes the justification as
well as the rationale for the PRN order. There shall be an order and a dose for each route
of administration. Orders shall also describe the specific conditions and behaviors in
which the PRN order is to be administered, and PRN orders shall limit the number of
doses to be administered within a 24-hour time period.

a. The dosage of PRN and scheduled orders for psychotropic drugs shall not
exceed the total daily cumulative dosage as designated in #24 (Dosing) above.

b.PRN orders of psychotropic drugs (other than oral sedative-hypnotics and
anxiolytics used for the treatment of insomnia and anxiety) shall be limited to 24
hours and only renewed with significant medical justification.

Abnormal Involuntary Movement Scale (AIMS) screening shall be performed at least
quarterly on recipients receiving antipsychotic medications, and prescribers or delegated
staff shall document both positive and negative ratings. Follow-up shall be instituted as
clinically appropriate. In those groups considered to be at elevated risk of tardive
dyskinesia there shall be quarterly evaluation of the need for continuous use of
antipsychotic agents.

The decision to use psychotropic medications during pregnancy and lactation must
depend upon considerations of effects on fetal and neonatal development and a primary
concern for the health and safety of the mother upon whom the fetus and neonate are
dependent. Consideration of the risks must be documented in the clinical record.
Investigational drugs will only be used when approved according to CMHA-CEI Policy
1.1.6: Research, Publication, and Related Projects and Procedure 1.1.6: Research,
Publication, and Related Projects.

K. Informed Consent

1.

Consents shall be obtained by the prescriber or by a registered nurse when:
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a. A new medication is prescribed
b.A medication is prescribed for the first time outside of Federal Drug
Administration labeling
c. When new and significant information about a prescribed medication (adverse
reactions, serious side effects, contraindications, black box warning by the FDA)
is identified.
2. Prior to obtaining informed consent for a medication, the prescriber shall provide
information to the patient /guardian including but not limited to:
a.Purpose of the medication
b.Benefits of the medication
c. Risks
d.Common and serious adverse effects
e.Right to refuse medication
3. Annual medication consents will be obtained by a registered nurse or prescriber:
a. Consent shall list all medications currently prescribed by a CMHA-CEI
prescriber
b.Each medication clinic shall develop an operating guideline to identify the
process for:
1. Flagging the need for the annual medication consent
2. Entering a complete list of prescribed medications on the medication
consent
3. Obtaining the consent and signature of the patient/guardian
¢. The nurse or prescriber will meet with the patient to obtain their signature on the
annual re-consent and to respond to questions/concerns as needed.

L. Injectable Psychotropic Medications

1. In order for injectable medications not paid at the point of sale (the pharmacy) and the
administration of injectable medications to be reimbursed, the following elements are
necessary prior to the finance department submitting billing:

a.For Medicare and commercial insurance, a physician must be present in the suite
where the injection is given.

b.For Medicaid only, the administration of the medication may be delegated to a
RN. In this case, the physician does not need to be present.

c. Regardless of payor source, the injection must be billed under the supervising
physician’s staff ID code.

2. “Supervising physician” ordinarily refers to the physician who is present in the
suite/office at the time the injection is administered. “Ordering physician” refers to the
physician who issued the prescription itself. See below for further detail.

3. Process for injections:

a.Program staff, generally nurses, enter data for the administration of the injection
in a service note. This service is titled “Injection Administration, Therapeutic,
Proph. or Dx, Subcut. or IM” in Smartcare as of 10/16/2018.

b.Program staff will assure that the supervising physician’s staff ID code will be
entered as appropriate for each administration service.
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1. If there is no physician present in the suite, the ordering physician
should be listed as the supervising physician.

2. If there is no physician present in the suite and the ordering physician is
no longer affiliated with CMHA-CEI, the Medical Director should be
listed as the supervising physician.

c. The presence or absence of a physician in the suite during the injection must be
documented in the administration service note by selecting the appropriate
option from the drop-down menu.

4. Expectations regarding injectable medications:

a.lt is expected for patients with Medicare or commercial insurance that every
effort will be made to administer injections with a physician on-site.

b.Injections given without a physician present shall be completed only when the
risk to the patient resulting from not receiving the injection outweighs the risk to
the program by loss of reimbursement due to unavailability of a physician. Note
that there is no financial risk to the agency in this situation for those patients who
have only Medicaid without co-insurance.

c. When patients insured by Medicare or commercial carriers present for an
injection and a physician is not present, the following options shall be
considered:

1. If the patient’s injectable medication was paid for at the point of sale (the
pharmacy) or is a sample, proceed with the injection.

2. If the injectable medication was not paid for at the point of sale and is
not a sample:

a. The patient’s injection may be rescheduled to a time when a
physician will be present.

b. The patient may go to or be transported to a site/suite where a
physician is present, and the injection may subsequently by
administered.

c. If there is a clear clinical need for the patient to receive an
injection, and neither of the above options is practical, the
injection may still be given. However, such injection will not be
reimbursable.

M. Sample Medications

1. CMHA-CEI will receive all samples from pharmaceutical company sales representatives
or directly from the pharmaceutical company and then transfer the supply to CMHA-
CEI'’s contracted pharmacy.

a. CMHA-CEI and the contracted pharmacy will maintain all records necessary to
comply with Federal and state law and with all applicable requirements.

b.The contracted pharmacy will provide staffing for the transfer of samples to and
from community clinics.

c¢. CMHA-CEI will provide the contracted pharmacy with a list of facilities and
programs that will be taking part in the program.

2. Pharmaceutical company representatives will communicate with the contracted
pharmacy in order to maintain adequate inventory levels.
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CMHA-CEI and its contracted pharmacy will maintain necessary records of the transfer
of sample medications made between them.
a. The contracted pharmacy and CMHA-CEI will have a designated contact person
to answer any concerns.
b.All contact people should be available during regular business hours or should
appoint alternates if they will be unavailable.
CMHA-CETI'’s contracted pharmacy will provide sample storage and a separate sample
inventory from the retail stock.
a.Inventory will be perpetual and available to CMHA-CEI at mutually agreed
upon intervals.
b.The contracted pharmacy will monitor all samples and remove all expired
medications from inventory.
c. The contracted pharmacy will communicate to CMHA-CEI when samples are
needed from pharmaceutical companies.
d.The contracted pharmacy will provide a monthly sample medication inventory
to CMHA-CEI clinical staff that can be used for possible future prescribing when
possible.
e.If appropriate for a specific medication, the contracted pharmacy will provide an
inventory of samples that will be kept at sites for emergency use.
The contracted pharmacy will dispense samples only to those patients designated by
CMHA-CEL
a. CMHA-CEI staff must identify those patients who are to receive samples from
the contracted pharmacy.
b.CMHA-CEI staff will provide the contracted pharmacy with a written or
electronic prescription and a communication that samples can be used when
dispensing occurs.
c. The contracted pharmacy will review all designated patients for possible
insurance coverage, drug interactions, and allergies prior to dispensing samples.
d.If prescription drug benefits cannot be verified the contracted pharmacy will
then dispense prescribed samples at no cost to the patient.

e. CMHA-CEI will be notified of any problems related to the provision of samples
to patient.

II1. Responsibilities:

A. The Medical Director shall provide consultation in regard to the prescription of medication.

B.

All staff of the CMHA-CEI network and providers involved in prescribing, dispensing,
storing, administering, and disposing medication shall understand and comply with the
established procedures and relevant professional standards of practice.

The Medical Director shall ensure that all staff involved in prescribing, dispensing, storing,
documenting, administering, and disposing medications and related functions have the
appropriate credentials and training.

The Medical Director, through the quality improvement process, shall review medication
errors and develop a mechanism to reduce the occurrence of such errors.
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IV.

Definitions:

o Z

Administering (or administration of) medications: Functions necessary for staff to deliver a
medication to a recipient.

Competency: The abilities to communicate a choice, to understand the relevant information,
to appreciate the medical consequences of the situation, and to reason about treatment
choices. (New England Journal of Medicine, November 1, 2007)

Controlled substances: Those substances regulated as per the Michigan Public Health Code
(Act 368 of 1978), Article 7, Part 72.

Documenting: Recording information regarding medications prescribed, dispensed,
administered, and discontinued.

Dispensing: Preparing, compounding, packaging, or labeling a drug pursuant to a
prescription or other authorization issued by a prescriber.

Drug: A medication or other substance which has a physiological effect when ingested or
otherwise introduced into the body.

Informed consent: Written consent voluntarily signed by a recipient who is competent and
who understands the terms of the consent, or by the recipient’s legal guardian.
Investigational drug: Those drugs that have not been released by the FDA for general use or
FDA-approved drugs that are being used in an investigational study.

Medication: A substance intended for use in the diagnosis, cure, treatment, mitigation, or
prevention of disease or any substance prescribed to address a medical condition.
Mono-therapy: Prescription of a single drug from a specific drug class.

Off-label medication: FDA approved drugs used to treat conditions outside of the approved
indications but consistent with standards of practice.

Polypharmacy: The use of multiple medications from one drug class in the same patient at
the same time.

Prescriber: A healthcare professional licensed and authorized under state law to order
medication. These include physicians, dentists, nurse practitioners, and physician’s
assistants.

Prescribing: Ordering medication in a specific type, dosage, and amount for an individual.
Prescription: A documented order from a prescriber for a medication to be dispensed to a
specific individual. This order must contain the name of the substance, the route, dosage,
frequency, number to be dispensed, and number of refills.

Psychotropic medications: Medications prescribed to treat disorders of mood, thought, or
behavior. This may include medications in the following categories:

a. Antidepressants

b. Antipsychotics

c. Lithium and other mood-stabilizing agents
d. Anxiolytics

e. Sedatives/hypnotics

f. Psychostimulants
Schedule II drugs: The classification of controlled drugs as defined by Article 7 of the
Michigan Public Health Code (Act 368 of 1978). [MCL 333.7213 and 333.7214]

Monitoring and Review:
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VI

VIL

VIIL

Title: Medication

This policy is reviewed annually by the Medical Director. It is monitored by accrediting bodies
and regulatory agencies as applicable.

References:

A. PA 258 of 1974, "Michigan’s Mental Health Code", as amended
B. PA 368 of 1978, "Public Health Code", as amended

C. MDHHS Administrative Rules R330.7158

Related Policies and Procedures:

CMHA-CEI Policy 3.5.1 Medication
CMHA-CEI Policy 1.1.6 Research, Publication, and Related Projects
CMHA-CEI Procedure 3.5.1A Zyprexa Relprevv
Review Log:
Review Date | Reviewed By Changes (if any)
11/06/01 - -
06/10/05 - -
12/04/07 - -
05/26/10 - -
05/11/11 - -
02/11/12 - -
03/10/13 - -
09/15/13 Jennifer L. Stanley, MD None significant
10/31/16 Jennifer L. Stanley, MD | Medication disposal changes
02/21/17 Jennifer L. Stanley, MD Minor changes

4/17/2017 Jennifer L. Stanley, MD Major revision — combined multiple previous
medication procedures and previous policy into
this procedure; formatting revision

7/14/17 Medical Director References to Yellow Jug Old Drugs removed
11/29/17 Medical Director Made changes that CARF suggested I1.A.4 added
last sentence added II.A.12.

10/29/2018 | Medical Director Made changes to process for injectable
medication documentation. Updated repeated
refusal section.

4/29/19 Medical Director, QI Added statement related to “psychotropic
Specialist chemotherapy” (I.G.5.c), added additional
direction related to incident reporting for
repeated medication refusals (IL]).
5/12/20 Medical Director, QI No changes
Specialist
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CMHA-CEI Policies and Procedure Manual

Community
MENTAL HEALTH
Title: 3.5.12 A, Nutrition Services
Subject: MEDICAL AND NURSING SERVICES
Section: Clinical
Policy: o Issued by: Effective Date: | Applies to:
Procedure: X Director of Quality, Customer 07/28/10 o All CMHA-CEI staff
Service and Recipient Rights o Contract Providers
Page: 1 of 9 Approved by: Review Date: | X Other: (Adults and Children with
Board of Directors 3/24/20 Developmental Disabilities or Mental
Illness who have met CMHA-CEI
criteria and have met criteria for
Nutrition Services using the Level of
Care scale.)
I Purpose:

IL

To ensure that potential nutrition problems of CMHA-CEI clients are identified, and nutrition
needs met.

Procedures:

A. Nutrition screen

1.

The support coordinator or case manager will complete an initial nutrition screen as part
of the admission packet, and annually thereafter.

If there are no positive indicators of nutrition risk, or a referral for nutrition services is
not desired, the nutrition screen will be filed in the consumer=s clinical record.

If the individual has one or more positive indicators on the Initial/Annual Case Manager
Assessment form AND has not received nutrition services for the same condition
previously, a referral for nutrition services will be completed by the support coordinator.

B. Nutrition Referral

Support coordinators (or individual preparing nutrition screen) will submit a referral for

nutrition services when individuals have one or more positive indicators of nutrition risk
IF the consumer has not been seen previously for the same problem, and wishes nutrition
consultation.

The request for nutrition services is made by the support coordinator through Smart
Care.

The referral for services provided by Community Mental Health is submitted directly to
the senior consultant dietitian.
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4.

If the referral is for community programs such as diabetes education or weight control,
the support coordinator provides information for the consumer to make direct contact
with the community program, and files the nutrition screen in the main file.

C. Nutrition Evaluation

The Nutrition Evaluation uses an 8-point ra