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Appropriation for community mental health services programs. Payment to the PIHP will be
paid based on the funding amount specified in Part II (A), Section 8.0 of this contract. The
estimated value of this contract is contingent upon and subject to enactment of legislative
appropriations and availability of funds.

The terms and conditions of this contract are those included in: (a) Part I: General Provisions, (b)
Part I1 (A): General Statement of Work, Part 11 (B) SUD Statement of Work and (c) Part III:
MDHHS Responsibilities, (d) all Attachments as specified in Parts I, II (A), II (B), 11l of the
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Executive Summary
MICHIGAN DEPARTMENT OF HEALTH & HUMAN SERVICES
Behavioral Health and Developmental Disabilities Administration
Changes to the FY 18 contract between MDHHS and the PIHPs

Additions and changes to the contract between the Michigan Prepaid Inpatient
Health Plans for Medicaid Specialty Services and MDHHS

I. Contract effective date: October 1, 2017 through September 30, 2018

II. New sections to the contract boilerplate as follows:
N/A
II.  List of changes to the following contract sections. Additions are included in

“bold” and deletion in “strikeout.”
Part I: CONTRACTUAL SERVICES TERMS AND CONDITIONS
There are no boilerplate changes to Part 1.
Part IIA: GENERAL STATEMENT OF WORK
There are no boilerplate changes to Part I1A.
Part IIB: SUBSTANCE USE DISORDER (SUD) SERVICES

There are no boilerplate changes to Part IIB.

ATTACHMENTS revised or added to the contract:
P39.0.1 Compliance Examination Guidelines. Revised with technical changes.

PII.B.A Substance Use Disorder Policy Manual. Revised Tx Policy #09 Outpatient
Treatment Continuum of Services



Anendmentd

< -

. o { Formatted: Centered
Manager and Location Building -

John P. Duvendeck - Lewis Cass Building, 320 S. Walnut
Contract Number #

Agreement Between

Michigan Department of Health and Human Services
And
PIHP

For

The Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver
Program(s), the Healthy Michigan Program, the Flint 1115 Waiver and Substance Use

Disorder Community Grant Programs

Period of Agreement:
This contract shall commence on October 1, 20176 and continue through
This agreement is in full force and effect for the period specified.

Program Budget and Agreement Amount:
Total fundmg avallable for spcc1alty supports and services is 1dent1ﬁed 3

is contract. The
cnt of legislative

paid based on the funding amount specified in Part Il (A), Se:
estimated value of this contract is contingent upon and su

contract.

Specnal Cel tli"catlon

For the CONTRAETOR:

Name (print) Title (print)

Signature Date

V201512



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program #¥--{718§
Adviendiventi2

6.0 LIABILITY .......oooooovooeeroeeeeseeesseeeseesseeeesevseereese s esvereseresenere e T s - 15
6.1 Liability: COSE ... r . A 15

6.2 Liability: CONIract ............cccccooccvinniiviioinnienniocefone ot S0 e 15
7.0 PIHP RESPONSIBILITIES - OO NSRRI 16
7.1 PIHP Governance and Board Require AU DRI TSRO 16
7.2 PIHP Substance Use Disor } jcy BoaEg 58 7 16

8.0 PUBLICATION RIGHTS....... . i 17
9.0 DISCLOSURE. '

18.0 ASSURANCE:

18.1 Compliane
18.1.1 Anti-Lobbying Act ................
18.1.2 Non-Discrimination .............
18.1.3 Debarment and Suspension.
18.1.4 Pro-Childrenm ACt......................ccocoooiiiiiiiiiecc e
18.1.5 Hatch Political Activity Act and Intergovernmental Personnel Act
18.1.6 Limited English ProficiCcncy ..ot
18.1.7 Health Insurance Portability and Accountability Act and 42 CFR PART 2 23
18.1.8 Byrd Anti-Lobbying Amendment ...........................cc.ccooovvvveiiiiiiisceeee, 24
I8.1.9 Davis-Bacom ACt..........................c.oiiiiiiiic i 24



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program £¥-}71§
Amendment#2

18.1.10 Contract Work Hours and Safety Standards ................c......cccccoocoevevinin.. 25
18.1.11 Rights to Inventions Made Under a Contract or Agreement .... .25
18.1.12 Ciean Air Act and Federal Water Pollution Control Act.......... .25
18.2 Special Waiver Provisions for MSSSP.............cocoveiconnioiovieensininns e 26
19.0 DISPUTE RESOLUTION ....ococoooooveveeeeeieeeee oottt 26
20,0 NO WAIVER OF DEFAULT .........coooooooei oottt 26
2L SEVERABILITY ...oocvovveieteeeeeece ettt es st n s s tare s seesenss st saenn e 27
220 DISCLAIMER ..........oovoeveeeeeeeeeeeeeeeeeeee ettt ettt ettt n ettt 27
23.0 RELATIONSHIP OF THE PARTIES (INDEPENDENT CONTRA Eé\ ........................... 27
G YR30 (6] T AT S 27
25.0 UNFAIR LABOR PRACTICES ......c.ooviimiiciiricinnneeeesecenenes s B v 27
26,0 SURVIVOR. ..ot b 27
27.0 GOVERNING LAW............ooooooeooeeeoeeceeoeereeeeeeseeeeeereon . 27
28.0 MEDIA CAMPAIGNS.........cooovoeeiiieiiiiieiieeeeenien AU 28
29.0 ETHICAL CONDUCT w.....cooovoeeesceeesioeerseeo A | W 28
30.0 CONFLICT OF INTEREST A0 N S 28

39,1 Reviews and AUCIES ..o 34
39.2 MDHHS REVIEWS (..oo.o oo e 34
BO3MDHHS AUCILS ... 35

PART 11 (A)

GENERAL STATEMENT OF WORK .....cooiiiiiiicii et 35
LOSPECIFTCATIONS. ..ot 36

o
]




Amepdinent#2

1.1 Targeted Geographical Area for Implementation ..o, 36
1.2 Target Population
1.3 Responsibility for Payment of Authorized Services ..., 36
1.4 Behavior Treatment Plan Review COMMIIEE. ...........ccccoooiiccoiiiiiiiiiiiciiie s 37

2.0 1915(b)/(c) AND HEALTHY MICHIGAN PROGRAMS.......c..oovovriiiiiiiiiiiiiiiie 37
2.1 19I5(B) SEFVICES ..ottt 37
2.2 19I5(B)(3) SEFVICES vttt ettt ettt 37
2.3 1915(€) SOFVICES....cuceeiieiiiieiieieceiie ettt 37
2.4 Autism Services

2.5 Healthy Michigan Plan.............cccoccoeoiiviiiiicciciece :
2.6 SUD Community Grant Services ............ccccccvvccvvveiecinnns
3.0 SERVICE REQUIREMENTS .......cooovvevimeiiiiiiieeeecece i
3.1 Program Operation..............ccciicicieioniccnnceenans TR B 38
3.2 Notification of Modifications.... 39
3.3 Software Compliance................ .. 39
4.0 ACCESS ASSURANCE ... .. 39
4.1 Access SIandards ............oococniincoieoncie e O S WL e 39
4.13 Recovery Policy..... .. 39
4.2 Medical Necessity .............. .. 39
4.3 Service Selection Guidelines.. .. 39
4.4 Person Centered Planning. .. 39
4.5 Cultural Competence....... .. 39
4.6 Early Periodic Screening, Diagno, reatpient (EPSDT) ... 40
4.7. Self-Determinalion £ B, ......ccc.dviiit B ot et 40

4.8 Choice 40

6.1 Critical Iricidents
6.2 Administrative Personnel....... .42

6.3 Customer Services: General .43
6.3.1 Recipient Rights/Grievance and Appeals ... .. 43
7.0 PROVIDER NETWORK SERVICES..........ccooiiiiiiiiiii e 45
7.1 Provider CredentiQling ..............cccccoii vt 5
7.2 Collaboration with Community AZeNCies.............cccccoiiiiioiviiiii e :

7.3 Medicaid Health Plan (MHP) Agreements
7.4 Integrated Physical and Mental Health Care

4



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program £¥-4718

Arendment-#2
7.5 Health Care Practitioner DISCIEHIONS...........c...coce.ovoveeoeeeeieseeeeeeeeeeeeeeeeeeeeee 47
7.6 Home and Community CRAFACIET .............cc..c.ccooiiieeeeesieeieveeveeeeeee e an
7.7 Management Information Systems
7.7.1 Uniform Data and INfOrMAtion....................ccccooovioiieicsoinseeeeeeeenen 49
7.7.2 Encounter Data Reporting ..................ccooeevoreiienionieeeoeeeeeeeeeeeenon 49
7.7.3 Supports Intensity Scale...... .. 50
7.7.4. National Core Indicators ................ .52

7.8 Financial Management System: General ..... .52
7.8.1 Rental Costs.............ovcouueecenn. .. 53
7.8.2 Claims Management SySIemi................cc..cocevvvereeeerereeepervrereennnn .53
7.9 Quality Assessment/Performance Improvement Program and
7.9.1 External Quality Review..............ccococovvereevereninenne.
7.9.2 Annual Effectiveness Review........... . 55
7.9.3 MDHHS Standard Consent Form...
7.10 Service and Utilization Management..................ccoooeevea...
7.10.1 Beneficiary Service Records..............ooouoomecovecioi B
7.10.2 Other Service Requirements ...
7.10.3 Jail Diversion ..................cccccccceccciivinnninnn, . S 56
7.10.4 School-to Community Transition .........., AN ST osc Sl
7.10.5 Advance Directives...........................
7.11 Regulatory Management................%,...
7.12 P.A. 500 and 2013 Application for P
7.12.1 PIHP Boards......40........... b
7.12.2 PIHP Substance Use Disgf(ler o
7.12.3 Procedures for Approvi 1dgets CORIPACES ..o
7.12.4 Maintaini ider Bas .
7.12.5 Reports and A
8.0 CONTRACT FINANCING

8.1 Local Obligation.... e B 58

g Practices.. .
WU PLORMING T 69

PART IT{BY oottt et ev sttt et b b bbb 74

SUBSTANCE USE DISORDER (SUD) SERVICES ......coocviierinn e 74

(%



Amendment§2
1OSTATEMENT OF WORK ..ottt ettt 74
1.1 AGreement AMOUNL..............cccccouimieiiiiiiiiiee et 75
1.2 Purpose 75
1.3 Financial ReGUIFEMENLS .............coccorriiiiiieieeic et

1.4 Performance/Progress Report Requirements ...
1.5 General Provisions

L6 ACHON PIAR ..ottt s e s
2.0 SUBSTANCE ABUSE PREVENTION AND TREATMENT (SAPT) BLOCK GRANT
REQUIREMENTS AND APPLICABILITY TO STATE FUNDS ... 75
2.1 Selected Specific Requirements Applicable t0 PIFIPS ........... o5 By oveeceeieecieieninns 76
2.2 Program Operation..............ccc..covvnenvinscinnnsininnens SRR 76
2.3 Notification of Modifications.................cccccccooeinn. oSBT s 76
2.4 Software COMPLIANCE..........ccccvcovcveniiiiniiiiiieecien e e 5 By v 76
2.5 Licensure of SUbCONIPACIONS ........cccocoviiiiniiiniiiniiniiiineeciei B .77
2.6 Accreditation of Subcontractors [SUSUUUUIUIVOOUOIRTRTORTs . SIRUUVUINORIIORY: & - /SRR 77
3.0 SAMHSA/DHHS LICENSE.......cc.cooiiiviiviiiccniniiiinns N 78
4.0 MONITORING OF DESIGNATED WOMEN’S SUBCON R;4 TORS, ..o 79
5.0 ADMINISTRATIVE AND FINANCIAL MATCH RULES S 7o il 79
5.1 Unobligated Funds i N el 79
5.2 Fees 79 & -
5.3 Reporting Fees and Collections Revenues.. i ... oo 79
5.4 Management of Dep istered FUnds iudl oo 80
5.5 Sliding Fee Scale .. 4o i e 8050 B e 50
5.6 INADILIY 10 PAY...o.v oo 50 B oo g e age e eneeee ettt st 80

5.7 Subcontracts with HOSPHOIS . ... 5 50

13.0 NATIONAL QOUTCOME MEASURES (NOMS)......ccccoocoiiiiiiiiiiiiiiiiic e 83
14.0 MICHIGAN PREVENTION DATA SYSTEM (MPDS) ..o 83
15.0 CLAIMS MANAGEMENT SYSTEM ..oooiioiiiiiii e 83
16.0 CARE MANAGEMIENT ..o 84
17.0 PURCHASING DRUG SCREENS ....icoi oo 84

6



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program £¥-}718
Amiendment£2

18.0 PURCHASING HIV EARLY INTERVENTION SERVICES........c..ccooooiiviieeeeeeeieeena 84

TG0 SERVICES. .......ocoiiiiit ittt ettt et b s aneee 84
19.1 12-Month AVailability Of SErVICES.........ooivvvivieicvsirieie ettt e 84
19.2 Persons Associated with the Corrections SYSIEM ..........cvovovcriicvrremeereesiressesessssnns 85
19.3 State Disability Assistance (SDA) (Applies Only to Agencies Who Have Allocations
JOF HRIS PFOZIAM) ..ottt en s 85
19.4 Persons Involved with the Michigan Department of Health and Human Services
(MDHHS) 86
19.5 Primary Care COOPGIRGLION. ............occoouvrirroeeeeiesssietssesensagaieseses e s 86
19.6 Charitable Choice.................. e B 87

19.7 TreUIMERL ..., s 87

220 MICHILD.......coovvveeevieriesereecreeeeeeeeeesees s rsenreese s By e " A 90
22.1 ElGIBIlity .oooooeeveveeeccceeooeo oo eeeee oo
22.2 Per Enrolled Child Per Month ......

23.0 ACCESS TIMELINESS STANDARDS

24.0 INTENSIVE OUTPATIENT TREATMENT 5 WEEKLY BORMAT .. 42, 91

Pvsnantl

o

s

USTQDY OF THEIR CHILDREN ... 91

CHILDREN, CAREGIVER ATTEMPTING TO REG.

25.1 Federal Requiren . N I 91
25.2 Requirements Re, O S B 91
25.3 Financial Requireme ettt ettt et ene 92
25.4 Treatment Episode Data Set. S TEDS) and Encounter Reporting Requirements.. 92

26.0 ADMISSION PREFER A SE CES o

32.0 OPIOID TREATMENT SERVICES......ccccooiiiiiiviiieeiee et e 99
33.0 FETAL ALCOHOL SPECTRUM DISORDERS..........coovioiiieiiioeeieeereee e 100
33.1 FASD Prevention Activities
33.2 FASD Screening......................
34.0 SUB-ACUTE DETOXIFICATION
QUIPAHERE SEIIAG ...ttt 101
ReSidlential SEting .........c.cc.occooiiiiiiii oo 102



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program $¥-4718
Aendmane 2
35.0 RESIDENTIAL TREATMENT ...ttt 102
36.0 DISCRETIONARY AND CATEGORICAL GRANTS FROM OROSC .............ccoovviveni

36.1 Addressing a Strategic Prevention Planning Framework.............iienn.
36.2 Addressing Prevention and Mental Health Promotion Programming

PART HT .ot s b b h bbb b b sa s nas

RESPONSIBILITIES OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES 104

1.0 RESPONSIBILITIES OF THE DEPARTMENT OF HEALTH AND BHJMAN SERVICES. 104

1.1 General ProOVISIONS ........c..cooccueevesiiieieereeseseee e seeaieeeenes '
1.2 Contract Financing............ccccuveeiiiicciioinecreecriiiceiie i
2.0 FRAUD AND ABUSE REPORTING RESPONSIBILITIES.............



Asnendment-#2

CONTRACT ATTACHMENTS
P.1.4.1 Technical Requirement for Behavior Treatment Plans

P.4.1.1 Access Standards
P.4.4.1.1 Person-Centered Planning Practice Guideline

P.4.7.1 Self Determination Practice & Fiscal Intermediary Guideline

P.4.7.4 Technical Requirement for SED Children

P.4.13.1 Recovery Policy & Practice Advisory

P.6.3.1. Customer Services Standards

P.6.3.1.1 Appeal and Grievance Resolution Processes Technical Requirement
P.6.3.2.1.B.i Technical Advisory for Estimated Cost of Services
P.6.3.2.1.B.ii Technical Requirement for Explanation of Benefits
P.6.4.1 Medicaid Verification Process

P.7.1.1 Credentialing and Re-Credentialing Processes

P.7.3.1 PIHP-MHP Model Agreement

P.7.3.1.1 Reciprocity Standards

P.7.7.1.1 PIHP Reporting Requirements for Medicaid Specialty Suppo
Beneficiaries ) ,
P.7.9.1 Quality Assessment and Performance Improvement S:for S e-Paid
Inpatient Health Plans

P.7.10.2.1 Inclusion Practice Guideline
P.7.10.2.2 Housing Practice Guideline
P.7.10.2.3 Consumerism Practice Guldelme
P.7.10.2.4 Personal Care in Non-Spe
P.7.10.2.5 Family-Driven and Youth
P.7.10.2.6 Employment Workg}:
P.7.10.3.1 Jail Diversion Pra
P.7.10.4.1 School to Commu
P.8.0.1 Contract Financing
P.8.6.4.1 Inter nal Sexvice Fu

mphance Examination Decisions
d Appeal Process
Policy Manual

9
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DEFINITIONS/EXPLANATION OF TERMS
The terms used in this contract shall be construed and interpreted as defined below unless the
contract otherwise expressly requires a different construction and interpretation.

Appropriations Act: The annval appropriations act adopted by the State Legislature that
governs MDHHS funding.

Capitated Payments: Monthly payments based on the Capitation Rate that are payable to the
PIHP by the MDHHS for the provision of Medicaid services and supports pursuant to Part II (A)
Section 8.0 of this contract.

Capitation Rate: The fixed per person monthly rate payable to the PIKHP MDHHS for

each Medicaid eligible person covered by the Concurrent 1915(b)/ 1915((:){

rate does not include funding for beneficiaries enrolied in the Medicaid 5
Waiver, children enrolled in Michigan's separate health insuragfé piogra under Title
XX1 of the Social Security Act. g ‘ =

Clean Claim: A clean claim is one that can be
information from the provider of the service or

necessity.

Community Mental Health program operated under Chapter

974 as amended.

ledge, and resources and flexibility within service models
the needs of minority populations.

stomer includes all Medicaid eligible individuals Jocated in the
ceiving or may potentially receive covered services and supports.
used within this definition: clients, recipients, enrollees,

The following te )
1S, individuals, persons served, Medicaid Eligible.

beneficiaries, consur

Early and Periodic Sereening, Diagnosis, and Treatment Program (EPSDT): EPSDT is
Medicaid's comprehensive and preventive child health program for beneficiaries under age 21.

Health Care Professional: A physician or any of the following: podiatrist, optometrist,
chiropractor, psychologist, dentist, physician assistant, physical or occupational therapist,
therapist assistant, speech-language pathologist. audiologist, registered or practical nurse
(including nurse practitioner, clinical nurse specialist, certified registered nurse anesthetist, and
certified nurse midwife), registered/certified social worker, registered respiratory therapist, and
certified respiratory therapy technician.

10
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Health Insurance Portability and Accountability Act of 1996 (HIPAA): Public Law 104-191,
1996 to improve the Medicare program under Title XVIII of the Social Security Act, the
Medicaid program under Title XIX of the Social Security Act, and the efficiency and
effectiveness of the health care system, by encouraging the development of a health information
system through the establishment of standards and requirements for the electronic transmission

of certain health information.

The Act provides for improved portability of health benefits and enables better defense against
abuse and fraud, reduces administrative costs by standardizing format of gpecific healthcare

patient information - electronic and paper. HIPAA was amended by the He;
Technology for Economic and Clinical Health Act of 2009 (HITECH Act),
XIII of Division A and Title IV of Division B of the American Recovery g

under the Patient Protectlon gn
began April 1, 2014.

Healthy Michigan Plan Be
enrollment in the:]

services that aré
standards for heal

ednc Iy necessary or that fail to meet the professionally recognized
CFR 455.2

Medicaid Fraud: Fhe intentional deception or misinterpretation made by a person with the
knowledge that the deception could resuit in some unauthorized benefit to himself or another
person. 42 CFR 455.2.

Michigan Medicaid Provider Manual-Mental Health/Substance Abuse Chapter: The
Michigan Department of Health and Human Services periodically issues notices of proposed
policy for the Medicaid program. Once a policy is final, MDHHS issues policy bulletins that
explain the new policy and give its effective date. These documents represent official Medicaid
policy and are included in the Michigan Medicaid Provider Manual: Mental Health Substance
Abuse section.
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Per Eligible Per Month (PEPM): A fixed monthly rate per Medicaid eligible person payable to
the PIHP by the MDHHS for provision of Medicaid services defined within this contract.

Persons with Limited English Proficiency (LEP): Individuals who cannot speak, write, read or
understand the English language at a level that permits them to interact effectively with health
care providers and social service agencies.

Post-stabilization Services: Covered specialty services specified in Section 2.0 that are related

to an emergency medical condition and that are provided after a beneficiary is stabilized in order
to maintain the stabilized condition, or, under the circumstances describs 42 CFR 438.114(¢e)
to improve or resolve the beneficiary's condition.

Prepaid Inpatient Health Plan (PTHP): In Michigan and forfic put of
PIHP is defined as an organization that manages Medicaid specialfy’services under the state's
approved Concurrent 1915(b)/1915(c) Waiver Program, ov% }g&fgid, shg‘gd-risk basis,
consistent with the requirements of 42 CFR Par@éBSﬁé@Jn Medicaid regulgtions Part 438., Prepaid
Health Plans (PHPs) that are responsible for inpatigh ices a8 4 benefit package are

ion waiver expands coverage to children up
o and including 400 percent of the

©op
Demonstration, t n Medicaid State Plan and Medicaid Policy.
Regional Entity: Antentity established by a combination of community mental health services
programs under section 204b of the Michigan Mental Health Code- Act 258 of 1974 as amended.

Sentinel Events: Is an “unexpected occurrence™ involving death (not due to the natural course
of a health condition) or serious physical or psychological injury or risk thereof. Serious injury
specifically includes permanent loss of limb or function. The phrase “or risk thereof™ includes
any process variation for which recurrence would carry a sighificant chance of a serious adverse
outcome. (JCAHO, 1998) Any injury or death that occurs from the use of any behavior
intervention is considered a sentinel event.
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Serious Emotional Disturbance: As described in Section 330.1100c¢ of the Michigan Mental
Health Code, a serious emotional disturbance is a diagnosable mental, behavioral, or emotional
disorder affecting a minor that exists or has existed during the past year for a period of time
sufficient to meet diagnostic criteria specified in the most recent diagnostic and statistical manual
of mental disorders published by the American Psychiatric Association and approved by the
MDHHS, and that has resulted in functional impairment that substantially interferes with or
limits the minor's role or functioning in family, school, or community activities. The following
disorders are included only if they occur in conjunction with another diagnosable serious
emotional disturbance:

1) A substance use disorder

2) A developmental disorder

3) A "V" code in the diagnostic and statistical manual of men

depressed mood, and dementia with behavioral 8
dementia unless the dementia occurs i
illness.

Technical Advisory: MDHHS-developed document with recommended parameters for PIHPs
regarding administrative practice and derived from public policy and legal requirements.

Technical Requirement: MDHHS/PIHP contractual requirements providing parameters for
PIHPs regarding administrative practice related to specific administrative functions, and that are
derived from public policy and legal requirements,
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PART I: CONTRACTUAL SERVICES TERMS AND CONDITIONS
GENERAL PROVISIONS

1.0 PURPOSE
The Michigan Department of Health and Human Services (MDHHS) hereby enters into a
contract with the specialty Prepaid Inpatient Health Plan (PIHP) identified on the signature page
of this contract.

Under approval granted by the Centers for Medicare and Medicaid Services (CMS), MDHHS

operates a Section 1915(b) Medicaid Managed Specialty Services and Sypport Program Waiver.
Under this waiver, selected Medicaid state plan specialty services relatet ental health and

developmental disability services, as well as certain covered substan rvices, have been
“carved out” (removed) from Medicaid primary physical health care plans
The 1915(b) Specialty Services Waiver Program operates in conjunction y%
existing 1915(c) Habilitation Supports Waiver for persons with develo isa es¢gFrom
the Healthy Michigan Amendment: In addition, CMS has approved an {1}

Such arrangements have been designated as “Concurrent 19 ¢ Q
Michigan, the Concurrent 1915(b)/(c) Programs and the Hg@}tgy ichigan
a shared risk basis by specialty Prepaid Inpatien‘%l;lealyl Plang (PIHPs), 8

Application for Participation (AFP) process. Furthei? under 7

The purpose of this contract i
Concurrent 1915(b)/(c) Prog

n a manner that promotes maximum value,
d federal statute and applicable waiver
aged care administrative duplication thereby
he medical loss ratio. The PIHP shall actively

This contract is a ¢ imbursement contract under OMB Circular A-2 CFR 200 Subpart E
Cost Principles. It igstherefore subject to compliance with the principles and standards of OMB
Circular 2 CFR 200 Subpart E for determining costs for Federal awards carried out through cost
reimbursement contracts, and other agreements with State and local governments and federally
recognized Indian tribal governments (governmental units).

2.0 ISSUING OFFICE
This contract is issued by the Michigan Department of Health and Human Services (MDHHS).
The MDHHS is the sole point of contact regarding all procurement and contractual matters
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relating to the services described herein. MDHHS is the only entity authorized to change,
modify, amend, clarify, or otherwise alter the specifications, terms, and conditions of this
contract. Inquiries and requests concerning the terms and conditions of this contract, including
requests for amendment, shall be directed by the PIHP to the attention of the Director of

MDHHS's Bureau of State Hospitals and Behavioral Health Administrative Operations Mental
Health and Substance Abuse Services and by the MDHHS to the contracting organization’s
Executive Director.

3.0 CONTRACT ADMINISTRATOR
The person named below is authorized to administer the contract on a da
the term of the contract. However, administration of this contract im
amend, or otherwise alter the payment methodology, terms, condition
contract. That authority is retained by the Department of Health and Huma
applicable provisions of this agreement regarding modifications, amendménts,” hsions or
augmentations of the contract (Section 16.0). The Contract Administra i ect §s:

-to- -day basis during
authority to modify,
c1ﬁcat10ns of the

Thomas R. Renwick, Director
Bureau of Community Based Services
Department of Health and Human Services
5th Floor — Lewis Cass Building
320 South Walnut Street
Lansing, Michigan 48913

The term of this contract sha
contract may be extended in i

agreement to an amendment to th
other changes required by the dep
September 30, 201&: shall occir.
enactment of le

h September 30, 20187, The
hs, contingent upon mutual
ions reflected in Attachment P 8.4.1, and

( n Part II Section 8.0 "Contract Financing" and
in Attachment P 8.4.1 to this contract. The Contractor is
eive payments by electronic funds transfer. The payment
ity Grant services is addressed in Part 1T (B), SUD Services.

6.0 LIABILITY

6.1 Liability: Cost,
The MDHHS assumes no responsibility or liability for costs under this contract incurred by the
PIHP prior to October 1, 20176. Total liability of the MDHHS is limited to the terms and
conditions of this contract.

6.2 Liability: Contract
A. All liability, loss, or damage as a result of claims, demands, costs, or judgments arising
out of activities to be carried out pursuant to the obligation of the PIHP under this
contract shall be the responsibility of the PIHP, and not the responsibility of the MDHHS,
if the liability, loss, or damage is caused by, or arises out of, the actions or failure to act
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on the part of the PIHP, its employees, officers or agent. Nothing herein shall be
construed as a waiver of any governmental immunity for the county(ies), the PIHP, its
agencies or employees as provided by statute or modified by court decisions.

B. All liability, loss, or damage as a result of claims, demands, costs, or judgments arising
out of activities to be carried out pursuant to the obligations of the MDHHS under this
contract shall be the responsibility of the MDHHS and not the responsibility of the PIHP
if the liability, loss, or damage is caused by, or arises out of, the action or failure to act on
the part of MDHHS, its employees, or officers. Nothing herein shall be construed as a
waiver of any governmental immunity for the State, the MDHHSits agencies or
employees or as provided by statute or modified by court decisi »

C. The PIHP and MDHHS agree that written notification shall take pl
pending legal action that may result in an action naming the other iay result in a

The PIHP shall be responsible for the operation of the Con f

4&9@%’%15(@(@ SUD Community
Grant the Healthy chhlgan Plan, Autlsm Benefjt under i

o and othe ublic funding w1thm

1115) Waiver. The PIHP shall also ber resp01151 e f
system and the establishment of sufficien ities to carry out the
requirements and obligation to subcontract, the PIHP shall
comply with applicable prov : rement requirements, as specified in
Attachment P 37.0.1, except as f

] Ihc designation as a PIMP applies to single county Community
r regional entities (organized under Section 1204b of the
peration Act) serving the PIHP regions as defined by

y all CMHSPs in the region pursuant to Section 204 or 205 of Act
1974, as amended in the Mental Health Code.

representatively
258 of the Public

7.2 PIHP Substance Use Disorder Oversight Policy Board

The PTHP shall establish a SUD Oversight Policy Board by October 1, 2014, through a
contractual arrangement with the PIHP and each of the counties served under appropriate state
law. The SUD Oversight Policy Boards shall include the members called for in the establishing
agreement, but shall have at least one board member appointed by the County Board of
Commissioners for each county served by the PIHP.

7.3 PIHP Reciprocity Standards
The PIHP shall be responsible for the Reciprocity Standards policy. See attachment P7.3.1.1.
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8.0 PUBLICATION RIGHTS
When applicable, all of the following standards apply regarding the Publication Rights of
MDHHS and the PIHP;

1. Where the Contractor exclusively develops books, films, or other such copyrightable
materials through activities supported by this agreement, the Contractor may copyright
those materials. The materials that the Contractor copyrights cannot include service
recipient information or personal identification data. Contractor grants the Department a
royalty-free, non-exclusive and irrevocable license to reproduce.publish and use such
materials and authorizes others to reproduce and use such matefials

2. Any materials copyrighted by the Contractor or modifications bearing
of the Department's name must be approved by the Department tzgﬁ%e rép

derivative work. The State of Michigan will own and %jﬁ%@i ﬁcoé
intellectual property rights in any such derivative w%ﬁ%ex& tding an

granted in this agreement to the Contractor. If the @?ongg ctor cea%gs to conduct business

=

agreement, the State of Michi %1 has th
licenses to the extent consistenit

ilja\vith any;ap| ' Shs the Contractor has to the
federal government. =
3. The Contractor shall
papers and presenta

Department will do likew

90 days of the end of the agreement period.

9.0 DISCLOSURE

0.0 CONTRACT INVOICING AND PAYMENT
MDHHS funding obligated through this contract is Medicaid capitation payments. Detail
regarding the MDHHS financing obligation is specified in Part I1, Section 8.0 of this contract
and in Attachment P 8.0.1 to this contract.

11.0 MODIFICATIONS, CONSENTS AND APPROVALS
This contract cannot be modified, amended, extended, or augmented, except in writing and only
when negotiated and executed by the parties hereto, and any breach or default by a party shall
not be waived or released other than in writing signed by the other party.
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12.0 SUCCESSOR
Any successor to the PIHP must be prior approved by the MDHHS. Such approval or
disapproval shall be the sole discretion of the MDHHS.

13.0 ENTIRE AGREEMENT
The following documents constitute the complete and exhaustive statement of the agreement
between the parties as it relates to this transaction.
A. This contract including attachments and appendices
B. The standards as contained in the 2013 Application for Participation as they pertain to the
provision of specialty services to Medicaid beneficiaries and the fmplementation plans
submitted and approved by MDHHS and any stated conditions

C. SUD Administrative Rules:
Program Match Requirements, R 325.4151 -325.4156
Substance Use Disorders Service Program, R 325. 14101
Licensing of Substance Use Disorder Plograms RﬁZS
Recipient Rights, R 325.14301 - 325.14306 &>~

i

rp@e moe oo o

D. Miélngan Mental Heal
. Michigan Public Health

inPart 1,
J. Michigan
K. MSA Policy:

0 of this contract
aid Provider Manual
ulletin Number: MSA 13-09

In the event of any conflict over the interpretation of the specifications, terms, and conditions
indicated by the MDHHS and those indicated by the PIHP, the dispute resolution process in
included in section 19.0 of this contract shall be utilized.

This contract supersedes all proposals or prior agreements, oral or written, and all other
communications pertaining to the purchase of Medicaid specialty supports and services between
the parties.
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14.0 LITIGATION
The State, its departments, and its agents shall not be 1esp0nsible for representing or defending
the PIHP, PIHP's personnel, or any other employee, agent or subconiractor of the PIHP, named
as a defendant in‘any lawsuit or in connection with any tort claim: The MDHHS and the PIHP
agree to make all reasonable efforts to cooperate with each other in the defense of any litigation

brought by any person or people not a party to the contract.

The PIHP shall submit annual litigation reports providing the following detail for all civil
litigation, relevant to this contract that the PIHP is party to. Reports must include the following
details:

1. Case name and docket number
Name of plaintiff(s) and defendant(s)
Names and addresses of all counsel appearing
Nature of the claim
Status of the case

AR

The provisions of this section shall survive the expiration or ter

15.0 CANCLLLATIO}V
The MDHHS may cancel this contract for mategjal defaul
defined as the substantial failure of the PIHP to {3
standards promuigated by the departent pursu

MDHIQS may cancel this contract
and employees, and procure

PIHP may correct the problem during the thirty
not occur. In the event that this contract is
DHHS to implement a transition plan for

uthority for approving the adequacy of the

e financing of said plan, with the PIHP responsible for
funding. The transition plan shall set forth the process and

contractor selects HHS. The PIHP will cooperate with MDHHS in developing a
transition plan fo ision of services during the transition period following the end of this
contract, including the'systematic transfer of each recipient and clinical records from the PIHP's

responsibility to the’new contractor.

If the Department takes action to cancel the contract under the provisions of MCL 330.1232b, it
shall follow the applicable notice and hearing requirement described in MCL 330.1232b(6).

16.0 CLOSEOUT
If this contract is canceled or expires and is not renewed, the following shall take effect:
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1. Within 45 days (interim), and 90 days (final), following the end date imposed under
Section 12.0, the PIHP shall provide to MDHHS, all financial, performance, and other
reports required by this contract.

2. Payment for any and all valid claims for services rendered to covered recipients prior to
the effective end date shall be the PIHP's responsibility, and not the responsibility of the
MDHHS.

3. The portion of all reserve accounts accumulated by the PIHP that were funded with
MDHHS funds and related interest are owed to MDHHS within 90 days, less amounts
needed to cover outstanding claims or liabilities, unless otherwisg.directed in writing by
MDHHS.

4. Reconciliation of equipment with a value exceeding $5,000, prch

| by the PIHP or its

inventory of equipment meeting the above specifications within
The inventory listing must identify the current value and
used to purchase each item, and also whether or not th qu
PIHP as part of continued service provision to the chntin ing serviice population.
MDHHS will provide written notice with e DL needed settlements
concerning the portion of funds ending. ’ 118 - equipment, the

5. All earned carry-for
of the end date, must

O days. No carry-forward funds or
savings as provided in se

during the year this contract ends,

Should additional statistical or management information be required by the MDHHS after this
contract has ended, -4t least 45 days’ notice shall be provided to the PIHP.

17.0 CONFIDENTIALITY
MDHHS and the PIHP shall maintain the confidentiality, security and integrity of beneficiary
information that is used in connection with the performance of this contract to the extent and
under the conditions specified in HIPAA, the Michigan Mental Health Code (PA 258 of 1974, as
amended), the Michigan Public Health Code (PA 368 of 1978 as amended), and 42 C.F.R. Part 2.

18.0 ASSURANCES
The following assurances are hereby given to the MDHHS:
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18.1 Compliance with Applicable Laws
The PiHP shali comply with all federal, state and locali laws, and require that ail

PIHPs will comply with all applicable Federal and State laws and regulations including MCL
15.342 Public officer or employee; prohibited conduct, Title VI of the Civil Rights Act of 1964,
Title IX of the Education Amendments of 1972, the Age Discrimination Act of 1973, and the
Rehabilitation Act of 1973, and the Americans with Disabilities Act. Statutory and regulatory
provisions related to Title XXI (The Children’s Health Insurance Program) are applicable to
services rendered under the MIChild program. The PIHP will also comply with all applicable
general administrative requirements such as OMB Circulars covering cost principles,
grant/agreement principles, and audits in carrying out the terms of this gatéement. For purposes
of this Agreement, OMB Circular 2 CFR 200 Subpart E is applicable 0P hat are local
government entities, and OMB Circular 2 CFR 200 Subpart E is applicable t6 PIEPs that are
non-profit entities.

In addition, the PIHP’s Substance Use Disorder service delivery systeni shall comply
1. The Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255J, 45, amende

2. The Comprehensive Alcohol Abuse and Alcoholisng
Rehabilitation Act of 1970 (P.L. 91-616) as amendée
the basis of alcohol abuse or alcoholism ' |

3. §§523 and 527 of the Publi SC. §8290 dd-3 and 290
oholand drug abuse patient records
4. Hestatute(s) under which application

for Federal assistan
5. The requirements of any
application.

tatute(s) which may apply to the

“etseq, and Section 503 of the Departments of Labor,
Education, and Related Agencies Appropriations Act (Public
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and disclose acco

18.1.2 Non-Diseri
In the performance of any contract or purchase order resulting here from, the PIHP agrees not to
discriminate against any employee or applicant for employment or service delivery and access,
with respect to their hire, tenure, terms, conditions or privileges of employment, programs and
services provided or any matter directly or indirectly related to employment, because of race,
color, religion, national origin, ancestry, age, sex, height, weight, marital status, physical or
mental disability unrelated to the individual's ability to perform the duties of the particular job or
position. The PIHP further agrees that every subcontract entered into for the performance of any
contract or purchase order resulting here from will contain a provision requiring non-
discrimination in employment, service delivery and access. as herein specified binding upon each
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subcontractor. This covenant is required pursuant to the Elliot Larsen Civil Rights Act, 1976 PA
453, as amended, MCL 37.2201 et seq, and the Persons with Disabilities Civil Rights Act, 1976
PA 220, as amended, MCL 37.1101 et seq, and Section 504 of the Federal Rehabilitation Act
1973, PL 93-112, 87 Stat. 394, and any breach thereof may be regarded as a material breach of
the contract or purchase order.

Additionally, assurance is given to the MDHHS that pro-active efforts will be made to identify
and encourage the participation of minority-owned, women-owned, and handicapper-owned
businesses in contract solicitations. The PIHP shall incorporate language in all contracts
awarded: (1) prohibiting discrimination against minority-owned, womenzowned, and
handicapper-owned businesses in subcontracting; and (2) making discri ion a material
breach of contract. 4

18.1.3 Debarment and Suspension

CFR Part 76 and certifies to the best of its knowledge and belief that it, i
and subcontractors:
1. Are not presently debarred, suspended, proposed for d

federal department or PIHP;

2. Have not within a three-year period preceding this agr fﬁi)nt bee&%conwcted oforhada
civil judgment rendered against them fo! Lot criminal offense in
connection with obtaining, atiet a public (federal, state, or
local) transaction or contrac 3 5li Sactiony violation of federal or state
antitrust statutes or commissi Y, orgery, bribery, falsification or
destruction of records;

3. Are not presently indict dtherwise criminally or civilly charged by a government

entity (federal, state or lgg

¢n Act of 1994, 20 USC 6081 et seq, which requires that smoking
n of any indoor facility owned or leased or contracted by and used
routinely or regular the provision of health, day care, early childhood development services,
education or library s€rvices to children under the age of 18, if the services are funded by federal
programs either directly or through state or local governments, by federal grant, contract, loan or
loan guarantee. The law also applies to children's services that are provided in indoor facilities
that are constructed, operated, or maintained with such federal funds. The law does not apply to
children's services provided in private residences; portions of facilities used for inpatient drug or
alcohol treatment; service providers whose sole source of applicable federal funds is Medicare or
Medicaid; or facilities where Women, Infants, and Children (WIC) coupons are redeemed.
Failure to comply with the provisions of the law may result in the imposition of a civil monetary
penalty of up to $1,000 for each violation and/or the imposition of an administrative compliance
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order on the responsible entity. The PIHP also assures that this language will be included in any
sub-awards that contain provisions for children's services.

The PIHP also assures, in addition to compliance with Public Law 103-227, any service or
activity funded in whole or in part through this agreement will be delivered in a smoke-free
facility or environment. Smoking shall not permitted anywhere in the facility, or those parts of
the facility under the control of the PIHP. If activities or services are delivered in residential
facilities or in facilities or areas that are not under the control of the PIHP (e.g., a mall,
residential facilities or private residence, restaurant or private work site), the activities or services
shall be smoke free.

18.1.5 Hatch Political Activity Act and Intergovernmental Personé
The PIHP will comply with the Hatch Political Activity Act, 5 USC 1501- s
and the Intergovernmental Personnel Act of 1970, as amended by Title ggj )
Reform Act, Public Law 95-454, 42 USC 4728 - 4763. Federal funds c%% not be useg

political purposes of any kind by any person or organization involved i the admlms ;
federally assisted programs.

nd 7324-7328,

18.1.6 Limited English Proficiency
The PIHP shall comply wnth the Ofﬁce of Civil nghts Pol
he sh Proficiency. This

guidance clarifies responsibilities for rov1dmg fé’mf A Sistice: ;{Txtle VI of the Civil
Rights Act of 1964. . o .

18.1.7 Health Insurance Portability an A nd 42 CFR PART 2

To the extent that MDHHS overed Entities and/or Programs under 42

CFR Part 2, each agrees that'it it A’s Plivacy Rule, Seuuxity Rule
Transaction and Code Set Rule
existing and as may be later

1. The PIHP m
Department that f
law; or to a subco

any protected health data and information provided by the
in HIPAA requirements except as permitted or required by applicable
as appropriate under this agreement.

2. The PIHP will ensure that any subcontractor will have the same obligations as the Contractor
not to share any protected health data and information from the Department that falls under
HIPAA requirements in the terms and conditions of the subcontract.

3. The PIHP must only use the protected health data and information for the purposes of this
agreement.

4. The PIHP must have written policies and procedures addressing the use of protected health
data and information that falls under the HIPAA requirements. The policies and procedures must
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meet all applicable federal and state requirements including the HIPAA regulations. These
policies and procedures must include restricting access to the protected health data and
information by the Contractor’s employees.

5. The PIHP must have a policy and procedure to immediately report to the Department any
suspected or confirmed unauthorized use or disclosure of protected health data and information
that falls under the HIPAA requirements of which the Contractor becomes aware. The Contractor
will work with the Department to mitigate the breach, and will provide assurances to the
Department of corrective actions to prevent further unauthorized uses or disclosures.

the termination of
nce with HIPAA
' %thorized use

6. Failure to comply with any of these contractual requirements may reg‘vi '
thxs agreement in accordance w1th Part |, Sectlon 15.0 Cancellatlon In ceq

9. The PIHP must have writl
protected information. '

In accordance with 45 CFR
Federal regulati

gress, oran employee of a Member of Congress in connection with any of
sral actions: the awarding of any Federal contract, the making of any
Federal grant, the making of any Federal loan, the entering into of any cooperative agreement,
and the extension, continuation, renewal, amendment, or modification of any federal contract,
grant, loan, or cooperative agreement.

or employee o
the following co

18.1.9 Davis-Bacon Act

(All contracts in excess of $2,000). (40 U.S.C. 276a to a-7) -- When required by Federal
program legislation, all construction contracts awarded by the recipients and sub-recipients of
more than $2,000 shall include a provision for compliance with the Davis-Bacon Act (40 U.S.C.
276a to a-7) and as supplemented by Department of Labor regulations (29 CFR part 5). "Labor
Standards Provisions Applicable to Contracts Governing Federally Financed and Assisted
Construction™). Under this act, contractors shall be required to pay wages to laborers and
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mechanics at a rate not less than the minimum wages specified in a wage determination made by
the Secretary of Labor. In addition, contractors shall be required to pay wages not less than once
a week. The recipient shall place a copy of the current prevailing wage determination issued by
the Department of Labor in each solicitation and the award of a contract shall be conditioned
upon the acceptance of the wage determination. The recipient shall report all suspected or

reported violations to the federal awarding agency.

18.1.10 Contract Work Hours and Safety Standards

(All contracts in excess of $2,000 for construction and $2,500 employing mechanics or laborers).
(40 U.S.C. 327 - 333) -- Where applicable, all contracts awarded by recipients in excess of
$2,000 for construction contracts and in excess of $2,500 for other co
employment of mechanics or laborers shall include a provision for co
and 107 of the Contract Work Hours and Safety Standards Act (40 U.S.C
supplemented by Department of Labor regulations (29 CFR part 5). Unde FS¢
Act, each contractor shall be required to compute the wages of every m"
the basis of a standard workweek of 40 hours. Work in excess of the sta
permissible provided that the worker is compensated at a rate of not les
basic rate of pay for all hours worked in excess of 40 hours ingfewee ¢
Act is applicable to construction work and provides that no fféor%}“ T m han hanifc-shall be required
to work in surroundings or under working conditions that ﬁe B azardous or
dangerous These requirements do not apply to f}}e ' )

rch work). Contracts or
mental, or research work shall provide
in any resulting invention in
Inventions Made by Nonprofit Organizations and
§ Contmcts and Cooperative Agreements,” and

agreements for the performance o
f01 thc lights of the Federal Govezﬂ

Cleqn Air Act (42 U.S.C. 7401 et seq.) and the Federal Water
1251 et seq.), as amended -- Contracts and sub-grants of

comply with a
(42 U.S.C 7401
1251 et seq.). Viola
Office of the Envirg

dards, orders or regulations issued pursuant to the Clean Air Act
he Federal Water Pollution Control Act as amended (33 U.S.C.

s shall be reported to the Federal awarding agency and the Regional
ental Protection Agency (EPA).

18.1.13 HCBS Transition Implementation

The PIHPs and their provider network will work with MDHHS to assure full compliance with
the Home and Community Based Setting requirements for CMS approved Medicaid Authorities
and the state's approved transition plan no later than March 2019 as required by the rule.
Activities to include but not limited to, complete survey process, review data collected from
survey, notify providers of corrective action, collect corrective action, approve corrective action
and resurvey to assure both initial and ongoing compliance.
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Effective October 1, 20187, the PIHP will not enter into new contracts with new providers of
services covered by the Federal HCBS Rule (42 CFR Parts 430,431, 435, 436, 440, 441 and 447)
that have not demonstrated 100% compliance with the Federal HCBS rule and State
requirements as promulgated by the Michigan Department of Health and Human Services and
documented in the Michigan Statewide Transition Plan.

18.2 Special Waiver Provisions for MSSSP
Michigan’s Specialty Services and Supports Waiver Program authorized under 1915(b)(1), (3)
and (4) of the Social Security Act is currently approved until currently aythorized under

i

approved extension.

The 1915(b) Waiver is concurrent with a five-year 1915(c) waiver, referred to asithe Home and
Community-Based Habilitation Supports Waiver, serving people with a 51@@%%3‘

disability, is currently approved until September 30, 2016. Under these faivers, b

19.0 DISPUTE RESOLUTL{{)&%..
Disputes by the PIHP may be pursued through the dispute résolutigh progess.

ess. This process shall

involve a meeting between agents of the PIHP and t The MDHHS Deputy Director
for Behavioral Health and Devgl ify the appropriate Deputy
Director(s) or other departm % i 1 the process for resolution, unless

the MDHHS Director has delegated # he Administrative Tribunal.

meeting within twenty (20) calendar days of receipt
hall provide the PIHP and MDHHS representative(s)
the dispute within fourteen (14) calendar days following the
cision of the Deputy Director shall be the final MDHHS

Any corrective
disputed by the Pl all be on hold pending the final MDHHS decision regarding the dispute.
In the event of an e;nergem compliance dispute, the dispute resolution process shall be initiated
and completed within five (5) working days.

20.0 NO WAIVER OF DEFAULT
The failure of the MDHHS to insist upon strict adherence to any term of this contract shall not be
considered a waiver or deprive the MDHHS of the right thereafter to insist upon strict adherence
to that term, or any other term, of the contract.
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21.0 SEVERABILITY
Each provision of this contract shall be deemed to be severable from all other provisions of the
coniract and, if one or more of the provisions shall be declared invalid, the remaining provisions
of the contract shall remain in full force and effect.

22.0 DISCLAIMER
All statistical and fiscal information contained within the contract and its attachments, and any
amendments and modifications thereto, reflect the best and most accurate information available
to MDHHS at the time of drafting. No inaccuracies in such data shall constitute a basis for legal
recovery of damages, either real or punitive. MDHHS will make correctigns for identified
inaccuracies to the extent feasible. Captions and headings used in this cénfract are for
information and organization purposes.

23.0 RELATIONSHIP OF THE PARTIES (INDEPENDENT g
The relationship between the MDHHS and the PIHP is that of client an%ndepena% |
No agent, employee or servant of the PIHP or any of its subcontractorsf

Section; (c) the third (3rd)
rn receipt requested; or (d) the
zed overmght express courier with a

if a copy of the notice is sent
business day after being sent,
next business day after being sen
reliable tracking system. Either
giving written notice in accord;

Pursuant t 0 ,as ,423.321 et seq., the State shall not award a contract
or sub .
nt register compiled by the Michigan Department of Licensing

may void any contract if, subsequent to award of the contract,
er, or the name of the subcontractor, manufacturer or supplier

26.0 SURVIVOR

Any provisions of the corm act that impose continuing obligations on the parties including, but
not limited to, the PIHP's indemnity and other obligations, shall survive the expiration or
cancellation of this contract for any reason.

27.0 GOVERNING LAW

This contract shall in all respects be governed by, and construed in accordance with, the faws of
the State of Michigan.
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28.0 MEDIA CAMPAIGNS
A media campaign, very broadly, is a message or series of messages conveyed through mass
media channels including print, broadcast, and electronic media. Messages regarding the
availability of services in the PIHP region are not considered to be media campaigns. Any media
campaigns funded through Substance Use Disorder Community Grant funds must be compatible
with MDHHS values, be coordinated with MDHHS campaigns whenever feasible and costs must
be proportionate to likely outcomes. The PIHP shall not finance any media campaign using
Department-administered funding without prior written approval by the Department.

29.0 ETHICAL CONDUCT N

MDHHS administration of this contract is subject to the State of Michi AT
196 of 1973, “Standards of Conduct for Public Officers and Employees.
prescribes standards of conduct for public officers and employees.

MDHHS administration of this contract is subject to the State of MlChl
Order No: 2001-03, “Procurement of Goods and Services from Vendo

, 45 CFR, Part 46, subpart A,
at prior to the initiation of the research, the
lication material for all research
rams sponsored by the Department or in
the Statc of Mlchlgan to the Depaltmcm s IRB

sections 46.101-124 and HIP
PIHP will submit institutional
involving human sub]ects whi

Officer(s).

ISCAL SOUNDNESS OF THE RISK-BASED PIHP

Federal regulations require that the risk-based PIHPs maintain a fiscally solvent operation and
MDHHS has the right to evaluate the ability of the PIHP to bear the risk of potential financial
losses, or to perform services based on determinations of payable amounts under the contract.

33.0 PROGRAM INTEGRITY
The PIHP must have administrative and management arrangements or procedures for compliance
with 42 CFR 438.608. Such arrangements or procedures must identify any activities that will be
delegated and how the PIHP will monitor those activities.
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34.0 PIHP OWNERSHIP AND CONTROL INTERESTS
In order to comply with 42 CFR 438.610, the PIHP may not have any of the following
relationships with an individual who is excluded from participating in Federal health care
programs:
a. Excluded individuals cannot be a director, officer, or partner of the PIHP:
b. Excluded individuals cannot have a beneficial ownership of five percent or more of the
PIHP’s equity: and
c. Excluded individuals cannot have an employment, consulting, or other arrangement with
the PIHP for the provision of items or services that are significant and material to the

PIHP’s obligations under its contract with the State.

y.and report any
%”tles as well as
t§ have spousal, parent-

The PIHP shall comply with the federa 'regu]ati’cgms T
required information about ownership and i
convictions as specified in 4
and all contracts, agreements; pur
services provided under the Medi
106.

r%amtam disclose, and furnish
ness transactions, and criminal
dition, the PIHP shall ensure that any
eases to obtain space, supplies, equipment or
tirg’compliance with 42 C.F.R. §455.104-

entity appear on th
disclosure of owner.
enrolliment, or whenever a change in provider entity ownership or control takes place.

The PIHP must search the OIG exclusions database monthly to capture exclusions and
reinstatements that have occurred since the last search, or at any time providers submit new
disciosure information. The PIHP must notify the Division of Program Development,
Consultation and Contracts, Behavioral Health and Developmental Disabilities Administration in
MDHHS immediately if search results indicate that any of their network’s provider entities, or
individuals or entities with ownership or control interests in a provider entity are on the OIG
exclusions database.
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34.2 PIHP Responsibility for Disclosing Criminal Convictions
PIHPs are required to promptly notify the Division of Program Development, Consultation and
Contracts, Behavioral Health and Developmental Disabilities Administration in MDHHS if:

a. Any disclosures are made by providers with regard to the ownership or control by a
person that has been convicted of a criminal offense described under sections 1128(a) and
1128(b)(1), (2), or (3) of the Act, or that have had civil money penalties or assessments
imposed under section 1128A of the Act. (See42 CFR 1001.1001(a)(1): or

b. Any staff member, director, or manager of the PIHP, individual with beneficial
ownership of five percent or more, or an individual with an employment, consulting, or

1001.1001(a)(1))

The PTHP’s contract with each provider entity must contain language t
entity to disclose any such convictions to the PIHP.

34.3 PIHP Responsibility for Notifying MDHHS ofAdm§m
to Formal Exclusion

The PIHP must promptly notify the Division of ]
Contracts, Behavioral Health and De
taken any administrative action that I;
including any provider entity conduct that r
provider network.

the Medicaid program,
r termination from the PIHP’s

The United States General Service
from federal programs. The "e
pertaining to the use of EPLS
address: http:
www.michig
Sanctioneds

3PLS) and any rules and/or restrictions
«GSA's web page at the following internet
e sanctioned list is at:

Billing and Reimbursement, click on List of

communicabl se and other health indicators. The PIHP agrees to ensure compliance with
all such repor

36.0 MEDICAID POLICY
PIHPs shall complyAvith provisions of Medicaid policy developed under the formal policy
consultation process, as established by the Medical Assistance Program.

37.0 PROVIDER PROCUREMENT
The PIHP is responsible for the development of the service delivery system and the
establishment of sufficient administrative capabilities to carry out the requirements and
obligations of this contract. Where the PIHP and its provider network fulfill these
responsibilities through subcontracts, they shall adhere to applicable provisions of federal
procurement requirements as specified in Attachment P.37.0.1.
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In complying with these requirements and in accordance with 42 CFR 438.12, the PIHP:
1. May not discriminate for the participation, reimbursement, or indemnification of any

provider who is acting within the scope of his or her license or certification under
applicable state law, solely on the basis of that license or certification;

2. Maust give those providers not selected for inclusion in the network written notice of the
reason for its decision;

3. Is not required to contract with providers beyond the number necessary to meet the needs
of its beneficiaries, and is not precluded from using different practitioners in the same
specialty. Nor is the PIHP prohibited from establishing measure hat are designed to

to its beneficiaries. In addition, the PIHP's selection policies and pr res cannot
discriminate against particular providers that serve high-risk populag

including contracts for administrative and financia
shall be held solely and fully respon%}%&: to exeﬁijt@
said provisions are directly pursued by the PIHP, or
vendor. The PIHP shall ensurgsth

services being purchased. Subecon
contract and therefore not a party:

of the PIHP. Subcontracts ente

DHHS is not a party to the
ployee relationship with the subcontractor
il address such provisions as the PIHP
ivery system, and shall include standard

Payment arr;
Financing conditions consistent with this contract

Anti-delegation clause

0. Compliance with Office of Civil Rights Policy Guidance on Title VI “Language

ements (including coordination of benefits) and solvency requirements

Assistance to Persons with Limited English Proficiency”

11. EPSDT requirements

12. In alf contracts with health care professionals, the PIHP must comply with the
requirements specified in the “Quality Assessment and Performance Improvement
Programs for Specialty Prepaid Health Plans”, Attachment P 7.9.1. and require the
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provider to cooperate with the PIHP's quality improvement and utilization review
activities

13. Include provisions for the immediate transfer of recipients to a different provider if their
health or safety is in jeopardy

14. Not prohibit a provider from discussing treatment options with a recipient that may not
reflect the PIHP's position or may not be covered by the PIHP

15. Not prohibit a provider from advocating on behalf of the recipient in any grievance or
utilization review process, or individual authorization process to obtain necessary health
care services

16. Require providers to meet Medicaid accessibility standards as ¢
policy and this contract

activity delegated under the subcontract. All employment agreements, pi
other arrangements, by which the PIHP intends to deliver serviggsgequi

Subcontracts that contain provisions for a ﬁnangal incentiy
(including sub-capitations) must include provisi% 1t pro from practices that
result in the withholding of services that would ise be pig ording to medical
necessity criteria and best practice sthndards, cofisis ith 42 CFR 422.208. The PIHP shall
provide a copy of specific contract languageysed for ingentivesbonus, withhold or sanction
provisions (including sub-capitations) to IS at leas days prior to when the contract is
issued to the provider. MDHH: 1 o disallow or require amendment of such
provisions if the provisions appe:

d contract language within 25 days of
by MDHHS. The PIHP must provide

g of all subcontracts for administrative or financial management,
fhe MDHHS within 60 days of signing this contract. The listing

39.0 FISCAL AUDITS AND COMPLIANCE EXAMINATIONS
Required Audit and”Compliance Examination
The PIHP shall submit to MDHHS a Single Audit or Financial Statement Audit depending on the
level of Federal awards expended, and a Compliance Examination as described below. The PIHP
must also submit a Corrective Action Plan for any audit or examination findings that impact
MDHHS-funded programs, and the management letter (if issued) with a response.

Single Audit

PIHPs that expend $750,000 or more in Federal awards, during the PIHP’s fiscal year shall
submit a Single Audit to MDHHS. The Single Audit must comply with the requirements of the
Single Audit Act Amendments of 1996, and 2 CFR 200, Subpart IF. Also, the PIHP must comply
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with all requirements contained in the MDHHS Substance Abuse Prevention and Treatment
Audit Guidelines, current edition, as issued by the MDHHS Bureau of Audit, Reimbursement,
and Quality Assurance.

Financial Statement Audit
PIHPs exempt from the Single Audit requirement shall submit to MDHHS a Financial Statement
Audit prepared in accordance with generally accepted auditing standards (GAAS).

Compliance Examination
PIHPs shall submit a contract end date (September 30") Compliance Ex

accordance with the American Institute of CPA’s (AICPA’s) Statemen
Attestation Engagements (SSAE) 10 - Compliance Attestation (as am
14), and the Compliance Examination Guidelines contained in Attachment

ination conducted in
ofrStandards for
SSAE 11, 12, and

Due Date and Where to Send
The required Single Audit or Financial Statement Audit, Compliance Exa
required submissions (i.e. Corrective Action Plan and management lett
be submitted to MDHHS within 30 days after receipt of the prag @Ghitiotier’s
than June 30" following the contract year end by e-mail to L? :
AuditReports@michigan.gov. The required materials mus % e
PDF file compatible with Adobe Acrobat (read @ly) r f

Penalty

If the PIHP does not submit fmancial Statement Audit, Compliance
Examination, and applicable Corf by the due date and an extension has not
been approved by MDHHS, MD the current funding an amount equal to
five percent of the audit year’s/gr t tgiexceed $200,000) until the required filing is

received by MDLIHS. MDH

contained i1 udit, Financial Statement Audit, and Compliance Examination
Report. Ther sion relating to the Single Audit or Financial Statement Audit will
be issued within § after the receipt of a complete and final reporting package. The
management decisi
after the receipt of a<complete and final reporting package. The management decision will
include whether or not the finding or comment is sustained; the reasons for the decision, and the
expected PIHP action to repay disallowed costs, make financial adjustments, or take other action.
Prior to issuing the management decision, MDHHS may request additional information or
documentation from the PIHP, including a request for practitioner verification or documentation,
as a way of mitigating disallowed costs. The appeal process available to the PIHP relating to
MDHHS management decisions on Compliance Examination findings, comments, and
disallowed costs is included in Attachment P.39.0.1.1.

Other Audits
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MDHHS or federal agencies may also conduct or arrange for additional audits to meet their
needs.

39.1 Reviews and Audits

The MDHHS and federal agencies may conduct reviews and audits of the PIHP regarding
performance under this contract. The MDHHS shall make good faith efforts to coordinate
reviews and audits to minimize duplication of effort by the PIHP and independent auditors
conducting audits and compliance examinations.

These reviews and audits will focus on PIHP compliance with state and
regulations, policies, and waiver provisions, in addition to contract prov
and procedure.

ederal laws, rules,
ns and PTHP policy

supersede these protocols.

39.2 MDHHS Reviews
1. As used in this section, a review is an examination of
f%

agent, of policies and practices, in an effort to veri
this contract.

prohibited by rule or ft

welfare or substantial th
Except as precluded in 3

rates it was in compllancc with the questioned provisions at the time of
the review. (New information can be provided anytime between the exit interview
and the POC). When access or care to individuals is a serious issue, the PIHP may
be given a much shorter period to initiate corrective actions, and this condition
may be established, in writing, as part of the exit conference identified in (4)
above. If, during an MDHHS on-site visit, the site review team member
identified an issue that places a participant in imminent risk to health or welfare,
the site review team would invoke an immediate review and response by the
PIHP. which must be completed in seven calendar days.
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b. The MDHHS will review the POC, seek clarifying or additional information from
the PIHP as needed, and issue an approval of the POC within 30 days of having
required information from the PIHP. The MDHHS will take steps to monitor the
PIHP's implementation of the POC as part of performance monitoring.

c. The MDHHS shall protect the confidentiality of the records, data and knowledge
collected for or by individuals or committees assigned a peer review function in
planning the process of review and in preparing the review or audit report for
public release.

6. MDHHS follow-up will be conducted to ensure that remediati
issues occurs within 90 days after the plan of correction is apprg

f out-of-compliance
by MDHHS.

39.3 MDHHS Audits
1. The MDHHS and/or federal agencies may inspect and audit anyifinancial r 5,9t the
entity or its subcontractors. As used in this section, an audit is
PIHP's and its contract service providers' financial recor
financial management practices, conducted by the
Reimbursement, and Quality Assurance, or its age by a fede%al agency or its agent,

to verify the PIHP's compliance with legal andscontras ’

extent possible. The MDHHS 3 ide i of documents to be
audited at least 30 days prior to th entrance meeting will be

3. MDHHS audits of PYHPs : slement the independent auditor’s
Compliance Examination jay i more of the following objectives (The

iveness and efficiency in reporting their financial
HS in accordance with contractual requirements: applicable
cal statutory requirements; Medicaid regulations; and

To accomplish the above listed audit objectives, MDHHS auditors will review PIHP
documentation, interview PIHP staff members, and perform other audit procedures as deemed
necessary. The audit report and appeal process is identified in Attachment 39.3.1 and is a part of

this contract.

PART 11 (A)
GENERAL STATEMENT OF WORK
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1.0 SPECIFICATIONS
The following sections provide an explanation of the specifications and expectations that the
PIHP must meet and the services that must be provided under the contract. The PIHP and its
provider network are not, however, constrained from supplementing this with additional services
or elements deemed necessary to fulfill the intent of the Managed Specialty Services and
Supports Program, the Flint 1115 Waiver and SUD Community Grant.

1.1 Targeted Geographical Area for Implementation
The PIHP shall manage the Concurrent 1915(b)/(c) Program, SUD Community Grant, and the
Healthy Michigan Plan under the terms of this agreement in the county(igs) of your geographic
service area, These county(ies) are identified in Attachment P.8.9.1 and/
“service area” or exclusively as “Medicaid specialty service area.” A

1.2 Target Population
The PIHP shall serve Medicaid beneficiaries in the service area describg
require the Medicaid services included under: the 1915(b) Specialty Sex
eligible for the Healthy Michigan Plan, the Flint 1115 Waiver or gomni
are enrolled in the 1915(c) Habilitation Supports Waiver; whi
program; or for whom the PIHP has assumed or been assxg1
Responsibility (COFR) status under Chapter 3 of the Men
individuals covered under the SUD Communityijrant:

the PIHP and its agents are f}
specified in the contract.

{result of a dispute of payment lesponslblhty bet\vcen

contacted for authorization for post-stabilization specialty
financially responsible for post-stabilization specialty care services obtained
PIHP that are pre-approved by the PIHP or the plan provider if

to it by the PIHP.

care. The
within or outside
authorization is

The PIHP is also responsible for post-stabilization specialty care services when they are
administered to maintain, improve, or resolve the beneficiary’s stabilized condition when:
e The PIHP does not respond to a request for pre-approval within 1 hour;

e The PIHP cannot be contacted; or

» The PIHP representative and the treating physician cannot reach an agreement
concerning the beneficiary's care and a PIHP physician is not available for consultation.
In this situation, the PIHP must give the treating physician the opportunity to consult with
a PIHP physician and the treating physician may continue with care of the patient until a
PIHP physician is reached or one of the criteria of 42 CFR 422.133(c)(3) is mel.
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When the MDHHS office in the PIHP's service area places a child outside of the service area on
a non-permanent basis and the child needs specialty supports and services, the PIHP retains
responsibility for services unless the family relocates to another service area, in which case
responsibility transfers to the PIHP where the family has relocated.

1.4 Behavior Treatment Plan Review Committee
The PIHP shall ensure that its provider network uses a specially-constituted committee, such as a
behavior treatment plan review committee, to review and approve or disapprove any plans that
propose to use restrictive or intrusive interventions with individuals served by the public mental
health system who exhibit seriously aggressive, self-injurious or other behaviors that place the
individual or others at risk of physical harm. The Committee shall subs lly incorporate the
standards in Attachment P 1.4.1 Technical Requirement for Behavior 1

2.0 1915(b)/(c) AND HEALTHY MICHIGAN PROG]
Services may be provided at or through PIHP service sites or contractual
Unless otherwise noted in the Michigan Medicaid Provider Manual:-Mgi
Abuse section, mental health and intellectual/developmental dlsabllmes
provided in other locations in the community, including the bgié
individual need and clinical appropriateness.

) 1" nee
ay;gaISo be
rding to

jces m

2.1 1915(b) Services

State Plan Services: Under the ]915(b Wawer
is responsible for providing the covefed, {
Manual: Mental Health — Substdnce Abuse section.

2.2 1915(b)(3) Services
As specified in the most current
more ﬂex1ble and mutually neg

ate plan coverage(s) for which the beneficiary qualifies.
eir definitions, medical necessity criteria, and amount scope and
b)(3) services is included in the Michigan Medicaid Provider

beneficiaries in the service areas who are enrolled in Michigan’s 1915(¢) Home and Community
Based Services Waiver for persons with developmental disabilities. Covered services are
described in the Mental Health/Substance Abuse Chapter of the Michigan Medicaid Provider
Manual.

2.4 Autism Services

State Plan Services: Under the iSPA and the 1915(b) Waiver component of the 1915(b)/(c)
program, the PIHP is responsible for providing the covered services as described in the Michigan
Medicaid Provider Manual.
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2.5 Healthy Michigan Plan

The PIHP is responsible for providing the covered services described in the Mental
Health/Substance Abuse Chapter of the Michigan Medicaid Provider Manual as well as the
additional Substance Use Disorder services and supports described in the Medicaid Provider
Manual for individuals who are eligible for the Healthy Michigan Plan.

2.6 SUD Community Grant Services
Under the State’s SUD Community Agreement between MDHHS and the PIHP, the PIHP is
responsible for providing or arranging for the provision of SUD prevention and treatment

services to eligible individuals.

2.7 MIChild
enrolled in the MIChild program.

2.8 Flint 1115 Waiver
The clemonstl ation waiver expands coverage to children up 1o age

4 % e o
demonstration is approved in accordance with section 111 gg fthe Soc 1 Securlty Act, and is
effective as of March 3, 2016 the date of the sig&% abih ot
Medicaid-eligible children and pregnant wome

during the specified period will be elf @‘%le for a nd%r the state p!an All such

persons will have access to Targeted Case Managen rvices under a fee for service contract
between MHDDS and Genese . sfee for service contract shall provide
the targeted case manageme ices i ance with the requirements outlined in the
Special Terms and Conditions i 15 Demonstration, the Michigan Medicaid

State Plan and Medicaid Policy

ipity Grant and MIChild services to those that are
hat conform to accepted standards of care. PIHPs
d services consistent with the applicable sections of
t, the Cote of Federal Regulations (CFR), the CMS/HCFA State Medicaid
igan’s Medicaid State Plan, and the Michigan Medicaid
ubstance Abuse section.

The PIHP shall pr red state plan or 1915(c) services (for beneficiaries enrolled in the
1915(c) Habilitati ports Waiver) in sufficient amount, duration and scope to reasonably
achieve the purpose.of the service. Consistent with 42 CFR 440.210 and 42 CI'R 440.220,
services to recipients shall not be reduced arbitrarily. Criteria for medical necessity and
utilization control procedures that are consistent with the medical necessity criteria/service
selection guidelines specified by MDHHS and based on practice standards may be used to place
appropriate limits on a service (CFR 42 sec.440.230).

3.1 Program Operation
The PIHP shall provide the necessary administrative, professional, and technical staff for
operation of the program.
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3.2 Notification of Modifications

Provide timely notification to the Department, in writing, of any action by its governing board or
any other funding source that would require or result in significant modification in the provision
of services, funding or compliance with operational procedures:

3.3 Software Compliance
The Contractor must ensure software compliance and compatibility with the Department’s data
systems for services provided under this agreement including, but not limited to: stored data,
databases, and interfaces for the production of work products and reports. All required data under
this agreement shall be provided in an accurate and timely manner without interruption, failure
or errors due to the inaccuracy of the Contractor’s business operations {91 processing date/time
data.

4.0 ACCESS ASSURANCE
4.1 Access Standards
The PIHP shall ensure timely access to supports and services in accorda
Standards in Attachment P 4. 1 1 and the followmg timeliness standards id

4.13 Recovery Policy
All Supports and Services provided to individud
Health and Substance Use Disorders), including
based in the principles and practices §fr
to this contract.

4.2 Medical Necessity
The definition of medical necessi
Provider Manual: Mental Health,

Plan of Sel
1996). The PIH]
Person-Centered

requirement of Substapce Abuse Services.

S Cultural Competence
The supports and services provided by the PIHP (both directly and through contracted providers)
shall demonstrate an ongoing commitment to linguistic and cultural competence that ensures
access and meaningful participation for all people in the service area. Such commitment
includes acceptance and respect for the cultural values, beliefs and practices of the community,
as well as the ability to apply an understanding of the relationships of language and culture to the
delivery of supports and services.
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To effectively demonstrate such commitment, it is expected that the PIHP has five components
in place: (1) a method of community assessment; (2) sufficient policy and procedure to reflect
the PIHP's value and practice expectations; (3) a method of service assessment and monitoring;
(4) ongoing training to assure that staff are aware of, and able to effectively implement, policy;
and (5) the provision of supports and services within the cultural context of the recipient.

The PIHP shall participate in the State’s efforts to promote the delivery of services in a culturally
competent manner to all beneficiaries, including those with limited English proficiency and
diverse cultural and ethnic backgrounds.

4.6 Early Periodic Screening, Diagnosis and Treatment (EPSDT)

Under Michigan's 1915(b) specialty service waiver, ISPA and this agr
responsible for the provision of specialty services Medicaid benefits, and m
benefits available to beneficiaries referred by a primary EPSDT screener,4£0
a qualifying condition discovered through the screening process.

the beneficiary’s Medicaid health plan.

4.7. Self-Determination ‘
Iti is the expectatlon that PIHPs w1ll 1 work of service providers
Guideline dated 10/1/12 contract

ce Abuse Services.

4.8 Choice
In accordance with 42 CFR 438.6

sure that the beneficiary is allowed to
an, therapist, etc. to the extent possible and

4.10 Out of Netw esponsibility

If the PIHP is una provide necessary medical services covered under the contract to a
particular beneficiagy the PIHP must adequately and timely cover these services out of network
for the beneficiary, for as long as the entity is unable to provide them within the network. Since
there is no cost to the beneficiary for the PIHP’s in-network services, there may be no cost fo
beneficiary for medically-necessary specialty services provided out-of-network.

4.11 Denials by a Qualified Professional

The PIHP must assure that any decision to deny a service authorization request or to authorize a
service in an amount, duration, or scope that is less than requested, must be made by a health
care professional who has appropriate clinical expertise in treating the beneficiary's condition.
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4.12 Utilization Management Incentives

The PIHP must assure that compensation to individuals or entities that conduct utilization
management activities is not structured so as to provide incentives for the individual or entity to
deny, limit, or discontinue medically necessary services to any beneficiary.

4.13 Recovery Policy
All Supports and Services provided to individuals with mental illness, including those with co-
occurring conditions, shall be based in the principles and practices of recovery outlined in the
Michigan Recovery Council document “Recovery Policy and Practice Advisory” included as
Attachment P4.13.1 to this contract.

5.0 SPECIAL COVERAGE PROVISIONS
The following sub-sections describe special considerations, services, and/o
arrangements that may be required by this contract.

5.1 Nursing Home Placements
The PTHP agrees to provide medically necessary Medicaid specxalt se
placement from or to divert admissions to a nursing home fo «; ¢

y
5.3 Capitated Payments and Ot
Medicaid capitation funds paid t

rrangements
5(b) component of the Concurrent

ugh multiple public systems. Medicaid funds

g arrangements must reflect the expected cost of
eneficiaries participating in or referred to the multi-
edicaid funds cannot be used to supplant or replace the service
ic programs.

that payments are ng'less than amounts paid to non—FQHC and RHCs for similar services. This
standard does not apply to SUD Community Grant services.

5.5 Special Health Care Needs

Beneficiaries with special health care needs must have direct access to a specialist, as appropriate
for the individual’s health care condition, as specified in 42 CFR 438.208(c)(4). This standard
does not apply to SUD Community Grant services.

5.6 Indian Health Service/Tribally-Operated Facility or program/Urban Indian Clinie
/1/0)
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PIHPs are required to pay any Indian Health Service, Tribal Operated Facility
Organization/Program/Urban Indian Clinic (I/T/U), or I/T/U contractor, whether participating in
the PIHP provider network or not, for PIHP authorized medically necessary covered Medicaid
managed care services provided to Medicaid beneficiary/Indian enrollees who are eligible to
receive services from the I/T/U provider either (1) at a rate negotiated between the PIHP and the
I/T/U provider, or (2) if there is no negotiated rate, at a rate not less than the level and amount of
payment that would be made if the provider were not an I/T/U provider.

6.0 PTHP ORGANIZATIONAL STRUCTURE
The PIHP shall maintain an administrative and organizational structure the
quahty, comprehenswe managed care program 1nclu31ve of all behaviof

lmkages between administrative areas including: provider network servic
service area network development; quality improvement and utlllZﬁthngi/g
grievance/complaint review; financial management and management in’
Effective linkages are determined by outcomes that reflect coor@'g&%;ed I

6.1 Critical Incidents

plan of action is deve
event. The plan must id

a on Sentinel Events are contained in “User Documents”, via
& narrower in scope than the responsibility to identify and follow

6.2 Administrativi 3
The PIHP shall ha cient administrative staff and organizational components to comply
with the responsibiljties reflected in this contract. The PIHP shall ensure that all staff has
training, education, experience, licensing, or certification appropriate to their position and
responsibilities.

The PIHP will provide written notification to MDHHS of any changes in the following senior
management positions within seven (7) days:

Administrator (Chief Executive Officer)

Medical Director
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6.3 Customer Services: General

Customer Services is an identifiable function that operates to enhance the relationship between
the individual and the PIHP. This includes orienting new individuals to the services and benefits
available including how to access them, helping individuals with all problems and questions
regarding benefits, handling individual complaints and grievances in an effective and efficient
manner, and tracking and reporting patterns of problem areas for the organization. This requires
a system that will be available to assist at the time the individual has a need for help, and being
able to help on the first contact in most situations. Standards for customer services are in

Attachment P.6.3.1.

The Customer Services Attachment to the PIHP contract requires the PLEIE
individuals with the information outlined in 42 CFR 438.10(f)(4), whi¢
identified in 42 CFR 438.10 (£)(6). The information is currently required to
or sooner if substantial changes have been made. CMS has instructed the,

provide
fences information

enrollee written notice of any significant change in the information spe
least 30 days before the intended effective date of the change. Lan ag

=25,

6.3.1 Recipient Rights/Grievance afid/Appealg:
The PIHP shall adhere to the requlrements
Techmcal Requnement Wth

ith MDI s inistrative hC'umg process, as wcll as thh the
he Pl P shall follow fair hearing guidelines and protocols issued by

by CMHSPs in th
specified in 2(d).

provider network. Recipient rights requirements for SUD services are

The PIHP must notify the requesting provider of any decision to deny a service authorization
request, or to authorize a service in an amount, duration, or scope that is less than requested. The
notice to the provider need not be in writing.

The PIHP must maintain records of grievances and appeals,

6.3.2 Information Requirements
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A. Informative materials intended to be distributed through written or other media to
beneficiaries or the broader community that describe the availability of covered services and
supports and how to access those supports and services shall meet the following standards:
1. All such materials shall be written at the 4th grade reading level when possible (i.e., in
some situations it is necessary to include medications, diagnosis and conditions that do
not meet the 4th grade level criteria).
2. All materials shall be available in the languages appropriate to the people served
within the PIHP's area for specific Non-English Language that is spoken as the primary
language by more than 5% of the population in the PIHPs Region. Such materials shall be
available in any language alternative to English as required by the Limited English
Proficiency Policy Guidance (Executive Order 13166 of Augus '
Register Vol. 65, August 16, 2002)

Amerlcans with Disabilities Act (ADA). Beneficiaries shall be i
access the alternative formats. /
4. Material shall not contain false, confusing, and/or misleadingin|

B. Additional Information Requirements
1. The PIHP shall ensure that beneficiaries are notifie is available

for any language and written information is availablg ing %anguages and how to
access those services. The PIHP shall a%‘ 1 ' iaries are notified how to
access alternative formats. | k.
a. The PIHP must providet Wi matiQ%n to all beneficiaries who receive
9pec1alty suppoxis and servi o

format that is preferable to the beneficiary:
-line. The listing must be kept current and

fhich they are entitled.
rocedures for obtaining benefits, including authorization requirements.

v. The extent to which, and how, beneficiaries may obtain benefits and the
extent to which, and how, after-hours crisis services are provided.

vi. Annually (e.g., at the time of person-centered planning) provide to the
beneficiary the estimated annual cost to the PIHP of each covered support
and service he/she is receiving. Technical Advisory P 6.3.2.1.B.i provides
principles and guidance for transmission of this information.

vii. The Contractor is required to provide Explanation of Benefits (EOBs) to
5% of the consumers receiving services. The EOB distribution must
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comply with all State and Federal regulations regarding release of
information as directed by DCH. DCH will monitor EOB distribution
annually. A model Explanation of Benefits consistent with Technical
Requirement P 6.3.2.1.B.ii is attached to this contract. A PIHP may, but is
not required to utilize the model template.

b. The PIHP must give each beneficiary written notice of a significant change in its
provider network including the addition of new providers and planned termination
of existing providers.

c. The PIHP wiil make a good faith effort to give written nogice of termination of a
contracted provider, within 15 days after receipt or issu ) the termination
notice, to each beneficiary who received his or her primary ¢ om, Or was seen
on a regular basis by, the terminated provider.

d. The PIHP will provide information to beneficiaries abou C angd care
coordination responsibilities of the PIHP, including: A

i. Information on the structure and operatio /
ii. Physician incentive plans in use by the 1 ders as set
forth in 42 CFR 438.6(h). '

6.4 Medicaid Services Verification %
PIHPs shall perform Verification of Me%iicaid ¢
by MDHHS in collaboration with PIHPS and shal
20187

50N accords operational developments
alized noTater than September 30,

7.0 PR
The PIHP is responsible for maj

appeal systent to resolve disputes.

3. Provide a copy of the PIHP's prior authorization policies to the provider when the
provider joins the PIHP's provider network. The PIHP must notify providers of any
changes to prior authorization policies as changes are made.

4. Provide a copy of the PIHP's grievance, appeal and fair hearing procedures and

timeframes to the provider when the provider joins the PIHP's provider network. The

PIHP must notify providers of any changes to those procedures or timeframes.
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5. Provide to MDHHS in the format specified by MDHHS, provider agency information
profiles that contain a complete listing and description of the provider network available
to recipients in the service area.

6. Assure that services are accessible, taking into account travel time, availability of public
transportation, and other factors that may determine accessibility.

7. Assure that network providers do not segregate PIHP individuals in any way from other
people receiving their services.

7.1 Provider Credentialing

The PIHP shall have written credentialing policies and procedures for e
rendering services to individuals are appropriately credentialed withiny
to perform their services. Credentialing shall take place every two years. T
that network providers residing and providing services in bordering statesgicct:
licensing and certification requirements within their state. The PIHP aI; must havy
policies and procedures for monitoring its providers and for sanctioning providers w

k)

ing that all providers
¢ and are qualified

7.2 Collaboration with Community Agencies

PIHPs and their provider network must work closely with
based organizations and providers to address pre,%alenghm v
a shared customer base to provide a more holis neh th car
agencies and organizations may inclyg i
offices, Federally Qualified Health C
and migrant health centers, nugging homes,&re
Waiver agents for the Home ;
Michigan Rehabilitation Servic
make a wider range of essential s

for the consumer. Such
DHHS human service
ral Health Centers (RHC), community

3 ommissions on Aging, Medicaid
) program, school systems, and
and collaboration with these entities will
failable to the PIHP individuals. PIHPs
rticipation in multi-purpose human services

funity groups.

hat the services provided by these agencies are available to
shall not require an exclusive contract as a condition of

primary care physicians. This policy shall minimally address all recipients of PIHP services for
whom services or supports are expected to be provided for extended periods of time (e.g., people
receiving case management or supports coordination) and/or those receiving psychotropic
medications.

7.3 Medicaid Health Plan (MHP) Agreements

Many Medicaid beneficiaries receiving services from the PIHP will be enrolled in a MHP for
their health care services. The MHP is responsible for non-specialty level mental health services.
It is therefore essential that the PHHP have a written, functioning coordination agreement with
each MHP serving any part of the PIHP's service area. The written coordination agreement shall
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describe the coordination arrangements, inclusive of but not limited to, the exchange of
information, referral procedures, care coordination and dispute resolution. At a minimum these
arrangements must address the integration of physical and mental healih services provided by the
MHP and PIHP for the shared consumer base plans. A model coordination agreement is herein
included as Attachment P 7.3.1.

7.4 Integrated Physical and Mental Health Care

The PIHP will initiate affirmative efforts to ensure the integration of primary and specialty
behavioral health services for Medicaid beneficiaries. These efforts will focus on persons that
have a chronic condition such as a serious and persistent mental health illness, co-occurring
tined by the PIHP to be

past physical health care and referrals for appropriate services.
assessment will be coordinated through the consumer’s

care findings that relate to the delivery of specialty

the person-centered plan. '
e The PIHP will ensure that a basi
pressure, and blood glucose 18V¢ls is perform
primary care physicianeven after ehg u

is;medical care, or treatment options, including any
t may be self-administered

including the'right to refuse treatment, and to express preferences about future treatment
decisions.

7.6 Home and Community Character

The PIHP must assure that the residential (adult foster care, specialized residential, provider
owned/controlled) and non-residential services (skill building, supported employment,
community living supports, prevocational, out of home non-vocational) where individuals are
supported by funds from the Medicaid 1915(c) waiver programs (Habilitation Supports Waiver,
Children’s Waiver, and Children’s SED Waiver, B Waiver) each maintains a “home and
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community character” as required by federal regulation and the resultant, Michigan-specific,
CMS approved plan.

7.7 Management Information Systems

The PIHP shall ensure that Management Information Systems and practices have the capacity

that the obligations of this contract are fulfilled by the entity and/or its subcontractors.

Management information systems capabilities are necessary for at Jeast the following areas:
1. Monthly downloads of Medicaid eligible information

Individual registration and demographic information
Provider enrollment

Third party liability activity

Claims payment system and tracking

Grievance and complaint tracking F
Tracking and analyzing services and costs by population group, épd specid
categories as specified by MDHHS

8. Encounter and demographic data reporting
9. Quality indicator reporting

10. HIPAA compliance

11. UBP compliance

12. Individual access and satisfaction

N e WS

( nce (834) and Payment Order
Remittance Advice (§20)' 1s the primary source for eligibility
determination for PTHP fi Eligibi quiry and Response (270/271) is intended

Fthe following requirements are met:
tween the PIHP and the CMHSP clearly describes the CMHSP’s

b. The contract between the PIHP and the CMHSP for PIHP health plan information
technology functions shall be separate from other EHR functions performed as a
CMHSP.

3. The PIHP shall analyze claims and encounter data to create information about region
wide and CMHSP specific service utilization. The PIHP shall provide regular reports to
each CMHSP as to how the CMHSP’s individual utilization compares to the PIHP’s
region as a whole. The PIHP shall utilize this information to inform risk management
strategics and other health plan functions.
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4. The PIHP shall actively participate with the Department to develop metrics the
Department will use to provide useful reports to the PIHPs, i.e., benchmarking individual
PIHP’s data against statewide data.

5. The PIHP shall participate with the Department and CMHSPs in activities to standardize
and consistently implement encounter submissions involving County of Financial
Responsibility (COFR) issues, when the CMHSP identified as the COFR is not part of
the PIHP’s geographic region.

7.7.1 Uniform Data and Information
To measure the PIHP's accomplishments in the areas of access to care, ation, service

outcomes, recipient satisfaction, and to provide sufficient information £6'ttack expenditures and
calculate future capitation rates, the PIHP must provide the MDHHS with data and
information as specified by MDHHS as previously agreed, and such additjémn: (

reporting requirements, required by state and federal law, will be comm“m
least 90 days before they are effectlve unless state or federal 1

requirements.
The PIHP's timeliness in submitting required reports ax)ld
MDIIHS and will be considered by MDHHS in i

The PIHP must cooperate w
by making available recipie
PIHPs must certify that the data
certification from and slgned by
demgnee who re

of the information in cach of the sets of data in

1se the Encounter Data Integrity Group (EDIT) for the
Losting related to plocedme codes, and the assignment of

In order to assess quahty of care, determine utilization patterns and access to care for various
health care services, affirm capitation rate calculations and estimates, the PIHP shall submit
encounter data containing detail for each recipient encounter reflecting all services provided by
the PIHP. Encounter records shall be submitted monthly via electronic media in the HIPAA-
compliant format specificd by MDHHS. Encounter level records must have a common identifier
that will allow linkage between MDHHS’s and the PIHP’s management information systems.
Encounter data requirements are detailed in the PIHP Reporting Requirements Attachment
P.7.7.1.1 to this contract.
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The following ASC X12N 837 Coordination of Benefits loops and segments are required by
MDHHS for reporting services provided by and/or paid for by the PIHP and/or CMHSP.
Loop 2320 — Other Subscriber Information
SBR — Other Subscriber Information

DMG - Subscriber Demographic Information
Ol — Other Insurance Coverage Information
Loop 2330A — Other Subscriber Name

NM1 — Other Subscriber Name

Loop 2330B — Other Payer Name

NM1 -- Other Payer Name

REF - Other Payer Secondary Identifier
Submission of data for any other payer other than the PIHP and/or CM
Reporting monetary amounts in the ASC X 12N 837 version 4010 is option

7.7.3 Supports Intensity Scale &
The PIHP will:
1. Ensure that each individual Michigan Medicaid-eligible, age 18%
Intellectual/Developmental Disability, who are curl'%}gif@}% & agement or
supports coordination or respite only services is ass%fssei ﬁ’lg th%% Supports Intensity

son experiences
assure that a

Scale (SIS) at minimum of once every 3,years norefor if the

30, 20187
2. Ensure an adequate cad
individuals are assessed i )
3. Be responsible to ensut qu cognized SIS Assessors to complete the

one per PIHP for the 10 PIHPs. The State will provide
$s to offer training for one QL in each region for one year through

Participate SIS Steering Committee. Each PIHP will have an identified “lead”

person ser e committee to assure two way communication between the PIHP and

its designeesfand MDHHS.

5. Assure SIS is administered by an independent assessor free of conflict of interest.

6. Collaborate with BHDDA to plan for and participate in stakeholder SIS related
informational forums

7. Collaborate with BHDDA in planning and provision of training to Supports
Coordination/Care Management staff

8. SIS assessors must meet state specified required criteria including the following

minimum criteria:
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a. Bachelor’s Degree in human services or four years of equivalent work experience
in a related field

b. At least one year experience with individuals that have a developmental or
intellectual disability

c. Participation in a minimum of one Periodic Drift Review and one IRQR per year
conducted by an AAIDD recognized SIS® Quality Lead

d. Maintain annual Interviewer Reliability Qualification Review (IRQR) status at
“Qualified” status as determined by an AAIDD recognized Quality Lead

e. Assessors skills will be evaluated as part of quality framepyork that includes
AAIDD/MORC-SNAC/Online reports
Participate in Michigan SIS® Assessor conference calls
Attend armual chhlgan SIS® Assessor Continuing Educa; .

yaddition PIHPs

communication, mentorship, and educational opportunit
h. SIS Assessors must be independent from the current Supp 5

individual is being served. In addition, SIS 4

evidenced by annual review and annual sig

Agreement.
i. Assessors should not

J- Itisacceptable
CMHSP, or off

ensure that all assessors continue to meet the
and allow the completion of assessments within

uvalified; Excellent for higher level) an IRQR

ed by an AAIDD recognized trainer

(perience conducting assessments for a range of individuals

with varying needs and circumstances

Participated in regular Quality Assurance and Drift Reviews to develop

their skills

10. Ensure that SIS data is entered into or collected using SISOnline, the AAIDD web-based
platform designed to support administering, scoring, and retrieving data and generating
reports (hitp://aaidd.org/sis/sisonline) within state specified time frames.

11. Provide for necessary DUA’s and related tasks required for use of SIS online.

12. MDHHS will cover annual licensing fees, reports, and SISOnline maintenance. The
PIHPs are responsible for SIS-A integration into their EMR.

13. Co-own SIS data with MDHHS
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14. Have complete access to all SIS data entered on behalf of the PIHP, including both detail
and summary level data.

Level of Care Utilization System (LOCUS)
The PIHP will:

1. Ensure that the LOCUS is incorporated into the initial assessment process for all
individuals 18 and older seeking supports and services for a severe mental illness using
one of the three department approved methods for scoring the tool. Approved methods:

a. Paper and pencil scoring;

b. Use of the online scoring system Service Manager, thro
Health, with cost covered by BHDDA through Mental ﬁea
Commission fundmg, or

] %Jﬁeld Behavioral
id Wellness

funding.
2. Ensme that each individual 18 years and older w1th a sey

re-assessment process during that and subsequent

3. Identify a regional trainer that will suppdt regi
BHDDA ongoing training an
the tool.

4. Collaborate with BHDDA for ongo 1z hdehty itoring on the use of the tool.

5. Provide to DHHS the gom that is completed in accord with
the established report

7.7.4. National Core lndlca
The PIIIP will p eSS -survey and background information

nd conduct the face to face surveys for the
¢gion who have been selected by MDHHS for NCI
1ts, if required, coordinate appointments, and provide
on selected participants as necessary for the Depaltmem S

ce to face interviews with identified participants in the

c region (a (otal of at least 500 interviews will be completed for the entire State
P shall help with dissemination and use of the NCI data in the PIHP’s

214
of Michigan). Th
quality improver

7.8 Financial Management System: General

The PIHP shall maintain all pertinent financial and accounting records and evidence pertaining
to this contract based on financial and statistical records that can be verified by qualified
auditors. The PIHP will comply with generally accepled accounting principles (GAAP) for
government units when preparing financial statements. The PIHP will use the principles and
standards of OMB Circular 2 CFR 200 Subpart E for determining all costs related to the
management and provision of Medicaid covered specialty services under the Concurrent
1915(b)/(c) Waiver, SUD Community Grant, Healthy Michigan, the Flint 1115 Waiver and
MIChild Programs reported on the financial status report. The accounting and financial systems
established by the PIHP shall be a double entry system having the capability to identify

52



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program #4218
Artrendment-i2

application of funds to specific funding streams participating in service costs for individuals.
The accounting system must be capable of reporting the use of these specific fund sources by
major population groups (MIA, MIC, DD and SA). In addition, cost accounting methodology
used by the PIHP must ensure consistent treatment of costs across different funding sources and
assure proper allocation to costs to the appropriate source.

The PIHP shall maintain adequate internal control systems. An annual independent audit shall
evaluate and report on the adequacy of the accounting system and internal control systems.

7.8.1 Rental Costs )
The following limitations regarding rental costs1 shall apply to all PTH]
exceed the limits in this section are not allowable and shall not be charg
13. Subject to the limitations in subsection b and ¢ of this section, rental
to the extent that the rates are reasonable in light of such factors ﬁ
comparable property, if any; market conditions in the area; altergati ’
type, life expectancy, condition, and value of the property lease %Sntal arrapgements
should be reviewed periodically to determine if circumstanees h eddnd other
options are available. 4
14. All rental costs are subject to OMB Circular 2 CF
15. Rental costs under leases which are requized tgbe

HP purchased the property
on the date the lease was executed i g Standards Board Statement 13,
Accounting for Lea S determine whether a lease is a capital lease.
Interest expenses reld are allowable to the extent that they meet
the criteria in OMB Circy 47 E. Unallowable costs include amounts

timely payments to all providers for clean claims. This includes
paym fall:clean claims from network subcontractors within 30 days of
recéipt,
under a subco,
both parties.

in which other timeliness standards have been specified and agreed to by

Avalidclaimisac or supports and services that the PIHP is responsible for under this
contract. It includesServices authorized by the PIHP, and those like Medicare co-pays and
deductibles that the PIHP may be responsible for regardless of their authorization.

The PIHP shall have an effective provider appeal process to promptly and fairly resolve
provider-billing disputes.

7.8.2.1 Post-Payment Review

w
(%)
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The PIHP may utilize a post-payment review methodology to assure claims have been paid
appropriately. Regardless of method, the PIHP must have a process in place to verify that
services were actually provided.

7.8.2.2 Total Payment
The PIHP or its providers shall not require any co-payments, recipient pay amounts, or other cost
sharing arrangements unless specifically authorized by state or federal regulations and/or
policies. The PIHP's providers may not bill individuals for the difference between the provider’s
charge and the PIHP's payment for services. The providers shall not seek nor accept additional
supplemental payment from the individual, his/her family, or representatge, for services
authorized by the PIHP. The providers shall not seek nor accept any adg tlonal payment for
covered services furnished under a contract, referral, or other arrangemen
those payments are in excess of the amount that the beneficiary would ow
the services directly.

7.8.2.3 Electronic Billing Capacity
The PIHP must be capable of accepting HIPAA compliant electronic bil
the PIHP, or the PIHP claims management agent, as stipulate M
Provider Manual. The PIHP may require its providers to
for payment.

7.8.2.4 Third Party Resource Requirements
rs are required to identify
er to make themselves whole. Third

n:or carrier (e.g., individual, group,
| carrier, automobile insurance
hat has liability for all or part of a
ayments available from other health

e for services provided to its individuals

and worker's compensation) or pro;
recipient’s covered benefit. Th
insurers including
in accordance wi
and the Michi blic Health Code as applicable. The PIHP shall be

ird party liability information and may retain third

Viedicare, Medicare will be the primary payer ahead of any PIHP,
) covered benefit under Medicare. The PIHP must make the Medicaid
beneficiary whol 1g or otherwise covering all Medicare cost-sharing amounts incurred
by the Medicaid be y such as coinsurance, co-pays, and deductibles in accordance with
coordination of benefit rules. In relation to Medicare-covered services, this applies whether the
PIHP authorized the service or not.

if the service pro

7.8.2.5 Vouchers

Vouchers issued to individuals for the purchase of services provided by professionals may be
utilized in non-contract agencies that have a written referral network agreement with the PIHP
that specifies credentialing and utilization review requirements. Voucher rates for such services
shall be predetermined by the PIHP using the actual cost history for each service category and
average local provider rates for like services. These rates represent total payment for services
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rendered. Those accepting vouchers may not require any additional payment from the
individual.

Voucher arrangements for purchase of individual-directed supports delivered by non-
professional practitioners may be through a fee-for-service arrangement. The use of vouchers is
not subject to the provisions of Section 37.0 (Provider Contracts and Procurement) and Section
38.0 (Subcontracting) of this contract.

7.8.2.6. Programs with Community Inpatient Hospitals
Upon request from MDHHS, the PIHP must develop programs for improying access, quality,
and performance with providers. Such programs must include MDHH
methodology, data collection, and evaluation. /

dar
The PIHP shall have a fully operational Quality Assessment and Perfor;gance Impr
Program in place that meets the conditions specified in the Quality Ass %{mnt and
Improvement Program Technical Requirement," Attachment P 7.9.1. %

nent

Peitor
r_ 9 mance

ob]ectlves and activities deve
will be included in the PIHP's
may also require separate submis
external review.

to the external review findings
IHS upon request. The MDHHS
plan specific to the findings of the

ness review of its QAPIP. The effectiveness

have been improvements in the quality of health
f quality assessment and improvement activities and
The amly51s Should take mto COI]S]dClathI’l trends in

[’

effectiveness of PE'QAPIP must be provided to the MDHHS upon request.

7.9.3 MDHHS Stapndard Consent Form

It is the intent of the parties to promote the use and acceptance of the standard release forim that
was created by MDHHS under Public Act 129 of 2014. Accordingly, the PIHPs have the
opportunity to participate in the Department’s annual review of the DCH-3927 and to submit
comments to the Department regarding challenges and successes with using DCH-3927.

There are remaining issues to be addressed before the standard consent form can be used to
support electronic Health Information Exchange. However, for all non-clectronic Health
Information Exchange environments, the PIHP shall implement a written policy that requires the

L
o
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PIHP and its provider network to use, accept, and honor the standard release form that was
created by MDHHS under Public Act 129 of 2014.

7.10 Service and Utilization Management

The PIHP shall perform utilization management functions sufficient to control costs and
minimize risk while assuring quality care. Additional requirements are described in the
following subsections.

7.10.1 Beneficiary Service Records
The PIHP shall ensure that providers establish and maintain a comprehensive individual service
record system consistent with the provisions of MSA Policy Bulletins, a@d appropriate state and
federal statutes. The PIHP shall ensure that provxders maintain in a legj
copy or electronic storage/imaging, recipient service records necessary/to
document the quantity, quality, appropriateness, and timeliness of services
records shall be retained according to the retention schedules in place by, She
Management and Budget (DTMB) General Schedule #20 at: http://mich i
150-9141_21738_31548-56101--,00.html. This requirement must be ex
PIHP's provider agencies. |

7.10.2 Other Service Requirements
The PIHP shall assure that in addition to those provisions s
Assurance,” services are planned and delivered ig.a mann

ion 4.0 “Access
values and

e Personal Care in Noit
o Family-Driven and Yo
Employment Works! P

The PIHP shalli ith the appropriate entities, services designed to divert beneficiaries
that qualify for M ialty services from a possible jail incarceration, when appropriate.
Such services shou nsistent with the Jail Diversion Practice Guidelines. The PIHP will
collect data reflectiye of jail diversion activities and outcomes as indicated in the Practice

Guideline (Attachment P 7.10.3.1).

linate

7.10.4 School-to Community Transition

The PIHP shall ensure the CMHSPs participate in the development of school-to-community
transition services for individuals with serious mental illness, serious emotional disturbance, or
developmental disability. Participation shall be consistent with the MDHHS School-to-
Community Transition Guideline (Attachment P 7.10.4.1).
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7.10.5 Advance Directives

In accordance with 42 CFR 422.128 and 42 CFR 438.6, the PIHP shall maintain written policies
and procedures for advance directives. The PIHP shall provide adult beneficiaries with written
information on advance directive policies and a description of applicable state law and their
rights under applicable faws. This information must be continuously updated to reflect any
changes in state law as soon as possible but no later than 90 days after it becomes effective. The
PIHP must inform individuals that grievances concerning noncompliance with the advance
directive requirements may be filed with Customer Services.

7.11 Regulatory Management
The PIHP shall have an established process for carrying out corporate ¢g
across its service area. The process includes promulgation of policy th
standards of conduct that articulate the PIHP’s commitment to comply wit

Federal and State standards The PIHP must demgnate an individual to bg#

iance activities

pplicable
E‘%‘ ce officer,

identification, comprehension, interpretation, and dissemination. The ¢
committee members, and PIHP employees shall be trained about the co

procedures. The PIHP shall establish ongoing internal moni )é%gg i me that the
standards are enforced, to identify other high-risk compharg aregs; and.,(&) il where
improvements must be made. There are procedures for '.?' o identified problems

and development of corrective actions.

7.12.1 PIHP Boards
The membership of PIHP Bogate
services (SUDs).

contlactual ar angcmem wit
law. The SUD Oversight Poli include the members called for in the establishing
agrecmen member appointed by the County Board of
cxved by the PIP. The SUD Over51ght Pollcy Boald shall

which shall'im ‘ Oilowing responsibilities:
et containing local funds for treatment, prevention, recovery or

Advice and recommendations regarding PIHP budgets for SUD prevention, treatment and

recovery usihg other non-local funding sources.

3. Advice on recommendations regarding contracts with SUD treatment, recovery or
prevention providers.

4. Any other terms as agreed to by the participating parties consistent with authorizing

legislation.

The PIHP shall provide a list of members and criteria use to make selection of members.
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7.12.3 Procedures for Approving Budgets and Contracts
The PIHP must approve budgets and contracts for SUD prevention, treatment and recovery
services in accordance with established procedures.

7.12.4 Maintaining Provider Base
The PIHP must maintain the provider base for prevention, treatment, and recovery services under
contract as of December 2012 until December 28, 2014.

7.12.5 Reports and Annual Budget Boilerplate Requirements
The PIHP must submit timely reports on annual budget boilerplate requirements including:
1. Legislative Reports (Section 908), FY20176 due by February 28§,

2. Mental Health and Substance Use Disorder Services Integratiofi St

8.0 CONTRACT FINANCING r
The provisions provided in the following subsections describe the finan
support of this contract.

A PIHP shall accept transfers of all reserve accounts and rel%e itieSie il d by PIHPs
that formerly operated within the current PTHP’s geographig¢itegiog? A PIHP shall accept transfer
of all labilities accumulated by the PIHPs that formerly o @ within

region that were incurred and paid on behalf of the new PIE pre-awarg

Partnership for Success

izations associated with grants,
itiated or revised without formal

this contract when specifically

t apply to the Medicaid, Autism or

es described in this agreement.

. i
(2015-2020), State Disability Assistance and other fi
amendment of the contract ap
cited and transmitted in writing t
Healthy Michigan rates, or any oth

state funds géceived by a CME
matching:portion of th

ces provided to non-Medicaid recipients or the state
: 1 payments made to a CMHSP or an affiliation of
tsuchifunds and payment schedule is included in Attachment P 8.0.1.

Rave access to the financial and administrative records of the PIHP
timeframes of this contract.

their representati
related to the activ

8.1 Local Obligation

The PIHP shall provide the local financial obligation for those Medicaid funds determined to
require local match. In the event a PIHP is unable to provide the required local obligation, the
PIHP shall notify the MDHHS contract representative immediately.

8.1.1 If a state appropriations Act permits the contribution from internal resources, local funds to

be used as a bona fide part of the state match required under the Medicaid program in order to
increase capitation payments, the PIHP shall provide on a quarterly basis the PIHP obligation for
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local funds as a bona fide source of match for Medicaid. The payment dates and amounts are
shown in a schedule in Attachment P 8.0.1.

8.1.2 MDHHS has determined that the method of payment used for these services provided the
1915(b) waiver and 1915(c) Habilitation Supports Waiver do not require the 10% local
obligation.

8.2 Revenue Sources for Local Obligation
The following are potential revenue sources for the PIHP's obligation to provide local funds to
match Federal Medicaid.
e County Appropriations
Appropriations of general county funds to the PTHP by the Co
Commissioners.

¢ Other Appropriations and Service Revenues
Appropriations of funds to the PIHP or its contract agencies by
raised by fee-for-service contract agenmes and/or network prov1

obligation of the PIHP, as reﬂected in this comract.%
¢ Gifts and Contributions

Grants, bequests, donations, gifts from 1

institutions or individuals; gi

individual identified by name

inds for any particular

not bg used as local match funds.

* Special Fund Accoun
Funds of participating
Account, consistent with S
Supplemental Security L
care homes is a Fede

snt program designed to help aged, blind, and
me. It provides cash to meet basic needs for

earned on M
its contracts;

HS funds by contract agencies and/or network provxdels as speufed in

ith the PIHP.

¢ Other Revenues for Mental Health Services
As long as the source of revenue is not federal or state funds, revenues from other county
departments/funds (such as child care funds) or revenues from public or private school
districts for PIHP mental health services.

e Grants or Gifts Exclusions
Local funds exclude grants or gifts received by the county, the PIHP, or agencies
contracting with the PIHP. from an individual or agency contracting to provide services
to the PIHP. An exception may be made. where the PIHP can demonstrate that such
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funds constitute a transfer of grants or gifts made for the purposes of financing mental
health services, and are not made possible by PIHP payments to the contract agency that
are claimed as matchable expenses for the purpose of state financing.

8.3 Local Obligations - Requirement Exceptions
The following Medicaid covered services shall not require the PIHP to provide a local
obligation:

s Programs for which responsibility is transferred to the PIHP and the state is responsible
for 100% of the cost of the program, consistent with the Michigan Mental Health Code,
for example 307 transfers and Medicaid hospital-based services £

(-

e Other Medicaid covered specialty services, provided under the,
Program, as determined by MDHHS
s Services provided to an individual under criminal sentence toa s

8.4 MDHHS Funding
MDHHS funding includes both Medicaid funds related to the 1915(b)
Habilitation Supports Waiver, the MIChild program, the 1113
Flint 1115 Waiver. The financing in this contract is always
Appropriation Act, CMHSPs within a PIHP may, but are i
to pr0v1de serv1ces not coveled under the 1915(b) andy

n
u@%red to}éﬁxse GF formula funds

diagnoses.

The Medicaid PEPM rates and the annual estimate of current year payments are attached to this
contract. The actual number of Medicaid eligibles shall be determined monthly and the PIHP
shall be notified of the eligibles in their service area via the pre-payment process.

Beginning with the first month of this contract, the PIHP shall receive a pre-payment equal to
one month. The MDHHS shall not reduce the PEPM to the PIHP to offset a statewide increase in
the numbel of beneficiaries. All PEPM rates must be certified as falling within the actuarially
sound rate range.
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The Medicaid PEPM rates effective October 1, 2016 will be supplied as part of Attachment P
8.0.1. The actual number of Medicaid eligibles shall be determined monthly and the PIHP shall
be notified of the eligibles in their service area via the pre-payment process.

The MDHHS shall provide to the PIHP both the state and federal share of Medicaid funds as a
capitated payment based upon a per 1915 (¢) Habilitation Supports Waiver enrollee per month
methodology. The MDHHS will provide access to an electronic copy of the names of the
Medicaid eligible and Habilitation Supports waiver enrolled people for whom a 1915 (¢) waiver
interim payment is made.

8.4.1.1 Medicaid Rate Calculation )
The Medicaid financing strategy used by the MDHHS, and stated in th€ 193 5¢h) Waiver, is to
contain the growth of Medicaid expenditures, not to create savings.

The Medicaid Rate Calculation is based on the actuarial documentationgf
USA. Three sets of rate calculations are required: 1) one set of factors f%
and 1915(b)(3) services; 2) one set of factors for 1915 (c) Habilitation

Himan
the 1915( l?; plan
rts Wal\fér services;

provides the reqmred certification regarding actuarial sounsg
Budget Act Rules effective August 13, 2002. m%chm of
actuarial documentation is included in Attachme

Several groups of Medicaid e 1g1bles
The groups are identified in
payments excluded eligibilit
responsible for service to the
services, except for that period
and thus not Medicaid-eligib

fretlo -eligibility. The PIHP is
e their Medicaid funding for such

tatewide increase in the number of Medicaid
as falling within the actuarially sound rate range.

o managed care payments each month for the Medicaid

8.4.1.3 Medicaid an and (b)(3) Payments

The capitation payment for the state plan and (b)(3) Mental Health, Developmental Disability
and Substance Abuse services is based on all Medicaid eligibles within the PIHP region,
excluding Children’s Waiver enrollees, and persons residing in a ICF/IID or individuals enrolled
in a Program for All Inclusive Care (PACE) organization, SED waiver enrollees, individuals
incarcerated, and individuals with a Medicaid deductible. The capitation payment will be
adjusted for recovery of payments for Medicaid eligibles for whom MDHHS has subsequently
been notified of their date of death. When applicable, additional payments may be scheduled (i.e.
retro-rate implementation). HIPAA compliant 834 and 820 transactions will provide eligibility
and remittance information.
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8.4.1.4 1915(¢c) Habilitation Supports Waiver Payments
The 1915(c) Habilitation Supports Waiver (HSW) interim payment will be made to the PIHPs
based on HSW beneficiaries who have enrolled through the MDHHS enroliment process and
have met the following requirements:

e Has a developmental disability (as defined by Michigan law)

¢ Is Medicaid-eligible (as defined in the CMS approved waiver)
e Isresiding in a community setting

e Ifnot for HSW services would require ICF/IID level of care services
e Chooses to participate in the HSW in lieu of ICF/IID services
e Receives at least one HSW approved service to each month enr 1

Dlsturbance Waiver (SEDW)., The PIHP will not receive payments for
beneficiaries who reside in an ICF/IID, Nursing Home, CCI, or are inc

allows PIHPs to “fill in behind” attrition with n
CMS-approved waiver. MDHHS has allocated

for filling a certificate involves the f@mvmg st he PIHPs*submit applications for

Medicaid beneficiaries for enrollment Based on vac tificates within the PIHP and includes
required documentation that sy MDHHS personnel reviews the
PIHP enrollment applicationds ar & roves (within the constraint of the

total yearly number of availa i and priority populations described in the
CMS-approved waiver) those b i

person exiting the ICF/ 11D or at highest risk of needing
ng adult aging off CWP) in another PIHP where no certificate
onnel review all disenroliments from the HSW prior to the

e effective date.

HSW Interim Payments: Per attachment P.8.0.1, the HSW interim payment will be based
upon:
* Base Rates for HSW
* Residential Living Arrangement factor
s Placement from ICF/ lID — Mt. Pleasant factor
» Multiplicative Factor for geographic region
o For HSW enrollees of a PIHP that includes the county of financial responsibility (COFR),
referred to as the “responsible PIHP”, but whose county of residence is in another PIHP,
referred to as the “residential PIHP”, the HSW interim payment will be paid to the COI'R
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within the “responsible PIHP” based on the multiplicative factor for the “residential
PIHP”.

The HSW-interim payment will be scheduled to occur monthly. Adjustments to the payment
schedule may occur to accommodate processing around State Holidays. Additional payments
may be scheduled as required.

The monthly HSW interim payment will include payment for HSW enrolled beneficiaries who
have met eligibility requirements for the current month, as well as retro-payments for HSW
enrolled beneficiaries who met eligibility requirements for prior months, ¢.g., Medicaid
deductible and/or retro-Medicaid eligibility. In addition, the HSW pay, may be adjusted for:
¢ Recovery of payments previously made to beneficiaries prior g
death

did not meet all HSW enrollment requirements
e Modifications to any of the HSW rate development factors
The PIHP must be able to receive and transmit HIPAA compliafit
e 834 — Enrollment/Eligibility
e 820 — Payment / Remittance Advice
e 837 — Encounter

Encounters for provision of services uthorized in 1
modifier to be recognized as valid HSW engounters.
within 90 days of provision of t
assure timely HSW service

The HSW interim payment fo
service encounter(s) accepted
means that th i

5 not been met. Once the recoupment has taken
d valid HSW encounters; however, the recouped

Michigan Serv
On an ongoing ba HP can flexibly and interchangeably expend capitation payments
received through the five sources or “buckets.” Once capitation payments are received, the PIHP
may spend any funds received on 1915(b) state plan, (b)(3), 1115 Healthy Michigan Plan,
MIChild or 1915(c) waiver services. All funds must be spent on Medicaid beneficiaries for
Medicaid services. Surplus funding generated in either Medicaid or Healthy Michigan may be
utilized to cover a funding deficit in the other fund only after that fund sources risk reserve has
been fully utilized.

While there is flexibility in month-to-month expenditures and service utilization related to the

five “buckets,” the PIHP must submit encounter data on service utilization - with transaction
code modifiers that identify the service as 1915(b) state plan, (b)(3) services, or 19135(c) services
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—and this encounter data (including cost information) will serve as the basis for future 1915(b)
state plan, (b)(3) services, and 1915(c) waiver interim payment rate development.

The PIHP has certain coverage obligations to MIChild enrollees and to Medicaid beneficiaries
under the 1915(b) waiver (both state plan and (b)(3) services), and to enrollees under the 1915(c)
waiver. It must use capitation payments to address these obligations.

The PIHP must monitor and track revenues and expenditures on 1915(b) state plan services,

(b)(3) services, and 1915(c) services and assure that aggregate expenditures for (b)(3) services do
not grow or rise faster than the respective aggregate expenditures for 1915(b) state plan and
1915(c) services. ‘

capitation payment only.

8.4.1.6 MDHHS Incentlve Monetal y Payments

» Eligible for Medicaid
e Be between the ages of 0 to 18z
e Served in the MDHHS Foster
[ & 1)

e Meets one of the fbllg..
o Service Criteria 1
eligible month:

Incentive
determined by et ing t e“PIHP’S 1dent1f'ed ellglblc chlldxen w1th the encounter data
submitted. Vali must be submitted within 90 days of the provision of the service
regardless of the cla djudication status in order to assure timely incentive payment
verification. Once the incentive payment has taken place there will not be any opportunities for

submission of eligible children for a quarterly payment already completed.

Quarterly incentive payments will occur as follows:
1. April 20178: Based on eligible children and the supporting encounter data submitted for
October 1, 20167 — December 31, 20167,
2. July2017%: Based on eligible children and the supporting encounter data submitted for
January 1, 20178 — March 31, 20148,
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3. October 2017§: Based on eligible children and the supporting encounter data
submitted for April 1, 20178 — June 30, 20178,
4. January 20179: Based on eligible children and the supporting encounter data

submitted for July 1, 20178 — September 30, 20178.

The MDHHS will provide access to an electronic copy of the names of those individuals eligible
for incentive payments, which incentive payment amount they are to receive, and the COFR.

8.4.1.7 Autism Behavioral Health Treatment including Applied Behayior Analysis
Payments

Payments to the PIHPs under this benefit will occur in two ways and includes
for training and the provision of monthly interim payments. For the Ayfism
Treatment (BHT) including Applied Behavior Analysis (ABA) service;%\
payments will be paid retrospectively. Each interim payment will be iss@
Focused Behavioral Intervention or Comprehensive Behavior%g@‘gg ventior
triggered by the combination of meeting the criteria for this %é‘rﬁf”é&

out in the MSA Bulletin Number: MSA 15-59, and having gt leaggne engounter submitted by
the end of the fourth month after a particular service month fopst % A cost settlement
process will cover direct BHT/ABA services to well as 100% of cost
assessments that determine entry into
This process could result in additionak
settlement process will take pl

m each PIHP. That cost
or the fiscal year being settled.

The rates for the monthly intg . peri ober 1, 2016 through December
31,2016 are:

FFocused Behavioral Interventi
Comprehensive B

ervention (CBI): $3,582.82

8.4.1.8 MIChild =
The MDHHS shall provide to the PIHP the Federal and matching share of MIChild funds as a
capitated payment based upon actuarially sound Per Enrolled Child Per Month (PECPM)
methodology for MIChild-covered mental health services. The primary MIChild payment will
be paid monthly. When applicable, additional payments may be scheduled (i.e., retro-rate
implementation or adjustments to ensure actuarial soundness resulting from changes in treatment
access or scope, duration or intensity of services necessary to meet medical necessity). HIPPA
compliant 834 and 820 transactions will provide eligibility and remittance information. See
attached P.8.0.1 for the PECPM rates.
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8.4.2 Contract Withholds
The Department shall withhold .002 of the approved capitation payment to each PIHP. The
withheld funds shall be issued by the Department to the PIHP in the following amounts within 60
days of when the required report is received by the Department:

1. .0004 for timely submission of the Projection Financial Status Report — Medicaid

2. .0004 for timely submission of the Interim Financial Status Report — Medicaid

3. .0004 for timely submission of the Final Medicaid Contract Reconciliation and Cash
Settlement

4. .0004 for timely submission of the Medicaid Utilization and Cost Report

0004 for timely submission of encounters (defined in Attachmep

W

PA 107 0of 2013 Sec. 105d (18)

%arﬁ‘x ng wnth other
(1]ization, increased
health records and

v be eligible for services

contracted health plans to reduce non emergent emergenc
partxcxpatlon m patlent-centered medical homesf”«mcreﬁgsed \

Distribution of funds from the pei S incentive pool will be contingent on the
PIHP's completion of the require

Performance centiygcalculation of a. above will be based on section 8.4.2.1 below. The
regular reporting r a. above (Joint Plan Care Teams and IP Psych 30 day FUH) shall
suffice; redundant repérting is not required.

PIHPs will submit a narrative summary to MDHHS per the Master Reporting Calendar by
November 15, 2018 summarizing improvements in b and c listed above. The narrative is
expected to address:

a. use of electronic sources such as CC360 to monitor populations and coordinate care, and
b. progress made in support of the BHDDA Veteran and Military members Strategic Plan
a. Outreach efforts and activities with Veterans and Veterans Advocate Groups and
Veterans Providers of any type
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b. Level of CMH and other PIHP Provider involvement on TriCare Panel
c. Population Health and Integrated Care efforts with local VA Medical Centers and
Clinics
The Narrative is anticipated to be largely qualitative in nature and shall contain a summary of

efforts, activities and achievements of PIHPs (and component CMHS if applicable) throughout
FY 2018 related to the areas listed above.

Additional areas that may be addressed, but are not mandatory include:
CMH involvement on TriCare provider panels,

Veterans Community Action Team attendance,

integrated care efforts with local VA Medical Centers,
co-location of CMH staff in primary care settings, and vice vers
involvement with FQHCs, SIM, MIHealthLink, and -
efforts to identify and consumers without primary care physician to tate establishing
that relationship

meaD o

y fealth Plans (MHPs) and
of Health and Human Services has

is excludes beneficiaries seeking

(both PIHP and MHP) will

Pre-paid Inpatient Health Plans (PIHPS)
developed the following joint

submit a response for each critert r .points possible for this initiative in
FY20187. ﬁ
Category riteria/Deliverables
1. 1. Quarterly, each MHP and PIHP will demonstrate

that joint care plans exist for members with

appropriate severity/risk that have been

identified as receiving services from both entities

a. PIHPs and MHPs will provide a list of

jointly served members for whom care
coordination plans have been developed.
MDHHS will select a random number of
individuals from that list and require
PIHPs and MHPs to make the joint care
plans available to MDHHS within the
specified time frame.

(50 points) “

2. By October 1, 2017 MHP and PIHP will submit
a narrative description including dates, attendees,
and examples of the diagnoses of members
discussed to document attendance at monthly
care management meetings.

67



Amendmenti2

hospitalization with
mental health practitioner
within 30 days.

2. Follow-up | The percentage of 1. Plans will meet set standards for follow-up
After discharges for members 6 within 30 days for each rate (70% ages 6-20 and
Hospitaliza | years of age and older 58% ages 21 and older). See October 2016
tion for who were hospitalized MDHHS measure specification for minimum
Mental for treatment of selected standard, query detail and eligible population
Iliness mental illness diagnoses detail.
within 30 | and who had an
days outpatient visit, an Measurement period will be July 1, 2016-June 30,
(FUH) intensive outpatient 2017.

(50 points) encounter or partial

based on MHP/PIHP
wure rates. The total
f the number of

The 50 points will be aéf}
combination performante
points will be the same re

Assessment and PBIP Dispersal
Each PIHP shall submit a qualitative narrative for FY 2017
2017) no later than 11/15/17. The Report shall

A. Achievement of requi
(50% Joint Care Man
0%)
ative, (

0 s, outreach, inter-agency collaborations and the like will
suffice. all include quantitative data for the time period under review.
The PIHPs s
MDHHS by 08,

been rolled in P
MDHHS shall provide consultation draft review response to PIHPs by 1/10/2018. PIHPs shall
have until 1/25/2018 to reply with information. The review and reconciliation process shall be

completed with PIHPs notified by 2/28/18, with funds released in the April 2018 payment cycle.

PBIP funding awarded to the PIHPs shall be treated as restricted local funding. Restricted local
funding must be utilized for the benefit of the public behavioral health system.
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8.5 Operating Practices
The PIHP shall adhere to Generaily Accepted Accounting Principles and other federal and state
regulations. The final expenditure report shall reflect incurred but not paid claims. PIHP
program accounting procedures must comply with:

¢ Generally Accepted Accounting Principles for Governmental Units.

¢ Audits of State and Local Governmental Units, issued by the American Institute of

Certified Public Accountants (current edition).
e OMB Circular 2 CFR 200 Subpart E

8.6 Fmancml Planning

the management of usk as descrnbed in the following sub- sectlons

8.6.1 Risk Corridor
The shared risk arrangements shall cover all Medicaid 1915, 1
Healthy Michigan Plan capitation and 1915(c) Habilitation Sfr
corridor is administered across all services, with no separatfgn fo
abuse funding. .
A. The PIHP shall retain unexpended risk-coj fggf
said funds. The PIHP shall refgin 50% o éﬁn 2
90% and 95% of said funds. The PIHP sl
funds to the MDHHS between 0%
between 90% and 95
B. The PIHP may retainffuri
“Closeout”.
. The PIHP shall be finangf

3f the financial liabilities above the risk corridor-
and 110% of said funds contracted.

The PIHP financial‘responsibility for liabilities for costs between 100% and 110% must first be
paid ﬁom the PIHP’S ISF for risk funding or insurance f01 cost over-runs. The ISF balance shatl

lctdm its chal qctu as Medlcmd 'md He”llthy Mlclng"m Funds but may be used 101 1151\ I'nanung
across the Medicaid and Healthy Michigan programs. Medicaid ISF amounts may be used for
Medicaid or Healthy Michigan cost over runs into the risk corridor and Healthy Michigan ISF
amounts may be used for Medicaid or Healthy Michigan cost over runs into the risk corridor.

69




Apnendment-42

If the PIHP’s liability exceeds the amount available from ISF and insurance, other funding
available to the PIHP may be utilized in accordance with the terms of the PIHP’s Risk
Management Strategy.

8.6.2 Savings and Reinvestment

Provisions regarding the Medicaid, Healthy Michigan Plan, the Flint 1115 Waiver savings and
the PIHP reinvestment strategy are included in the following subsections. It should be noted that
only a PIHP may earn and retain Medicaid/Healthy Michigan Plan savings. CMHSPs may not
earn or retain Medicaid/Healthy Michigan Plan savings. Note that these provisions may be
limited or canceled by the closeout provision in Part I, Section 16.0 Closeout, and may be
modified by actions stemming from Part II A, Section 9.0 Contract Re and Sanctions.

8.6.2.1 Medicaid Savings
The PIHP may retain unexpended Medicaid Capitation funds up to 7.5% g
Medlcald/Healthy Michigan Plan pre-payment authorization. These fune'

consumers. All Healthy Michigan Plan savings funds repogf,ed at fiscal ¥E
expended within one fiscal year following the fiscal year eéin; for Medald or Healthy

Michigan Plan services to Medicaid or Healthy
and CMS approval is requned of the remvestm

{ichigan P{ covered ohsumers. 1f MDHHS

followmg the date of the fin
Unexpended Medicaid/Heal
of the year-end settlement pr
savings to CMS.

The PIHP sh cvelop and iy
The PIHP rginvestment strateg cted to the Medicaid population.

vested according to the criteria below. Any of these funds that
he fiscal year must be returned to the MDHHS as part of the

Services and supports must be directed to the Medicaid population. Community reinvestment
plans to provide seryices contained in the State Medicaid Manual do not require prior approval
by CMS and MDHHS. They must be expended in the fiscal year following the year they are
earned. Prior approval by MDHHS and CMS is required for plans that include other
expenditures in the community reinvestment plan. These must be expended within the fiscal year
after the year of the CMS and MDHHS approval. Community reinvestment funds are to be
invested in accordance with the following criteria:

Development of new treatment, support and/or service models; these shall be additional
1915(b)(3) services to Medicaid beneficiaries as allowed under the cost savings aspect of the
waiver:

70



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program £¥--4718
Amendment#2

e Lxpansion or continuation of existing state plan or 1915(b)(3) approved treatment,
support and/or service models to address projected demand increases.

e Community education, prevention and/or early intervention initiatives.

e Treatment, support and/or service model research and evaluation.

¢ The PIHP may use up to 15% of Medicaid savings for administrative capacity and
infrastructure extensions, augmentations, conversions, and/or developments to: (a) assist
the PIHP (as a PIHP) to meet new federal and/or state requirements related to Medicaid
or Medicaid-related managed care activities and responsibilities; (b) implement
consolidation or reorganization of specific administrative functiofig related to the
Application for Participation and pursuant to a merger or legall Stituted affiliation; or
(c) initiate or enhance recipient involvement, participation, and/or oVerst
dehvery activities, quahty monltormg programs, or customer serv 2

avallablllty of beneﬁts in the following year.

The reinvestment strategy becomes a contractua
funds must be expended within one fi scal year
plan. The PIHP shall document for a)
reinvestment plan. Unexpended Medicdid savmgs sk
year-end settlement process.

8.6.3 Risk Management St
Each PIHP must define the com
general accounting principles as

ination of measures to assure financial risk protection,
rance, and creation of an ISF. The use of an ISF in this regard
attachment P.8.6.4 nal Service Fund Technical Requirement.

The PIHP will submiit a specific written Risk Management Strategy to the Department no later
than December 3, 2014. The Risk Management strategy will identify the amount of reserves,
insurance and other revenues to be used by the PIHP to assure that its risk commitment is met.
Whenever General Funds are included as one of the listed revenue sources, MDHHS may
disapprove the list of revenue sources, in whole or in part, after review of the information
provided and a meeting with the PIHP. Such a meeting will be convened within 45 days after
submission of the risk management strategy. If disapproval is not provided within 60 days
following this meeting, the use of general funds will be considered to be allowed. Such
disapproval will be provided in writing to the PIHP within 60 days of the first meeting between
MDHHS and the PIHP. Should circumstances change, the PTHP may submit a revision to its
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Risk Management Strategy at any time. MDHHS will provide a response to this revision, when
it changes the PIHPs intent to utilize General Funds to meet its risk commitment, within 30 days
of submission.

8.7 Finance Planning, Reporting and Settlement

The PIHP shall provide financial reports to the MDHHS as specified in this contract, and on
forms and formats specified by the MDHHS. Forms and instructions are posted to the MDHHS
website at: http://www.michigan.gov./mdhhs/0,1607,7-132-2941 38765---,00.html (See Finance
Planning, Reporting and Settlement section of Attachment P 7.7.1.1)

8.8 Legal Expenses
The following legal expenses are ALLOWABLE:
e Legal expenses required in the administration of the program on beh:
Michigan or Federal Government.

he State of

o Legal expenses relating to employer activities, labor negotiationg

The PIHP must maintain documentation to evidgnce that t1iglés s are allowable.
Invoices with no detail regarding services provi ¢ ieht:documentation.

e  Where the Michigan
Centers for Medicare s action against the provider by
audit finding, then the legal costs of

responding to the action.are’ ¢ i ircumstances.

initiating an enforcement

reduction of the contested audit finding(s) by 50 percent
for an adjustment of $50,000 is reduced to $25,000.
he case’of several audit findings, a total adjustment of $100,000 is reduced to

» Legal expenses contingent upon recovery of costs from the State of Michigan or the
Federal Government.

8.9 Performance Objectives
PIHP performance objectives are included in Attachment P 8.9.1.

9.0 CONTRACT REMEDIES AND SANCTIONS
The state will utilize a variety of means to assure compliance with contract requirements and
with the provisions of Section 330.1232b of Michigan's Mental Health Code, regarding Specialty
Prepaid Inpatient Health Plans. The state will pursue remedial actions and possibly sanctions as
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needed to resolve outstanding contract violations and performance concerns. The application of
remedies and sanctions shall be a matter of public record. If action is taken under the provisions
of Section 330.1232b of the Mental Health Code, an opportunity for a hearing will be afforded
the PIHP, consistent with the provisions of Section 330.1232b.(6).

The MDHHS will utilize actions in the following order:
A. Notice of the contract violation and conditions will be issued to the PIHP with copies to

the Board.
B. Require a plan of correction and specified status reports that becomes a contract
performance objective. 5%%

C. If previous items above have not worked, impose a direct dolla ity and make it a

scheduled payment amount to the PIHP until after compliance i . S may
add time to the delay on subsequent uses of this plovx ' ) IHSgﬁgf y apply
this sanction in a subsequent payment cycle and wx
PIHP)

E. Initiate contract termination.

quire a¢g mendment to implement.
cordmg to this provision. The use of
pach, but the MDHHS reserves
‘ection of serious, or repeated, or
ce problems. The PIHP can utilize the
‘ontract compliance notice issued by the

The implementation of any of these
The sanction notice to the PIHP is sufficient author
remedies and sanctions will typi
the right to deviate from the

tepeated or substantial breaches, or reflect a pattern
mance. This listing is not meant to be exhaustive,

. Substantia
services not ¢
small volu

priate denial of services required by this contract or substantial
esponding to condition. Substantial can be a pattern, large volume or
but severe impact.

E. Repeated failure to honor appeals/grievance assurances.

F. Substantial or repeated health and/or safety violations.

Sanctions Non-monetary: PIHPs are required to submit a plan of correction that addressed each
review dimension for which there was a finding of partial or non-compliance. If a PIHP receives
a repeat citation on a site review dimension, the MDHHS site review team may increase the size
of the clinical record review sample for that dimension for the next site review.
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Before imposing a sanction on a PIHP, the department shall provide that speciaity prepaid
inpatient health plan with timely written notice that explains both of the following:
a. The basis and nature of the sanction along with its statutory/regulatory/contractual basis

and the objective evidence upon which the finding of fault is based.

b. The opportunity for a hearing to contest or dispute the department's findings and intended
sanction, prior to the imposition of the sanction. A hearing under this section is subject to
the provisions governing a contested case under the Administrative Procedures Act of
1969, 1969 PA 306, MCL 24.201 to 24.328, unless otherwise agreed to in the specialty
prepaid health plan contract.

PARTII (B)
SUBSTANCE USE DISORDER (SUD) SERVICES

1.0 STATEMENT OF WORK
The following section provides the budget, an explanation of the
that the Prepaid Inpatient Health Plan (PIHP) must meet ancgthe sub Stance usedisor
that must be provided under the contract. The Contractm E eesetgy undertake perform and
complete the services described in Attachment A
reference.

The general SUD responsibilities of t
as amended, are to:
1. Develop comprehen:

trequest to the Department for use of state administered funds
order treatment and rehabilitation services and substance use

Department.

6. Make contracts necessary and incidental to the performance of the departiment-designated
community mental health entity’s and community mental-health services program’s
functions. The contracts may be made with public or private agencies, organizations,
associations, and individuals to provide for substance use disorder treatment and
rehabilitation services and substance use disorder prevention services.

7. Annually evaluate and assess substance use disorder services in the department-

designated community mental health entity in accordance with guidelines established by

the Department.
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1.1 Agreement Amount
The estimate of the funding to be provided by the MDHHS to the PIHP for SUD Community
Grant activities is included as pait of Attachment P 8.0.1 to this contract.

1.2 Purpose
The focus of the program is to provide for the administration and coordination of substance use
disorder (SUD) services within the designated PIHP region.

1.3 Financial Requirements
The financial requirements shall be followed as described in Part I of ths agreement and
Attachment P.7.7.1.1 which is part of this agreement through reference

1.4 Performance/Progress Report Requirements
The progress reporting methods, as applicable, shall be followed as descr' i
P.7.7.1.1, which is part of this agreement through reference. :

1.5 General Provisions
The Contractor agrees to comply with the General Provisions,g
Contractor also agrees to comply with the reporting requ1re§
P.7.7.1.1.and the requirements described in the SUD Servw& J
this agreement through reference. Y

1.6 Action Plan

most recent Action Plan as apptoved by th
available on the MDHHS web: hitpd/ws
2941_38765---.00.html "

fe pass-through requirements. Federal Substance
lock Grant requirements that are applicable to states
Stherwise specified.

this Agreement.

Sections from P1. 102
limited to:
e 1921(b)
o 1922 (a)}(D(2)
s 1922(b)(1)(2)
o 1923
e 1923(a)(1) and (2), and 1923(b
e 1924(a)(1}(A) and (B
o 1924(c)(2)(A) and (B)

321, as amended, that apply to PIHPs and contractors include but are not
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e 1927(a)(1) and (2), and 1927(b)(1)

e 1927(b)(2): 1928(b) and (c)

e 1929

o 1931(@)(1)(A), (B), (C), (D), (E) and (F)
o 1932(b)(1)

e 1941
o 1942(2)
o 1943(b)

o 1947(2)(1) and (2)
2.

[y

Selected Specific Requirements Applicable to PIHPs
1. Block Grant funds shall not be used to pay for inpatient hospltal Sepvices :

conditions specified in federal law.

major medical equipment.
4. Funds shall not be used to satisfy any req§\1rement 0
funds as a condition for the receipt of Fe und

e ex end%;re of non-Federal
i |

needles or syringes so

6. Funds shall not be us e sale of tobacco products to

individuals under they

2.3 Notification o ifications

The PIHP shall provide timely notification to the Department, in writing, of any action by its
governing board or-any other funding source that would require or result in significant
modification in the provision of services, funding or compliance with operational procedures.

2.4 Software Compliance

The PIHP must ensure software compliance and compatibility with the Department’s data
systems for services provided under this agreement including, but not limited to: stored data,
databases, and interfaces for the production of work products and reports. All required data under
this agreement shall be provided in an accurate and timely manner without interruption, failure
or errors due to the inaccuracy of the Contractor’s business operations for processing date/time
data.
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2.5 Licensure of Subcontractors

The PIHP shall enter into agreements for substance use disorder prevention, treatment, and
recovery services only with providers appropriately licensed for the service provided as required
by Section 6234 of P.A. 501 of 2012, as amended.

The PIHP must ensure that network providers residing and providing services in bordering states
meet all applicable licensing and certification requirements within their state that such providers
are accredited per the requirements of this Agreement, and that provider staff are credentialed
per the requirements of this Agreement.

2.6 Accreditation of Subcontractors

The PIHP shall enter into agreements for treatment services providedt utpatient,

Commission on Accreditation of Rehabllxtatlon Facilities (CARF); the A
Association (AOA) Council on Accreditation of Services for Families ’j

At with a PIHP or for the
fon is required for AMS

SR

provision of broker/generalist case mgy gement 25
providers that also provide treatment servxc managemem providers that either also
provide treatment services or nt. Accreditation is not
required for peer recovery al vices when these are provided through a
prevention license. )
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Level of Care | ASAM Title

0.5 Early Intervention

1 Outpatient Services

2.1 Intensive Outpatient Services

2.5 Partial Hospitalization Services

3.1 Clinically Managed Low Intensity Residential Services

3.3* Clinically Managed Population Specific High Intensity Residential Services
3.5 Clinically Managed High Intensity Residential Services

3.7 Medically Monitored Intensive Inpatient Services

OTP Level 1** | Opioid Treatment Program s

1-WM Ambulatory Withdrawal Management without Exténde :Site Monitoring
2-WM Ambulatory Withdrawal Management with Extended Q itori
3.2-WM Clinically Managed Residential Withdrawal Manage,v

3.7-WM Medically Monitored Inpatient Withdrawal Manage it

* Not designated for adolescent populations  **Adolescent treatment pe

It is further required that all SUD treatment providers complffe e
Designation Questionnaire and receive a formal dcsxgnatlo%for i€ LOCY
The PIHP shall enter into a contract for these twgésex %ces o

at is bemg offered.
ovider has received a

2.8 Provider Network Oversight Management
The provision of SUD treatment services miist be ba
compliance with and fidelity |
annually revxewmg their pro

that policies and practices of
the following:
$'and clinical records.

PIHP may requéSt f the accreditation 1equnement.

3.0 SAMHSA/DHHS LICENSE
The federal awarding agency, Substance Abuse and Mental Health Services Administration,
Department of Health and Human Services (SAMHSA/DHHS), reserves a royalty-free,
nonexclusive and irrevocable license to reproduce, publish or otherwise use, and to authorize
others to use, for federal government purposes: (a) The copyright in any work developed under a
grant, sub-grant, or contract under a grant or sub-grant; and (b) Any rights of copyright to which
a grantee, sub-grantee or a contractor purchases ownership with grant support.
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4.0 MONITORING OF DESIGNATED WOMEN’S SUBCONTRACTORS
In addition to the requirements referenced in number eight above, the PIHP is also required to
monitor all Designated Women’s Programs (DWP) for the {ollowing:
1. Outreach activities to promote and advertise women’s programming and priority

population status.

2. Gender-Responsive policy for treating the population.

3. Education/Training of staff identified as women’s specialty clinicians and supervisors.
Required 12 semester hours equivalent to 64 workshop type training hours.

states that the allowable match must equal at least ten percent of each ¢
budget (see Attachment P II B to the Agreement) - less direct federal and
Per PA 368, Administrative Rules, and contract, direct state/fe

the PIHP directly from a federal agency or another state sougge™F nds tha‘fﬂg “the PIHP
from the Department are not in this category, such as, SDAf' and E fférefor%, are subject to the

5.2 Fees .
The PIHP shall ma onable efforts to collect 1 and 3™ party fees, where applicable, and

report these as outlingd by the Department’s fiscal procedures. Any under recoveries of
otherwise availablefees resulting from failure to bill for eligible services will be excluded from
reimbursable expenditures.

5.3 Reporting Fees and Collections Revenues

On ihe initial Revenues and Expendiiures Report (RER), the PIHP is required to report all
estimated fees and collections revenue to be received by the PIHP and all estimated fees and
collections revenue to be received and reported by its contracted services providers (see
Attachment P 1 B to this Agreement). On the final RER, the PIHP is required to report all actual
fees and collections revenue received by the PIHP and all actual fees and collections revenue
received and reported by its contracted services providers (see Attachment P.7.7.1.1 to this
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Agreement). “Fees and collections™ are as defined in the Annual Administrative Code
Supplement, Rule 325.4151 and in the Match Rule section of this Attachment.

5.4 Management of Department-Administered Funds
The PIHP shall manage all Department-administered funds under its control in such a way as to
assure reasonable balance among the separate requirements for each funds source.

5.5 Sliding Fee Scale
The PTHP shall implement a sliding fee scale and attach a copy to the initial application every
fiscal year, for Department approval. All treatment and prevention providers shall utilize the

PIHP sliding fee scale. The sliding fee scale must be established accordinpito the most recent
year’s Federal Poverty Guidelines. It must consist of a minimum of tw8 181
upon the income and family size of the individual seeking substance use dis

pay, when payment liability is to be waived, and in 1dent1fy1
PIHP must also have policies and procedures for momtoung IoVi gs and
noncompliance. '

5.6 Inability to Pay
Services may no

o pay. If a person’s income falls within the
ust be determined through the standard

a financially and clinically eligible person has third
tilized to its full extent. Then, if benefits are exhausted,

ot fu y covered by that third party insurance, or if the co-pay or

he person’s ability to pay, Community Grant funds may be

Funds made available through the Department shall not be made available to public or private
hospitals which refuse, solely on the basis of an individual’s substance use disorder, admission or
treatment for emergency medical conditions.

6.0 RESIDENCY IN PIHP REGION
The PIHP may not limit access to the programs and services funded by this portion of the
Agreement only to the residents of the PIHP’s region, because the funds provided by the
Department under this Agreement come from federal and statewide resources. Members of
federal and state-identified priority populations must be given access to screening and to
assessment and treatment services, consistent with the requirements of this portion of the
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Agreement, regardless of their residency. However, for non-priority populations, the PIHP may
give its residents priority in obtaining services funded under this portion of the Agreement when
the actual demand for services by residents eligible for services under this portion of the
Agreement exceeds the capacity of the agencies funded under this portion of the Agreement,

7.0 REIMBURSEMENT RATES FOR COMMUNITY GRANT, MEDICAID AND
OTHER SERVICES
The PIHP must pay the same rate when purchasing the same service from the same provider,
regardless of whether the services are paid for by Community Grant funds, Medicaid funds, or
other Department administered funds, including MIChild funds.

8.0 MINIMUM CRITERIA FOR REIMBURSING FOR SERVIC]
CO-OCCURRING DISORDERS

substance use disorder treatment services to persons with co-occurring

health disorders. The PIHP may reimburse a Community Mental Healt

(CMHSP) or Pre-paid Inpatient Health Plan (PIHP) for subst: (}d &,ﬁn

services for such persons who are receiving mental health tg?%%m% serv;@ces rough the

o%@er than a MHSP or PIHP, for
bstance use and

CMHSP or PIHP. The PIHP may also reimburse a pr0v1d%§\
substance use dxsorders treatment provnded fo p%rson awitl
-

reporting.

A media campaign, very broadl g
medla charmels mcludmg pri nic medn Messages regarding the
consndeled to be medxa campaigns. Medxa
campaxgns
whenever

finance

r onate to ]ikely outcomes. The PIHP shall not
nent-administered funding without prior written

XCESS OR INSUFFICIENT FUNDS (NEIF)

e Dc rtment in writing if the amount of State Agreement funding may not
ears to be insufficient. The notice must be submitted electronically
IDDA-Contracts-MGMT@michigan.gov

PIHP’s must no
be used in its en
by June 1 to; MDt

The contract requires that the PIHP expend all allocated funds per the requirements of the SUD
contract within the contract year OR notify the Department via the NEIF that spending by year-
end will be less than the amount(s) allocated. This requirement applies to individual allocations,
earmarks and to the total PIHP allocation. Of particular importance are allocations for
Prevention services and Women’s Specialty Services (WSS), including the earmarked
allocations for the Odyssey programs. The State must closely monitor these expenditures to
ensure compliance with the Maintenance of Effort requirement in the federal SAPT Block Grant.
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When it has been determined that a PIHP will not expend all of its allocated, WSS State
Agreement funds (including the earmarked allocations for the Odyssey programs), these unspent
funds must be returned to the Department for reallocation to other PTHPs who can appropriately
use these funds for WSS programs within their PIHP regions within the current fiscal year. A
PIHP’s failure to expend these funds for the purposes for which they are allocated and/or its
failure to notify the Department of projected expenditures at levels less than allocated may result
in reduced allocations to the PIHP in the subsequent contract year.

11.0 SUBCONTRACTOR INFORMATION TO BE RETAINED AT THE PIHP
1. Budgeting Information for Each Service.

2. Documentation of How Fixed Unit Rates Were Established: Th shall maintain
documentation regarding how each of the unit rates used in its Agrceents was
established. The process of establishing and adopting rates must be,

"to all‘gubcontractors that
jith the PIFHP:
. v

have budgeted equ1pment purchases in the
a. Any contractor equlpmen’( purchas

of more than
Title to items,
Contractor upon a
transfer the title 16

ess than $5,000 shall vest with the
ent reserves the right to retain or

Worksheets and A ion / Service Coordination Report) within fifteen (15) calendar days
of the due date, th ment may withhold from the current year funding an amount equal to
five (5) percent of that funding (not to exceed $100,000) until the Department receives the
required report. The Department may retain the amount withheld if the contractor is more than
forty-five (45) calendar days delinquent in meeting the filing requirements.

The PIHP must assure that the financial data in these reports are consistent and reconcile
between the reports; otherwise, the reports will be considered as not submitted and will be
subject to financial penalty, as previously mentioned. Additional financial penalties arc
applicable to the Notice of Excess and Insufficient Funds.
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The Department may choose to withhold payment when any financial report is delinquent
by thirty (30) calendar days or more and may retain the amount withheld if the report is
sixty (60) or more calendar days delinquent. This does not apply to the LR and final RER,
as previously stated.

Financial reports are:
1. Revenues and Expenditures Report—INITIAL and FINAL;
Financial Status Report—1° thru 3 quarter;
Financial Status Report—4™ quarter;
Notice of Excess or Insufficient Funds; and
Primary Prevention Expenditures by Strategy Report.

Do W

13.0 NATIONAL OUTCOME MEASURES (NO}
Complete, accurate, and timely reporting of treatment and prevention data i
Department to meet its federal reporting requirements. For the SUD Tre;
PIHP's responsibility to ensure that the client information reportedson the

rds.dccurately
e last day of

It is the responsibility of the
reflects staft serviée provisio
is the responsibilit 1Ps t0"'monitor provider completeness, timeliness and

The PIHP shalf
at 90% or high
higher of all clean

within 90 days of receipt.

A clean claim is a valid claim completed in the format and time frames specified by the PIHP
and that can be processed without obtaining additional information from the provider. It does
not include a claim from a provider who is under investigation for fraud or abuse, or a claim
under review for medical necessity. A valid claim is a claim for services that the PIHP is
responsible for under this Agreement. It includes services authorized by the PIHP.

The PIHP must have a provider appeal process to promptly and fairly resolve provider-billing
disputes.
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16.0 CARE MANAGEMENT
The PIHP may pay for care management as a service designed to support PIHP resource
allocation as well as service utilization. Care management is in recognition that some clients
represent such service or financial risk that closer monitoring of individual cases is warranted.
Care management must be purchased and reported consistent with the instructions for the
Administrative Expenditures Report in Attachment P.7.7.1.1 to this agreement.

17.0 PURCHASING DRUG SCREENS
This item does not apply to medication-assisted services.

Department-administered treatment funds can be used to pay for drug s
following criteria are met:
1. No other responsible payment source will pay for the screens. This i

Medicaid, and private insurance. Documentation must be placed j
2. The screens are justified by specific medical necessity criteria a
therapeutic benefit; and
3. Screens performed by professional laboratories can be pai

s, if all of the

es self-pay,

Othr thansthése one-time
iSe "dip stick” screens.

Fund) cannot be used to pay for HIV'
Designated State for HIV.

Per 45 CFR, Part 96, Substance
Early Intervention Services relati
1.

ease, including tests to confirm the presence of
{ the deficiency in the immune system, and tests

To review the full it, go to: http://law.justia.com/us/cfiAitle45/45-1.0.1.1.53.12.him]

19.0 SERVICES

19.1 12-Month Availability of Services

The PIHP shall assure that, for any subcontracted treatment or prevention service, each
subcontractor maintains service availability throughout the fiscal year for persons who do not
have the ability to pay.

The PIHP is required to manage its authorizations for services and its expenditures in light of

known available resources in such a manner as to avoid the need for imposing arbitrary caps on
authorizations or spending. “Arbitrary caps™ are those that are not adjusted according to
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individualized determinations of the needs of clients. This requirement is consistent with
Medical Necessity Criterion 1.4.3, under Treatment Services.

19.2 Persons Associated with the Corrections System
When the PIHP or its AMS services receives referrals from the Michigan Department of
Corrections (MDOC), the PTHP shall handle such referrals as per all applicable requirements in
this agreement. This would include determining financial and clinical eligibility, authorizing
care as appropriate, applying admissions preferences, and other steps. MDOC referrals may
come from probation or parole agents, or from MDOC Central Office staff. In situations where
persons have been referred from MDOC and are under their supervision, tate- administered
funds should be used as the payment of last resort.

other self-referral to the MDHHS-funded network. AMS or provider st '
releases to communicate with a person’s probation or parole agent but in’
demanded as a condition for admission or continued stay.

a. All collaborative purchasmg §§ stipporte
b. Rates paid to providers, whether b
exceed provider costs &
¢. Rates paid to provide;
OMB Circular(s).

ovider ma; located within the PIHP’s region or outside of the region. SDA
pay for room and board in conjunction with sub-acute detoxification

Agreement).
funds shall not b
services.

When a client is determined to be eligible for SDA funding, the PIHP must arrange for
assessment and authorization for SDA room and board funding and must reimburse for SDA
expenditures based on billings from providers, consistent with PIHP/provider agreements. In
addition, the PIHP may authorize such services for its own residents at providers within or
outside its region.

The PIHP shall not refuse to authorize SDA funds for support ot an individual’s treatment solely
on the basis of the individual’s current or past involvement with the criminal justice system. For
those individuals currently involved with MDOC and receiving services as part of MDOC
programming, SDA funds shall only be uscd as the payment of last resort.
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Qualified providers may be reimbursed up to twenty-seven ($27) per day for room and board
costs for SDA-eligible persons during their stays in Residential treatment.

To be eligible for MDHHS-administered SDA funding for room and board services in a
substance use disorder treatment program, a person must be determined to meet Michigan
Department of Health and Human Services” (MDHHS) eligibility criteria; determined by the
PIHP or its designee to be in need of residential treatment services; authorized by the PIHP for
residential treatment when the PIHP expects to reimburse the provider for the treatment; at least
18 years of age or an emancipated minor, and in residence in a residential treatment program
each day that SDA payments are made.

must be employed when there is a desire to qualify the individual for ant pwance
<Y X

under the SDA program. Or, >

The PIHP may make its own determination of eligibility
eligibility criteria. See this MDHHS link for details: hitp:
124-5453 5526---,00.html

v.michigg

3. U.S. citizenship or have
4. Asset limit of $3,000 (cas

assessment and tr ervices for persons involved with MDHHS, including families in the
child welfare system and public assistance recipients. The PIHP must develop written
agreements with MDHHS offices that specify payment and eligibility for services, access-to-
services priority, information sharing (including confidentiality considerations), and other factors
as may be of local importance.

19.5 Primary Care Coordination

The PIHP must take all appropriate steps to assure that substance use disorder treatment services
are coordinated with primary health care. In the case PIHPs that PI}Ps contract for the Medicaid
substance abuse program, PIHPs are reminded that coordination efforts must be consistent with
these contracts.
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Treatment case files must include, at minimum, the primary care physician’s name and address, a
signed release of information for purposes of coordination, or a statement that the client has
refused to sign a release.

Care coordination agreements or joint referral agreements, by themselves, are not sufficient to
show that the PIHP has taken all appropriate steps related to coordination of care. Client case file
documentation is also necessary.

19.6 Charitable Choice
The September 30, 2003 Federal Register (45 CFR part 96) contains fed

SAPT block grant regulations, which apply to both prevention and trea e
In summary, the regulations require: 1) that the designation of religious“@

E&providers/programs.
-based)

The PIHP is required to comply with all applicabl
regulatlons The PIHP must ensure that treatmen

the AMS, to pr0v1ders or bot
the final regulations, or the PJ

and Mental Hea iees Administration, including this organization, may discriminate
against you on the basis of religion, a religious belief, a refusal to hold a religious belief, or a
refusal to actively participate in a religious practice. [f you object to the religious character of
this organization, Federal law gives you the right to a referral to another provider of substance
abuse services. The referral, and your receipt of alternative services, must occur within a
reasonable period of time after you request them. The alternative provider must be accessible to
you and have the capacity to provide substance abuse services. The services provided to you by
the alternative provider must be of a value not less than the value of the services you would have
received from this organization.

19.7 Treatment
Refer to Medicaid Manual Using criteria for medical necessity, a PIFHP may:
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1. Deny services a) that are deemed ineffective for a given condition based upon
professionally and scientifically recognized and accepted standards of care: b) that are
experimental or investigational in nature: or ¢) for which there exists another appropriate,
efficacious, less-restrictive and cost-effective service, setting or support, that otherwise
satisfies the standards for medically-necessary services: and/or

2. Employ various methods to determine amount, scope and duration of services, including
prior authorization for certain services, concurrent utilization reviews, centralized
assessment and referral, gate-keeping arrangements, protocols, and guidelines.

3. Not deny SUD services solely based on PRESET limits of the cost, amount, scope, and
duration of services: but instead determination of the need for i¢es shall be conducted
on an individualized basis. This does not preclude the establishm;h Juantitative

benefit limits that are based on industry standards and consistent wjt ntract, and
that are provisional and subject to modification based on individs inical.néeds and
clinical progress. -

20.0 CLINICAL ELIGIBILITY: DS 0
In order to be eligible for treatment services purchased in whole®t 331 state-administered
funds under the agreement, an individual must be found to a for one or more

I #15 not intended to prohibit
use of these funds for family therapy. t persons receiving family therapy do

not necessarily have substanc

Cannabis Related Disorders:
305.20
304.30
292.89

line Use Disorder — Mild
ine Use Disorder — Moderate/Severe

1 Hallucinogen Use Disorder — Moderate/Severe
Phencyclidine Intoxication
Other Hallucinogen Intoxication

292.89 Hallucinogen Persisting Perception Disorder

292.9 Unspecified Phencyclidine Related Disorder

292.9 Unspecified Hallucinogen Related Disorder
Inhalant Related Disorders:

305.90 Inhalant Use Disorder — Mild

304.60 Inhalant Use Disorder — Moderate/Severe

292.89 Inhalant Intoxication

292.9 Unspecified Inhalant Related Disorder
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Opioid Related Disorder:

305.50 Opioid Use Disorder — Mild

304.00 Opioid Use Disorder — Moderate/Severe
292.89 Opioid Intoxication

292.0 Opioid Withdrawal

292.9 Unspecified Opioid Related Disorder

Sedative, Hypnotic, or Anxiolytic (SHA) Related Disorders

305.40 SHA - Mild

304.10 SHA — Moderate/Severe

292.89 SHA Intoxication

292.0 SHA Withdrawal

292.9 Unspecified SHA Related Disorder

Stimulant Related Disorders:
Stimulant Use Disorder —

305.70 Amphetamine Type — Mild

305.60 Cocaine — Mild

305.70 Other or Unspecxﬁed Stlmulant -Mil d
304.40 ¢/

304.20

Stimulant Intoxication
292.89
292.89
292.89
292.89
292.0
2929

se Disorder — Moderate/Severe

Other (unknown) nce Related Disorders:

305.90 Other (unknown) Substance Use Disorder — Mild

304.90 Other (unknown) Substance Use Disorder — Moderate/Severe
292.89 Other (unknown) Substance Intoxication

292.0 Other (unknown) Substance Withdrawal

2929 Unspecified Other (unknown) Substance Related Disorder

21.0 SATISFACTION SURVEYS
The PIHP shall assure that all network subcontractors providing treatment conduct satisfaction
surveys of persons receiving treatment at least once a year. Surveys may be conducted by
individual providers or may be conducted centrally by the PIHP. Clients may be active clients or
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clients discharged up to 12 months prior to their participation in the survey. Surveys may be
conducted by mail, telephone, or face-to-face. The PIHP must compile findings and results of
client satisfaction surveys for all providers, and must make findings and results, by provider,
available to the public.

22.0 MI CHILD
The PIHP must assure use of a standardized assessment process, including the American Society
of Addiction Medicine (ASAM) Patient Placement Criteria, to determine clinical eligibility for
services based on medical necessity.

1. Outpatient Treatment

2. Residential Treatment

3. Inpatient Treatment

4. Laboratory and Pharmacy

for pharmacy items or lab.

22.1 Eligibility
Eligible persons are persons 9fa;
program by the MDHHS and enr
region covered by the PIHP. The
all authorized and allowable s¢
revenues.

determined eligible for the MIChild
ent’s administrative vendor and live in the

Disorder State;
specifications.

For the required reporting of encounters for MIChild eligible clients, the PIHP e encounters via
the 837 as follows:
2000B Subscriber Hierarchical Level

SBR  Subscriber Information

SBRO4 Insured Group Name: Use “MIChild” for the group name.

MIChild reporting requirement are found in Attachment B, Reporting Requirements, page 14,
section A.
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23.0 ACCESS TIMELINESS STANDARDS
Access timeliness requirements are the same as those applicable to Medicaid substance use
disorders services, as specified in the agreement beiween MDHHS and the PIHPs. Access must
be expedited when appropriate based on the presenting characteristics of individuals.

24.0 INTENSIVE OUTPATIENT TREATMENT - WEEKLY FORMAT
The PIHP may purchase Intensive outpatient treatment (IOP) only if the treatment consists of
regularly scheduled treatment, usually group therapy, within a structured program, for at least
three days and at least nine hours per week.

25.0 SERVICES FOR PREGNANT WOMEN, PRIMARY C
DEPENDENT CHILDREN, CAREGIVER ATTEMPTING TO R
THEIR CHILDREN

IVER WITH
N CUSTODY OF

with dependent children, and primary Caregivers attempting to regain c
determine whether these individuals need and request the defined federal
below. All federally mandated services must be made available

contract manager.
prenatal care if pregnant, and

child care;

while the women are rece’
Primary pediatric care fg

The above five typesiof services may be provided through the MDHHS/PIHP agreement only
when no other source of support is available and when no other source is financially responsible.
MDHHS extends the federal requirements above to primary caregivers attempting to regain
custody ofthnir children or at risk of losing custody of their children due to a substance use

disorder. These individuals are a priority service population in Michigan and; therefore, the five
federal requirements listed above shall be made available to them.

25.2 Requirements Regarding Providers

Women’s Specialty Services may only be provided by providers that are designated as gender-
responsive by the Department or as gender-competent by the PIHP and that meet standard panel
cligibility requirements. The provider may be designated by the Department as Women’s
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Specialty providers, but such designation is not required. The PIHP must continue to provide
choice from a list of providers who offer gender-competent treatment and identify providers that
provide the additional services specified in the federal requirements.

25.3 Financial Requirements on Quarterly FSRs

On each quarterly FSR, the PIHP must report all allowable Women’s Specialty Services
expenditures that utilize State Agreement funds. Those funds are Community Grant and/or State
Disability Assistance.

25.4 Treatment Episode Data Set SUD (TEDS) and Encounter Repoyting Requirements
For SUD TEDS reporting purposes, the Agency must code ‘yes’ for all soy

receiving qualified women’s specialty services. At admission, this carbe
eligibility. To qualify, the women must be either pregnant, have custody o r child, or be
seeking to regain custody of a minor child. At minimum, the provider my§ j
agency as gender competent. For all services that qualify based on qualiffing charag

§ & 4 ’

TERIM S%VICES
efine priority

n the order of

importance:
1. Pregnant injecting drug user.
. Pregnant.

. Injecting drug user. |

with the cu
italics: Ads
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Pregnant Substance User

Injecting Drug User

Parent at
Risk of Losing Chitdren

All Others

1) Screened & referred w/in 24 hrs.
2) Detox, Meth. or Residential —
Offer Admission w/in 24 business hrs

Other Levels of Care —
Offer Admission w/in 48 Business hrs

1) Screened & referred wiin 24

hrs

2) Detox, Meth or Residential
Offer admission w/in 24
business hrs

Other Levels of Care —
Offer Admission w/in 48 Business hrs

Screened & Referred wii
Offer Admission w/in

%;hrs;

BW/in 14 days

Interim Service Requirement

Begin w/in 48 hrs:
Counseling & education on:
A HIV&TB
B. Risks of needle sharing
C. Risks of transmiission to sexual
partners & infants Effects of
alcohot & drug use on the fetus
Referral for pre-natal care
Early Intervention Clinical Sve

Begin w/in 48 hrs

1. Counseling & education on:

A HIV&TB

B. Risks of transmission to sexual
partners & infants

the fetus
2. R‘eferral for pn;'*natal %aoge )
3. Early Intervesifion feal Sve

e 120 days
v & educagion on:
|

siners & infants

Begin w/in 48 business hrs
rly Intervention Clinical Services

Not Required

Authority

CFR 96.121;
CFR 96.131;
Tx Policy #04

Recommended

Recommended

CFR 96.121;
CFR 96.126

Recommended

Michigan Public Health
Code Section 6232
Recommended

CFR 96.131{a) - sets the
order of priority;
MDHHS & PIHP contract

28.0 EARMARI
The report must con

DED SPECIAL PROJECTS: REPORTING REQUIREMENTS
n the following information:

1. The name of the PIHP whose residents were served through the earmarked funds during

the year;
2. The number of persons served by that PIHP, through those funds; and
3. The total amount of earmarked funds paid to the provider for those services.

Annual report form and instructions are available on the MDHHS website address at:
http:/Awww.michigan,gov/mdhhs/0.1607.7-132-2941 38765---.00.html
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29.0 PARTNERSHIP FOR SUCCESS 11 (PFS IT)
(Applies Only to Agencies Who Have Allocations for this Program)
The purpose of this grant is to strengthen and expand the SPF five-step, data-driven process in
designated counties through enhancement of community-level infrastructure. This enhanced
infrastructure will address underage drinking among persons age 12-20 and prescription drug
misuse and abuse among persons age 12-25. The project is expected to:
1. Build emotional health, prevent or delay the onset of, and mitigate symptoms and
complications from substance abuse related to underage drinking among youth age 12-
20; and

for assessing community needs. Information from the RFI will
complete the Strategic Prevention Framework required. Rep
available on the DCH website address at: http:/www., mlch
2941_38765---.00.html.

29.1 Required Annual Deliverables:
Request for Training and Techmcal %ﬁ%istance

submitted together)

29.2 Project Requircmcnts"?
PIHPs will contract with coaliti
substance abuse prevention infi )
lerally qualified health centers (FQHCs), local
h Services (IHS) and community college and
C&UH/C(,) Ba%ed on thc detelmmed needs in the

ties that Care or Community Tria]s, to strengthen these collaboraﬁve
his capacity, the expectation is that the coalition or a

prevention echanisms to implement screening, brief intervention, and
problem iden
CC&UH/CC willH
families to particip

Parenting for Teens;

st coalitions in identifying and referring appropriate individuals and
ne of two evidence-based programs: Strengthening Families or Active
*amilies in Action.

PIHPs will work with coalitions in the target counties/jurisdictions to assess data and capacity
needs in order to implement the PFS Il and achieve the goals of the project, including the need
for training and technical assistance. One of the first steps in this process is to distribute a
Request for Information (RF1). The RFI will be used for the PIHPs to identify, vet, and select a
coalition with the capacity to most effectively achieve the goals outlined in the PFS II grant.
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29.3 Role of the PIHP
The PIHPs will be responsible for:
1. Organizing and convening the CEW and CSPPC partners and stakeholders for the
purpose of implementing the PFS II project in the target county/jurisdiction.
2. Fostering community-wide and community-based collaborative among stakeholders and
partners committed to addressing the priority problems.
3. Administrative activities and project management of PFS Il funds including;
a. Contracting and funding local training and technical assisgance recommended by
the CEWs and CSPPCs. b
b. Selecting and contracting with coalition/provider to imple project in the
target county/jurisdiction.
. Monitoring CEW, CSPPC, and provider progress.

program activity per contract requirements.
4. PIHPs will be required to convene a CEW that will cofi
assessment utilizing local data derived from the SE@F

programs reporting capacity, process, and

6. PIHPs will work in collabora 1’";} with C

with documented inpy
8. PIHPs must submit a PFS’
CSPPC.

sment and related activities. All prevention
s assessment.

¢ toward a community-based, consequence-driven model of
ed on needs assessment, prevention activities must be targeted
irected to those at greatest risk of substance use disorders
vices within these high-risk groups. PIHPs are not required to
amming for all high-risk groups. The PIHP may also provide

es to the general population.

and/or most in t
implement preven
targeted prevention

The high risk subgroups include but are not limited to: children of substance abusers; pregnant
women/teens; drop-outs; violent and delinquent youth; persons with mental health problems;
economically disadvantaged citizens; persons who are disabled; victims of abuse; persons
already using subsiances; and homeless and/or runaway youth Additionally, children exposed
prenatally to ATOD are identified as a high-risk subgroup.
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Prevention services must be provided through strategies identified by CSAP. These strategies
are: information dissemination; education; alternatives; problem identification and referral;
community based processes; and environmental change.

Prevention-related funding limitations the PIHP must adhere to are:
1. PIHP expenditure requirements for prevention, including Synar, as stipulated in the
PIHP’s allocation letter;
2. 90% of prevention expenditures are expected to be directed to programs which are
implemented as a result of an evidence-based decision making
3. Alternative strategy activities, if provided must reflect evidenc
best practices such as multi-generational and adult to youth mentoring

4. State-administered funds used for information dissemination mu;%}éﬁe partg
faceted regional prevention strategy, rather than independent, stand-alone a

The PTHP must monitor and evaluate prevention programs at least, o deterptine if the
program outcomes, milestones and other indicators are achi ' as nce with
state and federal requirements. Indicators may include integri best practice

; risk/protective factor
pport, evaluation, etc.

A written monitoring procedure, which,includes
address issues of concern with a provider, is reqafire

Y: PROTOCOL
Under the Substance Abuse Pre nt Block Grant requirement, states must
conduct annual, unannounced, ra J s obtobacco retailers to determine the
compliance rate with laws prohj sale of tobaeco products to persons under the age of

18. These Synar surveys invo
maintained mastet
coverage and,

d ample of tobacco retail outlets from a well-
ree years, each state is also required to check the

st (list frame). The Substance Abuse and Mental Health Services
Jirecommendation is for a ninety (90) percent coverage rate; however,
the actual mandatei ‘eighty (80) percent coverage. The study will also provide an additional
means of checking address accuracy and outlet eligibility, beyond the various methods used to
clean the list regularly. This document provides the requirements for the methods and procedures
for conducting the Michigan Tobacco Retailer Coverage Study Activity. The Michigan
Department of Health and Human Services (MDHHS), Office of Recovery Oriented Systems of
Care (OROSQ), formerly MDHHS/BSAAS, coverage study design required approval from the
Center for Substance Abuse Prevention (CSAP). Therefore, variance from these procedures is
not allowable.

actually appea
Administratio

MDHHS/OROSC will:
1. Select geographic areas to be sampled.
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2. Coordinate the participation of the involved coordinating agencies.

3. Provide protocol and necessary training/technical assistance to selected coordinating
agencies.

4. Provide specific starting points and boundaries, with mapped routes, guidance, and
designated number of tobacco retailers. OROSC will also provide backup protocol in
case the internet maps prove to be in error. (Note: Predetermined routes will be used to
provide consistency.)

5. Allocate a stipend, contingent upon availability of funds, for eacl
retailer, up to the designated number in a contract amendment. 4

ocated tobacco

6. Distribute and collect necessary canvassing forms.

7. Determine coverage rate.

8. Update master tobacco retailer list (list frame). 4

9. Report the results to SAMHSA by December 18™ every three y study

will be in FY 2017).
Coverage indicates how completely the master retall list ¢ 5 (coversy all of the eligible
outlets in the State for the Synar survey. An eligible  ofitlet Is af sells tobacco and is
accessible to minors. The coverage 1aj[e is the p gge of & jle otitlets in the State that
t ¢ estimate

hrough a coverage study,
&«cov%age or incompleteness of the list.
ec years asiregiired and prescribed by CSAP. The
s with the lowest retailer violation
raphic diversity. The goal is to provide
aster Retail List and verify that the

0, 2017. Only PIHPs that are selected are
not selected, no reporting requirements have to be

I. npletion of the coverage study activities within their regions
2. eld worker” teams (two adults over age 21)

3. ol for Tobacco Retailer Coverage Study Page 2

4. Train, scheduyle, and supervise the teams in purpose, protocol, routes, and use of

canvassing forms.
Collect canvassing forms: review for completeness, legibility, and necessary signatures.
Submit canvassing forms and contact information of canvassing team membership every
three years (next coverage study will be in FY 2017), by due datc specified to:
By Email (preferred): Alicia Nordmann at NordmannA I@michigan.gov
By Mail (signed forms): Alicia Nordmann, MDHHS/OROSC, 320 S. Walnut,
Lewis Cass Bldg. Fifth Floor, Lansing, M1 48913

w
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By Phone: Alicia Nordmann at 517-335-0176.

PIHPs will work with their Designated Youth Tobacco Use Representatives (DYTURs) to
establish and identify canvassing teams.

CANVASSING TEAMS will understand that:
1. The purpose of the coverage study is to determine the quality of the master Michigan

Tobacco Retailer List (TRL).
2. Inno way is the existing TRL or retailers’ history to be utilized
3. These teams will physically canvass all retailers until they havgfe
exactly the designated number of those selling tobacco products %”

when quota is reached. |
a. In some cases, additional communities are listed besides

that county.

CANVASSING TEAMS will:
1. Review protocol; ensure understandmg

2. Acquire maps, routes, and canvassing form

3. Demonstrate profession: b 1
conduct themselves pg s well on the PIHP and OROSC.
Provide an explanation of ing the language in the first paragraph
of this document. Thankhere ) operation.

stop when thcy have reached the quota; howcvel it is recommended
1 Tobacco Use Representatives canvass the entire selected area

sales.

7. Make exceptions to physical entry/visitation only if: 1) exterior signage clearly prohibits
entry to the establishment by persons under 18 years of age, or 2) the location is
determined to be dangerous to the canvassers’ safety. Do not canvass beyond boundaries
given, At no time, canvass beyond the county limits.
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8. Notify the PTHP Prevention Coordinator if the mapped route is in obvious error upon
arrival at the starting point. If the team is in a commercial area, secure permission to use
the following backup protocol:

a. At the primary intersection, start in any single direction on one side of the street.
Continue on that side for five (5) blocks until all retail establishments have been
visited within that area.

b. Cross the street and work the way back on the opposite side to the primary
intersection starting point.

ONLY if the
ssion from

If additional tobacco retailer recordings are needed, this protocol is to be use
provided primary mapping proves inadequate and ONLY after being gray

while proceedmg either:
1. Five (5) blocks forward on the same street.
2. Turn one block to the right or left, and then contmue 3
and repeat the process above,

3. Complete the provided form.
4. Legibly record only tobacco retailers th
Do not record visited sites t
youth.
5. Include complete data 48
name, city, zip code,f%ie
please add that to back of
Include their email infos

The Medication Ass eatment Guidelines for Opioid Use Disorders shall be used to
facilitate Prepaid In t Health Plan (PIHP) compliance with the treatment of opioid use
disorders in all pubhcally funded opioid treatment programs. In reference to this document the
term ‘Guideline” shall be utilized in the medical sense, as research and application of
technology/protocols and treatment pathways provided as a *guidance’ to physicians. PIHPs will
work with the Department to establish and implement a timeline and bench marks toward full
implementation of the Guidelines.
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33.0 FETAL ALCOHOL SPECTRUM DISORDERS

Substance abuse treatment programs are in a unique position to have an impact on the fetal alcohol
spectrum disorder (FASD) problem in two ways. First, it is required that these programs include
FASD prevention within their treatment regimen for those women that are included in the selective
or indicated group based on Institute of Medicine (IOM) prevention categories. Second, for those
treatment programs that have contact with the children born to women who have used alcohol it is
required that the program screen these children for FASD and, if appropriate, refer for further
diagnostics services.

hat serve women,
and services

33.1 FASD Prevention Activities i
FASD prevention should be a part of all substance abuse treatment pf%)?}32
Providing education on the risks of drinking during pregnancy and FA
are easily incorporated into the treatment regimes.

SD.de
&

The selcctlve approach is targeting interventions to groups;
problems such as women of chlldbeal ing age that drink. Ti}e

gave birth to a child who has been dlagnosed
the FASD prevention curriculums for i

33.2 FASD Screening

For any treatment program th
prescreen for children that t
abuse clinicians do not need to
FASD, but do need to be able t
for diagnosis and treatment.
the biological
families, kng g

1g the decision as to whether a referral is needed. Each
However, if there is any doubt, a referral to a FAS

The following
is a need for a

I. When prenat |
should be referfed for a full FASD evaluation when substantial prenatal alcohol use by the
mother (i.e.] seven or more drinks per week, three or more drinks on multiple occasions,
or both) has been confirmed.

2. When substantial prenatal alcohol exposure is known, in the absence of any other positive
criteria (i.e., small size, facial abnormalities, or central nervous system problems), the
primary care physician should document exposure and monitor the child for developmental
problems.

100



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(¢c) Waiver Program FY 186
Amendment#2

3. When information regarding prenatal exposure is unknown, a child should be referred for
a full FASD evaluation for any one of the following:
a. Any report of concern by a parent or caregiver that a child has or might have FASD
b. Presence of all three facial features
¢. Presence of one or more facial features with growth deficits in weight, height or
both
d. Presence of one or more facial features with one or more central nervous system
problems
e. Presence of one or more facial features with growth defigs
nervous system problems
4. There are family situations or histories that also may indicate the 4
diagnostic evaluation. The possibility of prenatal exposure %ould be
children in families who have experienced one or more of the fallowing:
a. Premature maternal death related to alcohol use (gi

,OI¢ Or more central

b. Living with an alcoholic parent
c. Current or history of abuse or neglect
d. Current or history of mvolvemen%\wnhp hild
e. A history of transient care givin
f. Foster or adoptive placglents (im
The Fetal Alcohol Syndromez(FAS) Pri ' ¢ used to complete the screening

process. It also lists the f
numbers for easy referral. Thes
clinics also identify and facilit
needed by persons diagnosed

ated in Michigan with telephone
SD evaluations and diagnostic services. The
re, education and community services

abilization of the medical effects of the withdrawal and to the
reatment and/or support services. Licensure as a sub-acute

tostelmg client readiness for, and entry into, ueatment A detowllcatlon plocess thdt does not
incorporate all thre componcnts is considered incomplete and inadequate.

Detoxification can take place in both residential and outpatient settings, and at various levels of
intensity within these settings. Client placement to setting and to level of intensity must be based
on ASAM PPC 2-R and individualized determination of client need. The following combinations
of sub-acute detoxification settings and levels of intensity correspond to the LOC determination
based on the ASAM PPC 2-R.

Qutpatient Setting
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e Ambulatory Detoxification without extended on-site monitoring corresponding to ASAM
Level I-D, or ambulatory detoxification with extended on-site monitoring (ASAM Level
11-D).

e Outpatient setting sub-acute detoxification must be provided under the supervision of a
Substance Abuse Treatment Specialist. Services must have arrangements for access to
licensed medical personnel as needed. ASAM Level II-D ambulatory detoxification
services must be monitored by appropriately certified and licensed nurses.

Residential Setting
o Clinically Managed Residential Detoxification - Non- Medlcal or“

Setting: Emphasizes peer and social support for persons who
(ASAM Level 1I1.2-D). These services must be provided u
Substance Abuse Treatment Specialist. Services must have an
licensed medical personnel as needed.

%\g Detoxification
our support

These services must be staffed 24-hours- per-daysevr~ %er—week by a licensed
physician or by the designated replesengatlve of a c@»sed phys'c n (ASAM Levellll.7-

ects gf the withdrawal, and referral to
necessary ongoing treatment e, when chmcally mdlcated 1s an
alternative to acute medicals

setting.

d'by appropriate certified plofeesmnal staif including substance
atment must be staffed 24-hours-per-day. The clinical program

marriage and fami}
treatment specialist

pist or physician. Services may be provided by a substance abuse
non-degreed staff.

This intensive therapeutic service is limited to those beneficiaries who, because of specific
cognitive and behavioral impairments, need a safe and stable environment in order to benefit from
tfreatment.

36.0 DISCRETIONARY AND CATEGORICAL GRANTS FROM OROSC
For all current discretionary and categorical grants, e.g., Partnerships for Success 11 Grant,
distributed through OROSC to sub-recipient PIHPs for counties identified for impact, the PIHPs
shall continue to commit to the identified communities for a seamless and efficient process during
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the planning, transition and implementation periods. Substance use and mental health disorder
Issues identified by the target communities (counties) must be maintained.

36.1 Addressing a Strategic Prevention Planning Framework
All prevention program planning, including mental health promotion must be conducted utilizing
the SAMHSA Strategic Planning Framework (SPF) which features a data guided approach to
developing strategic plans for SUD prevention and mental health promotion. PIHPs must, at a
minimum, address the prevention strategic priority areas listed in the OROSC Strategic Plan -
underage drinking, prescription drug abuse and youth access to tobaccqa in their strategic plans
utilizing the SPF process in a culturally competent manner. The PIHPs g §t§»also plan, implement
and synchronize their prevention plans with interventions proven to be Efective in reducing infant
mortality and obesity.

Linguistic Theory into Action; A Toolkit for Communities and Guidar,
Planning and Implemenlmg Evidence-based Interventions for 1h

The development and implementation of preven ‘, es (PPCs) will be the
primary mechanism used to meet prevention gaals ;a%soc< ROSC Strategic Plan
Priority Focus Areas. A PPC is a cor i nsive mix of data-driven
prevention strategies, mterventlons

36.2 Addressing Prevention and
Prevemion programming is i

A minimum of 90 pe of the prevention services funded by the PIHPs must be evidence-based.
For reference, sce ev ence-based guidance document.

Prevention service providers receiving community grant and other federal funding via PIHPs
must evaluate prevention services implemented in the PIHP catchment areas as specified by
contract and/or grant reporting requirements.
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PART HI
RESPONSIBILITIES OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES

1.0 RESPONSIBILITIES OF THE DEPARTMENT OF HEALTH AND HUMAN
SERVICES
The MDHHS shall be responsible for administering the public mental health system and public
substance abuse system. It will administer contracts with PIHPs, monitor contract performance,
and perform the following activities:

1.1 General Provisions g
1. Notify the PIHP of the name, address, and telephone number, if av
Medicaid, MI Child and Healthy Michigan eligibles in the service age
be notified of changes, as they are known to the MDHHS. g
2. Provide the PIHP with information related to known third-par tysisources an
subsequent changes as the department becomes aware of said in brimation. ]\% ify the
PIHP of changes in covered services or condltlons o ?}oy;g?@’g €O yices.

e, of all
e PIHP wili

ate departments involved in services to the population.
d wclfaxe 1ssues/eme1gcncxcs are raised or concerns 1ega1dmg

1.2 Contract Fina .
MDHHS shall pay, to the PIHP, Medicaid funds as agreed to in the contract.

The MDHHS shall immediately notify the PIHP of modifications in funding commitments in this
contract under the following conditions:
1. Action by the Michigan State Legislature or by the Center for Medicare and Medicaid
Services that removes any MDHHS funding for, or authority to provide for, specified
services.
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2. Action by the Governor pursuant to Const. 1963, Art. 5, 320 that removes the MDHHS's
funding for specified services or that reduces the MDHHS's funding level below that
required to maintain services on a statewide basis.

3. A formal directive by the Governor, or the Michigan Departiment of Management and
Budget (State Budget Office) on behalf of the Governor, requiring a reduction in
expenditures.

In the event that any of the conditions specified in the above items A through C occur, the
MDHHS shall issue an amendment to this contract reflective of the abo, ndition.

2.0 FRAUD AND ABUSE REPORTING RESPONSIBIL

Michigan Department of Health and Human Services
Office of the Inspector General
P. O. Box 30062

Lansing, MI 48909

* Nature of the complaint
The name of the individual
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INTRODUCTION

These Community Mental Health (CMH) Compliance Examination Guidelines are issued
by the Michigan Department of Health and Human Services (MDHHS) to assist
independent audit personnel, Prepaid Inpatient Health Plan (PIHP) personnel, and
Community Mental Health Services Program (CMHSP) personnel in preparing and
performing compliance examinations as required by contracts between MDHHS and
PIHPs or CMHSPs, and to assure examinations are completed in a ggnsistent and equitable
manner.

These CMH Compliance Examination Guidelines require that a ‘ endent auditor
the Concurrent 1915(b)/(c) Medicaid, Healthy Michigan, Flint
Disorder Community Grant Programs (hereinafter referred to as *

Contract™); and, in certain circumstances, &r&g’acts‘%
MDHHS to manage the Community Me ealth
(hereinafter referred to as “CMHS Block @Fﬁ{L
Examination Guidelines, however, D@ NOT*® i
requirements that may exi cial Statement Audit and/or a Single Audit.
An annual Financial Stat ed. Additionally, if a PIHP or CMHSP
expends $750,000 or more i PIHP or CMHSP must obtain a Single
Audit. !

mtract funds are for authorized purposes in compliance
he provisions of contracts. Therefore, PIHPs must either

funds awar
to contract withy
between PIHPs a
in the Responsibilit

he network provider CMHSPs, or require the network provider CMHSP
ependent auditor to examine compliance issues related to contracts
HSPs to manage the Medicaid Contract. Further detail is provided
s — PIHP Responsibilities Section (Item #°s 8, 9, & 10).

These CMH Compliance Examination Guidelines will be effective for contract years
ending on or after September 30, 2047-2018 and replace any prior CMH Compliance
Examination Guidelines or instructions, ora} or written.

! Medicaid payments to PIHPs and CMHSPs for providing patient care services to Medicaid eligible individuals are

not considered Federal awards expended for the purposes of determining Single Audit requirements.
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Failure to meet the requirements contained in these CMH Compliance Examination
Guidelines may result in the withholding of current funds or the denial of future awards.
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RESPONSIBILITIES

MDHHS Responsibilities
MDHHS must:

1.

Periodically review and revise the CMH Compliance Examination Guidelines to
ensure compliance with current Mental Health Code, and federal and state audit
requirements; and to ensure the COMPLIANCE REQUIREMENTS contained
in the CMH Compliance Examination Guidelines are cofgplete and accurately
represent requirements of PIHPs and CMHSPs; and gdistribute revised CMH
Compliance Examination Guidelines to PTHPs and CMHSPs.

Review the examination reporting packages submitted by PIHPS CMHSPs to

&

Issue a management decision (as described in the Exam t
Management Decision Section) on findings, commer and examination
adjustments contained in the PIHP or CMHSEsg ﬁ%ﬁjz’in {ing package
within eight months after the receipt of a complete agd?’ﬁna aeportmg package.

Monitor the activities of PIHPs and CMHSPs & neCessary ensure the Medicaid
Contract GF Contract and CMH§:§‘ lgék Grap i funds are used for

ed for authorized purposes in
he provisions of contracts. MDHHS will

. y entering the MDHHS risk corridor.

c. Alar ge addition to an ISF per the cost settlement schedules.

d. A material non-compliance issue identified by the independent auditor.

¢. The CPA that performed the compliance examination is unable to quantify
the impact of a finding to determine the questioned cost amount.

f. The CPA issued an adverse opinion on compliance due to their inability to
draw conclusions because of the condition of the agency’s records.
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PIHP Responsibilities
PIHPs must:

1. Maintain internal control over the Medicaid Contract that provides reasonable
assurance that the PIHP is managing the contract in compliance with laws,
regulations, and the contract provisions that could have a material effect on the
contract.

2. Comply with laws, regulations, and the contract provisions related to the Medicaid
Contract. Examples of these would include, but not be limited to: the Medicaid
Contract, the Mental Health Code (Michigan Compiled Laws 330.1001 —
330.2106), applicable sections of the Uniform Administr: equirements, Cost
Principles, and Audit Requirements for Federal Awards locatéd 862 CFR 200, the
Medicaid Provider Manual, and Generally Accepted A?gs: i Principles
(GAAP). '

Prepare appropriate financial statements.
4. Ensure that the examination required by these CMH C
Guldelmes is properly performed and submltted ; jg SHidue.
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and recommendation included in th*é&gurxent
name(s) of the contact person(s) res

It the PIHP does not agree
eves corrective action is not

reasons. ‘ _
7. The PIHP shall not fil i g Cost Settlement based on the CMH
Compllance Examin 1stments noted in the CMH Compllance

cd [or authorized purposes in compliance with laws,
rovisions of contracts. PIHMPs must either (a.) require the
itor (as part of the PIHP’s examination engagement) to
“of the network provider CMHSP for compliance with the
provisions, or (b.) require the network provider CMHSP to
independent auditor to examine compliance issues related to
contracts between PIHPs and CMHSPs to manage the Medicaid Contract. If the
latter is chiosen, the PIHP must incorporate the examination requirement in the
PIHP/CMHSP contract and develop Compliance Examination Guidelines specific
to their PIHP/CMHSP contract. Additionally, if the latter is chosen, the CMHSP
examination must be completed in sufficient time so that the PIHP auditor may rely
on the CMHSP examination when completing their examination of the PIHP if they
choose to.
9. If requiring an examination of the network provider CMHSP, review the
examination reporting packages submitted by network provider CMHSPs to ensure
completeness and adequacy.
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10. If requiring an examination of the network provider CMHSP, issue a management

decision (as described in the Examination Requirements — Management Decision
Section) on findings and questioned costs contained in network provider CMHSP’s
examination reporting packages.

CMHSP Responsibilities
(as a recipient of Medicaid Contract funds from PIHP and a recipient of GF funds
from MDHHS and a recipient of CMHS Block Grant funds from MDHHS)

CMHSPs must:
I.

Maintain internal control over the Medicaid Contract,
Block Grant Program that provides reasonable assura
managing the Medicaid Contract, GF Contract, and CMHS ]

Grant Program.
Comply with laws, regulations, and the contract

“‘ct), the CMHS Block
ed Laws 330.1001 —
Administrative Requirements, Cost
| Awards located at 2 CFR 200, the
Medicaid Provide
(GAAP).
Prepare appropriate fin

reasons.
The CMHSP shall not file a revised FSR and Cost Settlement based on the CMH
Compliance Examination. Rather, adjustments noted in the CMH Compliance
Examination will be evaluated by MDHHS. and the CMHSP will be notified of any
required action in the management decision.

N
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EXAMINATION REQUIREMENTS

PIHPs under contract with MDHHS to manage the Medicaid Contract and CMHSPs under
contract with MDHHS to manage the GF Contract are required to contract annually with a
certified public accountant in the practice of public accounting (hereinafter referred to as a
practitioner) to examine the PTHP’s or CMHSP’s compliance with specified requirements
in accordance with the AICPA’s Statements on Standards for Attestation Engagements
(SSAE) 10 — Compliance Attestation — AT 601 (Codified Section of AICPA Professional -
Standards), as amended by SSAE Nos. 11, 12, and 14, (hereinafter referred to as an

examination engagement). The specified requirements and specifiethcriteria are contained
in these CMH Compliance Examination Guidelines under the Segtignititled “Compliance
Requirements.”

requirements and specified crxterla related
contained in these CMH Compli

In procuring examination’ set
practitioner, and must follow,

amination sexv1ces, the objecuves and
Factors to be considered in evaluating

The objective of ‘the  practitioner’s cxamination procedures applied to the PIHP’s or
CMHSP’s compliafice with specified requirements is to express an opinion on the PIHP’s
or CMHSP’s compliance based on the specified criteria. The practitioner seeks to obtain
reasonable assurance that the PIHP or CMHSP complied, in all material respects, based on
the specified criteria.

Practitioner Requirements

The practitioner should exercise due care in planning, performing, and evaluating the
results of his or her examination procedures; and the proper degree of professional
skepticism to achieve reasonable assurance that material noncompliance will be detected.

6
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The specified requirements and specified criteria are contained in these CMH Compliance
Examination Guidelines under the Section titled “Compliance Requirements.” In the
examination of the PIHP’s or CMHSP’s compliance with specified requirements, the
practitioner should:

1. Obtain an understanding of the specified compliance requirements (See AT
601.40).

2. Plan the engagement (See AT 601.41 through 601.44).

3. Consider the relevant portions of the PIHP’s or CMHSP’
compliance (See AT 601.45 through 601.47). /

4. Obtain sufficient evidence including testing complia

requirements (See AT 601.48 through 601.49).

Consider subsequent events (See AT 601.50 through 601.

6. Form an opinion about whether the entity complied, in all material re; fs with

internal control over

specified

o

Practitioner’s Report

The practltloner s examination report on compllanée yduld include the information

should modify the report as

In addition to the above exa

tatl must be presented in sufficient detail for the PIHP or CMHSP to
prepare a ‘corrective action plan and for MDHHS to amrive at a management
decision. The following specific information must be included, as applicable, in
findings:

a. The criteria or specific requirement upon which the finding is based
including statutory, regulatory, contractual, or other citation. The
Compliance Examination Guidelines should NOT be used as criterion.

b. The condition found, including facts that support the deficiency identified
in the finding.
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c. ldentification of applicable examination adjustments and how they were
computed.

d. Information to provide proper perspective regarding prevalence and
consequences.

e. The possible asserted effect.

f. Recommendations to prevent future occurrences of the deficiency(ies)
noted in the finding.

g. Views of responsible officials of the PIHP/CMHSP when there is a

disagreement with the finding.

Planned corrective actions.

Responsible party(ies) for the corrective action.

Anticipated completion date.

e Bl

2. A schedule showing final reported Financial Status Re pon-/{Fé% ounts,

examination adjustments [including applicable adjustments hedule of
Findings and the Comments and Recommendationss y
and examined FSR amounts. All examinationgadjustments must'be explained
and must have a corresponding finding or colnm #it. Thiyschedule is called the
o provided for PIHPs.
eport regardless of the

Examination R t Submission

The examination must be completed and the reporting package described below must be
submitted to MDHHS within the earlier of 30 days after receipt of the practitioner’s report,
or Junc 30" following the contract year end. The PIHP or CMHSP must submit the
reporting package by e-mail to MDHHS at MDHHS-AuditReports@michigan.gov. The
required materials must be assembled as one document in PDF file compatible with Adobe
Acrobat (read only). The subject line must state the agency name and fiscal year end.
MDHHS reserves the right to request a hard copy of the compliance examination report
materials if for any reason the electronic submission process is not successful.
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Examination Reporting Package
The reporting package includes the following:

1. Practitioner’s report as described above;
2. Corrective action plan prepared by the PIHP or CMHSP.

Penalty

If the PIHP or CMHSP fails to submit the required examination reporting package by June
30™ following the contract year end and an extension has not beegpgranted by MDHHS,
MDHHS may withhold from current funding five percent of the ation year’s grant
funding (not to exceed $200,000) until the required reporting p ¢ is received.
MDHHS may retain the withheld amount if the reporting package i jiient more than

Incomplete or Inadequate Examinations '
If MDHHS determines the examination reporting pack §
PIHP or CMHSP, and p0551b1y its independent auditog'w
inadequacy and its impact in writing. The recommen 2 gﬁs and eg{?ected time frame for
resubmitting the corrected reporting packagg ed to the/PIHP or CMHSP.

Management Decision
MDHHS will issue a m i gj‘s‘, comments, and examination
adjustments contained in the B n report within eight months after
the receipt of a complete and The management decision will
include whether or not the , ) f \d/or comment is sustained; the reasons
for the decision and the exp 1 CMHSP action to repay disallowed costs, make
( Prior to issuing the management decision,
or documentation ﬁom the PIHP or CMIISP

results of the revi

COMPLIANCE REQUIREMENTS

The practitioner must examine the PIHP’s or CMHSP’s compliance with the A-J specified
requirements based on the specified criteria stated below related to the Medicaid Contract
and GF Contract. If the CMHSP does not have a Single Audit or the CMHSP’s Single
Audit does not include the CMHS Block Grant (CFDA 93.958) as a major Federal
program, the practitioner must also examine the CMHSP’s compliance with the K-M
specified requirements based on the specified criteria stated below that specifically relate
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to the CMHS Block Grant, but only if the CMHSP’s total contract amount for the CMHS
Block Grant is greater than $100,000. If the PiliP or CMHSP does not have a Single Audit,
or the PIHP’s or CMHSP’s Single Audit does not iriclude the Substance Abuse Prevention
and Treatment (SAPT) Block Grant (CFDA 93.959) as a major Federal program, the
practitioner must also examine the PIHP s or CMHSP’s compliance with the N-P specified
requirements based on the specified criteria stated below that specifically relate to the
SAPT Block Grant.

COMPLIANCE REQUIREMENTS A-J,
(APPLICABLE TO ALL PIHP AND CMHSP COMPLIANCE EX

A. FSR Reporting
The final FSRs (entire reporting package applicable to the entity) cgmpl;//
provisions as follows: o

a.  FSRs agree with agency financial records (gex < ired by the

reporting instructions. (Repofting uctions at
11392041 %8765--- 00.html).

b. FSRs mclude only allowed activiy 'es S Spe g contracts; allowable

E)(GF Contract, Sectfon 6.6.1;42
allowed activities and allo

] tract, Section 7.8); and
ified in the Mental Health Code,

justified must be shown as an adjustment on
e.” Any reported expenditures that do not
ples, the Code, or contract provisions must be shown

xamined FSR Schedule.”

e considered in determining allowable costs:
FR 200.402) require that for costs to be allowable they must
meet the followin ral criteria:
a. Be necessary and reasonable for the performance of the Federal award and
be allocable thereto under the principles.
b. Conform to any limitations or exclusions set forth in the principles or in the
Federal award as to types or amount of cost items.
c. Be consistent with policies and procedures that apply uniformly to both
federally-financed and other activities of the non-Federal entity.
Be accorded consistent treatment.
Be determined in accordance with generally accepted accounting principles.

o oo

ontractual -
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f. Not be included as a cost or used to meet cost sharing or matching
requirements of any other federally-financed program in either the current
or a prior period.

g. Be adequately documented.

Reimbursements to subcontractors (including PIHP payments to CMHSPs for Medicaid
services) must be supported by a valid subcontract and adequate, appropriate supporting
documentation on costs and services (2 CFR Part 200, Subpart E — Cost Principles, 200.403
(2)). Contracts should be reviewed to determme if any are to rel‘ ted parties. If related

must be verified for existence and appropriate supporting docume
Subpart E — Cost Principles, 200.403 (g)). When the PIHP pays I

Centers (FQHCs) and Rural Health Centers (RHCs) for spemalty‘é d in the
specialty serv1ces waiver the payments need to be rev1evxj_§:d 2 atthe$Fare no less

fees. 2R
éﬁl‘rrac‘[%%{ level agencies may
own indk pendent plactmoner

renovation proj t be accumulated for a total project cost when determining
capitalization requizements; individual invoices should not simply be expensed because
they are less than $3,000.

Costs must be allocated to programs in accordance with relative benefits received.
Accordingly, Medicaid costs must be charged to the Medicaid Program and GF costs
must be charged to the GF Program. Additionally, administrative/indirect costs must
be distributed to programs on bases that will produce an equitable result in consideration
of relative benefits derived in accordance with 2 CFR Part 200, Appendix V1L
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Distributions of salaries and wages for employees that work on multiple activities or cost
objectives, must be supported in accordance with the standards iisted in 2 CFR Part 200,
Subpart E — Cost Principles, 200.430 (i).

B.  CRCS Reporting
The final CRCSs comply with reporting instructions contained in the contract (General
Fund Contract, Section 7.8; and Medicaid Contract, Section 8.7, and reporting instructions

at http://www.michigan.gov/MDHHS/0.1607.7-132-2941 38765---.00.html).

C. Real Property Disposition
The PIHP’s or CMHSP’s real property disposition (for property ac
funds) complied with the requirements contained in 2 CFR 200.31 }g@ﬁ

with Federal

D. Administration Cost Report

applicable standards in ESTABLISHING ADMINISTRATI r : D ACROSS THE
CMHSP  SYSTEM and  contract : ¢l located at
http://www.michigan.ecov/MDHHS/0,1607. 51328 @0ihtml and reference

guidelines

The PIHP or CMHSP folfo
through 200.326. The PIHP o

responsible parties’ insurance coverage and ability to pay
| after, the start of services as required by MCL 330.1817.

required by MCL 828. Also, the PIHP/CMHSP completed a new determination if
informed of a sign t change in a responsible party’s ability to pay as required by MCL
330.1828. Medicaid eligible consumers are deemed to have zero ability to pay so there is
no need to determine their ability to pay. The one exception is during the period when a
Medicaid eligible consumer has a deductibie. In that case, an ability to pay determination
does apply.

The PIHP’s or CMHSP’s charges for services represent the lesser of ability to pay
determinations or cost of services according to MCL 330.1804. Cost of services means the
total operating and capital costs incurred according to MCL 330.1800. In the comparison
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of cost to ability to pay the practitioner may consider a cost based rate sheet or other
documentation that is supported by cost records as evidence of costs of services.

G. Internal Service Fund (ISF)

The PIHP’s Internal Service Fund complies with the Internal Service Fund Technical
Requirement contained in Contract Attachment P 8.6.4.1 with respect to funding and
maintenance.

H. Medicaid Savings and General Fund Carryforward
The PIHP’s Medicaid Savings was expended in accordance with 4
strategy as required by Sections 8.6.2.2 and 8.6.2.3 of the Contract. T
Fund Carryforward earned in the previous year was used in the cur
General Fund expenditures as required by sections 7.7.1 and 7.3
CMHSP contract.

o]

P’s reinvestment
MHSP’s General
n allowable

.l;})'f‘ %@HI—IS-

I.  Match Requirement y
The PIHP or CMHSP met the local match requiremerég andg

1l ite ns considered as local
match actually qualify as local match accordipg to Secti %

; eneral Fund Contract

local match are: (a.) revenues (s
offset against related expenditure .) intere kned from ISF accounts, (c.) revenues
derived from programs (such,as the Clyl ousefﬁ/ et
Medicaid or GF, (d.) donatj f funds subcontraetors of the PIHP or CMHSP, (e.)
Medicaid Health Plan (MHP)’ '
paid at less than the CMHSP’

Serious Emotional Disturbances (SED Waiver Program)
represent the actual direct cost of providing the services in accordance with Sections 4.7
(SED Waiver) and 6.9.7. (CWP) of the CMHSP Contract. The actual direct cost of
providing the services include amounts paid to contractors for providing services, and the
costs incurred by the CMHSP in providing the services as determined in accordance with
2 CFR Part 200. Benefit plan administrative costs are not to be included in the billings.
Benefit plan administrative costs related to providing services must be covered by general
fund or local revenue, and while reported with program costs they must be covered by
redirects of non-federal funds on the FSR MDHHS provides reimbursement for the actual
direct costs or the Medicaid fee screen amount, whichever is less, according to the
approved Waiver documents.
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COMPLIANCE REQUIREMENTS K-M
(APPLICABLE TO PIHPs/CMHSPs WITH A CMHS BLOCK GRANT OF GREATER THAN
$100,000 THAT DID NOT HAVE A SINGLE AUDIT OR THE CMHS BLOCK GRANT WAS NOT
A MAJOR FEDERAL PROGRAM IN THE SINGLE AUDIT)

K. CMHS Block Grant - Activities Allowed or Unallowed

The CMHSP expended CMHS Block Grant (CFDA 93.958) funds only on allowable
activities in accordance with Federal Block Grant provisions and the Grant Agreement
between MDHHS and the CMHSP.

L. CMHS Block Grant - Cash Management
The CMHSP complied with the applicable cash management
contained in the Federal Block Grant Provisions. This includes the
entities are funded on a reimbursement basis, program cogts:

M. CMHS Block Grant - Subrecip*"
Monitoring

comphed with the Subreci
200.331 (a) through (h) #

allowable activitigs”in accordance with the Federal Block Grant Provisions and the Grant
Agreement-betercen-MbHS-and-the CAMHESR,

O. SAPT Block Grant — Cash Management

The PP or CMHSP complicd with the applicable cash management compliance
1cquncmmts that are contained in the Federal Block Grant Provisions. This includes the
requirement that when entities are funded on a reimbursement basis, program costs must
be paid for by PitiP or CMHSP funds before reimbursement is requested-from-MI3 LS,

. { Commented [HM(11: Indent: Left 0°, FirstLine:0>
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P.  SAPT Block Grant — Subrecipient Management and Monitoring
If the PIIP or CMHSP contracts with other subrecipients (“subrecipient” per the 2 CFR
Part 200.330 definition) to carry out the Federal SAPT Block Grant Program, the PIHP or
CMHSP complied with the Subrecipient Monitoring and Management requirements at 2
CFR Part 200.331 (a) through (h).

RETENTION OF WORKING PAPERS AND RECORDS

Examination working papers and records must be retained for a rginimum of three years
after the final examination review closure by MDHHS. Also, PI} e required to keep
o

affi hate CMHSP s reports on ﬁle for three years from date of recelp “All examination

latir g to these guidelines should be

sultation & Contracts
Ith Administration
Human Services

Fax: (517) 335-5376

GLOSSARY OF ACRONYMS AND TERMS

AICPA i, American Institute of Certified Public Accountants.

Children’s Waiver................ The Children’s Waiver Program that provides services that
are enhancements or additions to regular Medicaid coverage
to children up to age 18 who are enrolled in the program

15
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who, if not for the availability and provisions of the Waiver,
would otherwise require the level of care and services
provided in an Intermediate Care Facility for the Mentally
Retarded. Payment from MDHHS is on a fee for service
basis.

CMHS Block Grant Program.The program managed by CMHSPs under contract with
MDHHS to provide Community Mental Health Services
Block Grant program services under CFDA 93.958.

CMHSP...oooreicnrierieenrnnens Community Mental Health Service!
program operated under Chapter 2 of the igan Mental
Health Code — Act 258 of 1974 as a "”

Examination Engagement......A PIHP or CMHSP’s engagemen Honer to

i

‘0
;(;§SAE)%]O ~  Compliance
odlfegfé%Sectlon of AICPA

Flint 1115 Waiver

of the federa poverty level (FPL)
e Flint water system from April 2014
cified date. This demonstration is
dance with section 1115(a) of the Social
nd is effective as of March 3, 2016 the date of
roval through February 28, 2021. Medicaid-
children and pregnant women who were served by
the Flint water system during the specified period will be
eligible for all services covered under the state plan. All such
persons will have access to Targeted Case Management
services under a fee for service contract between MDHHS
and Genesce Health Systems (GHS). The fee for service
contract shall provide the targeted case management services
in accordance with the requirements outlined in the Special
Terms and Conditions for the Flint Section 1113
Demonstration, the Michigan Medicaid State Plan and
Medicaid Policy.

GF Program.......ccoccvvn. The program managed by CMHSPs under contract with

MDHHS to provide mental health services and supports to
individuals with serious mental illness, serious emotional

16

examine the entity’s compliangeayithspeei ¢quirements
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disturbances or developmental disabilities as described in
MCL 330.1208.

MDHHS ... Michigan Department of Health and Human Services

Medicaid Program................. The Concurrent 1915(b)/(c) Medicaid Program and Healthy
Michigan Program managed by PIHPs under contract with
MDHHS.

PIHP oo Prepaid Inpatient Health Plan. In igan a PIHP is an
organization that manages Medicait :
the state's approved Concurrent 1915k
Program, on a prepaid, shared-risk bagis, co

5(c) Waiver

requirements of 42 CFR Part 438. wn as

munity
Mental Health Services Progra Autism
iSPA__{Autism Plan
Amendment), Abuse

Practitioner..........ccccceevviennnn ed pI . he practice of public

Serious Emotional

Disturbances Waiver ...... hildren with Serious Emotional

tfrom MDHHS is on a fee for service basis.

...... ICPA’s Statements on Standards for Attestation
Engagements.

SAPT Block Gra ..The program managed by PIHPs under contract with
MDHHS to provide Substance Use Services Block Grant
program services under CFDA 93.959.

SUD Services.......cooveveveneenn. Substance Use Disorder Services funded by Medicaid,
Healthy Michigan, and the “Community Grant™ which
consists of Federal SAPT Block Grant funds and State funds.
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. DATAREQUIREMENTS

Data Collection/Recording and Reporting Requirements — Revised
July 2014

Encounter Reporting Via Health Insurance Portability and Accountability Act
(HIPPA) 837 Standard Transactions—

August 2011

Children Referral Form and Instructions — Amendment #1

Michigan Prevention Data System (MPDS) Reference Manual —
Effective October 1, 2007; Revised June 2, 2010

Substance Use Disorder Services Encounter Reporting; HCPCS and
Revenue Codes—August 2007; Revised August 2011
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SUD DATA COLLECTION/RECORDING AND REPORTING
REQUIREMENTS

Overview of Reporting Requirements
The reporting of substance abuse services data by the PIHP as described in this material meets
several purposes at MDHHS including:

-Federal data reporting for the SAPT Block Grant application and progress report, as well as
for the treatment episode data set (TEDS) reported to the federal Office of Applied Studies,
SAMHSA.

-Managed Care Contract Management

-System Performance Improvement

-Statewide Planning

-CMS Reporting

-Actuarial activities

Special reports or development of additional reporting requirements beyond the initial data
and reports required by the Department may be requested within the established parameters
of the contract. The PIHP will likely maintain, for management and local decision-making,
additional information to that specified in the reporting requirements.

Standards for collecting and reporting data continue to evolve. Where standards and data
definitions exist, it is expected that each PIHP will meet those standards and use the
definitions in order to assure uniform reporting across the state. Likewise, it is imperative
that the PIHP employs quality control measures to check the integrity of the data before it is
submitted to MDHHS. Error reports generated by MDHHS will be available to the
submitting PIHP the day following a DEG submission. MDHHS’s expectation is that the
records that receive error Ids will be corrected and resubmitted as soon as possible. The
records in the error file are cumulative and will remain errors until they have been corrected.

Individual services recipient data received at MDHHS are kept confidential and are always
reported out in aggregate. Only a limited number of MDHHS staff can access the data that
contains any possible individual client identifiers. (Social Security number, date of birth,
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diagnosis, etc.) All persons with such data access have signed assurances with MDHHS
indicating that they are knowledgeable about substance abuse services confidentiality
regulations and agree to adhere to these and other departmental safeguards and protections for
data.

A. Basis of Data Reporting
The basis for data reporting policies for Michigan substance abuse services includes:

1. Federal funding awarded to Michigan through the Substance Abuse Prevention
and Treatment (SAPT) federal block grant to share in support of substance
abuse treatment and prevention requires submission of proposed budgets and
plans. Resources and plans must be reviewed and considered by the State in
light of statewide needs for substance abuse services.

2. Public Act 368 of 1978, as amended, requires that the department develop:

A comprehensive State plan through the use of federal, State, local, and private
resources of adequate services and facilities for the prevention and control of
substance abuse and diagnosis, treatment, and rehabilitation of individuals who
are substance abusers.

In addition, the department shall:

Establish a statewide information system for the collection of statistics,
management data, and other information required.

Collect, analyze and disseminate data concerning substance abuse treatment and
rehabilitation services and prevention services.

Conduct and provide grant-in-aid funds to conduct research on the incidence,
prevalence, causes, and treatment of substance abuse and disseminate this
information to the public and to substance abuse services professionals.

3. Comprehensive planning requires statewide needs assessments to include
identification of the extent and characteristics of both risks for development
and current substance abuse problems for the citizens of Michigan.

B. Policies and Requirements Regarding Data
Treatment Data reporting will encompass Substance Abuse (SA) services provided to
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clients supported in whole or in part with state administered funds through funds for SA
services to Medicaid recipients included in PIHP contracts.

Definitions:

State administered funds: Any state or federal funding provided by the MDHHS/DSAGS/SA
contract. Funds provided include federal SAPT Block Grant, state general funds, MIChild,
and other categorical or special funds. Medicaid funds that are covered under the
MDHHS/PIHP contract are considered state administered funds.

Data: Client admission and discharge records (for treatment services), and client institutional
and professional encounter records, and backup required to produce this information (e.g.
billings from providers, services logs, etc.). Prevention services data are not addressed herein.

Services: Substance abuse treatment (residential, residential detox, intensive outpatient,
outpatient, including pharmacological supports as part of above), substance abuse assessment
(screening, assessment, referral and follow-up) provided by appropriately state licensed
programs. Prevention services data are not addressed herein.

Supported in whole or in part: Describes those services for which the PIHP pays, inclusive
of co-pays with other sources of funds (e.g. first party, third party insurance, and/or other
funding sources).

Policy:

Reporting is required for all clients whose services are paid in whole or in part with state
administered funds regardless of the type of co-pay or shared funding arrangement made for
the services. This includes both co-pay arrangements where public funds are applied from the
starting date of admission to a service, as well as those where public funds are applied
subsequent to the application of other funding or payments.

For purposes of MDHHS reporting, an admission is defined as the formal acceptance of a
client into substance abuse treatment. An admission has occurred if and only if the client
begins treatment.

A client is defined as a person who has been admitted for treatment of his/her own drug
problem. A co-dependent (a person with no alcohol or drug abuse problem who is seeking
services because of problems arising from his or her relationship with an alcohol or drug user)
who has been formally admitted to a treatment unit and who has his/her own client record also
should be reported with the record indicating his/her co-dependency.

A client’s episode of treatment is tracked by service category and by license number. The first
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event at a new provider or in a new service category is an admission and the last event is a
discharge.

Any change in service and/or provider during a treatment episode should be reported as a
discharge, with transfer given as the reason for discharge. For reporting purposes,
“completion of treatment” is defined as the completion of ALL planned treatment for the
current episode.

Completion of treatment at one level of care or with one provider is not “completion of
treatment” if there is additional treatment planned or expected as part of the current episode.
The reason for discharge given in all instances where the treatment has not been terminated
should be

06 (Transfer-Continuing in Treatment). The code of 06 will identify the fact that the client’s
treatment episode did not terminate on the date reported.

1. Data definitions, coding and instructions issued by MDHHS apply as written.
Where a conflict or difference exists between MDHHS definitions and information
developed by the PIHP or locally contracted data system consultants, the MDHHS
definitions are to be used.

2. All data collected and recorded on admission and discharge forms shall be reported
using the proper Michigan Department of Licensing and Regulatory Affairs
(LARA) substance abuse services site license number. LARA license numbers are
the primary basis for recording and reporting data to MDHHS at the program level
(along with the National Provider Identifier (NPI).

3. Combined reporting of client data in data uploads from more than one license site
number is not acceptable or allowable, regardless of how a PIHP funds a provider
organization.

4. Failure to assure initial set up and maintenance of the proper site license number
and PIHP code will result in data that will be treated as errors by MDHHS. Any
data submitted to MDHHS with improper license numbers will be rejected in full.
The necessary corrections and data resubmissions will be the sole responsibility of
the PIHP in cooperation with the involved service providers.

5. There must be a unique Substance Abuse client identifier assigned and reported. It
can be up to 11 characters in length, all numeric. This same number is to be used to
report data for all admissions and encounters for the individual within the PIHP. It
is recommended that a method be established by the PIHP and funded programs to
ensure that each individual is assigned the same identification number regardless of
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how many times he/she enters services in any program in the region, and that the
client number be assigned to only one individual.

6. Any changes or corrections made at the PIHP on forms or records submitted by
the program must be made on the corresponding forms and appropriate records
maintained by the program. Failure to maintain corresponding data at the PIHP
and program levels will result in data audit exceptions on discovery of
discrepancies during an MDHHS on-site data audit/review. Each PIHP and its
programs shall establish a process for making necessary edits and corrections to
ensure identical records. The PIHP is responsible for making sure records at the
state level are also corrected via submission of change records in data uploads.

7. Providers of residential and/or detoxification services must maintain a daily client
census log that contains a listing of each individual client in treatment. This listing
can be made in client name or using the client identification number. Census must
be taken at approximately the same time each day, such as when residents are
expected to be in bed. MDHHS or the PIHP will review the daily client census
logs in data auditing site visits.

8. Providers of pharmacological support services (either methadone or
buprenorphine) must maintain a log that contains a listing of each client in
treatment, and their daily dosages of these medications provided by the program.
MDHHS or the PIHP will review these logs in data auditing site visits

9. Diagnosis coding on client data forms shall be consistent with the client's substance
abuse treatment plan. If there is more than one substance abuse diagnosis
determined, then the secondary diagnosis code should be reported accordingly.
Diagnosis codes on the data records must be consistent with those listed on other
client documentation (such as billing forms, etc.). Codes should be entered using
only the proper DSM definitions for substance abuse and other related problems
that are being treated.

10. The primary diagnosis should correspond to the primary substance of abuse
reported at admission. The secondary diagnosis may or may not be consistent
with the secondary substance of abuse if another diagnosis better reflects a more
serious secondary problem than the secondary substance.

['1. PIHPs must make corrections to all records that are submitted but fail to pass the
error checking routine. All records that receive an error code are placed in an

error master file and are not included in the 9;]3!}/Hr\q| databhace Ulnlece acted
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upon, they remain in the error file and are not removed by MDHHS.
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12. The PIHP is responsible for generating each month's data upload to MDHHS
consistent with established protocols and procedures. Monthly and quarterly data
uploads must be received by MDHHS via the DEG no later than the last day of the
following month.

13. Treatment clients may be admitted to more than one program or one service
category at the same time.

14. The PIHP must communicate data collection, recording and reporting requirements
to local providers as part of the contractual documentation. PIHPs may not add to
or modify any of the above to conflict with or substantively affect State policy and
expectations as contained herein.

15. Statements of MDHHS policy, clarifications, modifications, or additional
requirements may be necessary and warranted. Documentation shall be forwarded
accordingly.

16. Treatment clients who have not had any treatment activity in a 45-day period shall
be considered inactive and their case discharged. A treatment discharge record
should be completed and submitted; the effective date of discharge will be the last
date of actual contact with the program. The record should be completed and
submitted based on the client’s status as of the last date of service; records with all
data items marked as unknown or left blank are not acceptable.

Encounter Reporting
Via
Health Insurance Portability and Accountability Act (HIPPA)
837 Standard Transactions

For the first quarter of FY 2012, the X12 version 40101 A of the 837 Encounter will be
accepted (as it has been for the last three years). However:

Effective January 1, 2012, must submit electronic healthcare transactions using the X12 version
5010. Those who do not convert to the version 5010 by the compliance date will have their
encounters and other transactions rejected. Reimbursement delays and resubmission costs
could occur.

Please reference this single web page for up-to-date instructions and guidance:
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http://ww.michigan.gov/mdhhs/0,1607,7-132-2945 42542 42543 42546 42552 42696-
256754--,00.html

Relevant documents at this site are the following:

1. HIPPA 5010A1 EDI Companion Guide for ANSI ASC X 12N 837P
Professional Encounter
Regional PIHPs

2. HIPPA 5010A1 EDI CDI Companion Guide for ANSI ASC
X12N 8371 Institutional Encounter
Regional PIHPs

3. Michigan Department of Health & Human Services Electronic
Submission Manual March 18, 2011

4. HIPPA 5010A1EDI Companion Guide for ANSI ASC X12N
270/271 Health Care Eligibility Benefit Inquiry and Response
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STATE OF MICHIGAN
RICK SNYDER DEPARTMENT OF HEALTH AND HUMAN SERVICES MICK LYON
GOVERNOR LANSING DIRECTOR
PIHP Region:

Quarter (checkone): 1*[00 2nd0 3rd0 4th O

Prevention Treatment

services Services MH services Other

# of children who
accessed:

#who i‘cfused
services

* For children who “enter” services with their mother. Child might not be
physically present, but clinician and casc manager should be asking about any
concems regarding the child/children, and noting and tracking all referrals made for

services

320 SOUTH WALNUYT STREET « LANSING, MICHIGAN 48913
www.michigan.govimdhhs ¢ 517-373-3740
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. METHADONE REQUIREMENTS

Treatment Policy #03, Buprenorphine—
Effective October 1, 2006

Treatment Policy #04, Off-site Dosing Requirements for
Medication-Assisted Treatment—

Effective December 1, 2006

Treatment Policy #05, Criteria for Using Methadone for
Medication assisted Treatment and Recovery--

Effective October 1,2012

11
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STATE OF MICHIGAN

JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSK!
GOVERANOR LANSING DIRECTOR
MEMORANDUM

pate: June 28, 2006

To: Regional Coordinating Agencies
Opioid Treatment Programs

From: Doris Gellert, Director
Burean of Substance Abuse and Addiction Services
Office of Drug Control Policy
Subject: Revised Treatment Policy # 03: Buprenorphine

Enclosed is Revised Treatment Policy # 03: Buprenorphine. This revised policy incorporates the
Medicaid primary health care pharmacy benefit.

Policy compliance will be reviewed as part of program site visits. Please direct any questions to
Marilyn Miller, Treatment Specialist, at 517-241-2608, via fax at 517-335-2121, or via email at

MillerMar@michigan. gov.

DG/MM/mlf

Enclosure

LEWIS CASS BLHLDING @ FIFTH FLOOR ¢ 320 SOUTH WALNUT STREET o LANSING, MICHIGAN 48813
weve michigan goviodep ¢ (517) 373-4700
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TREATMENT POLICY # 03

SUBJECT: Buprenorphine
ISSUED: August 2004, revised June 6, 2006

EFFECTIVE: September 1, 2004, revision effective October 1, 2006

PURPOSE:

This policy establishes standards for the use of buprenorphine when used as adjunct therapy in the treatment
of opioid addiction for clients receiving substance abuse services administered through the Michigan
Department of Health & Human Services, Office of Recovery Oriented Systems of Care
(MDHHS/OROSC). PIHPs are required to provide additional reports so the overall cost and experience
gleaned from the use of buprenorphine as adjunct to treatment can be used to determine future planning and
policy.

SCOPE:

PIHPs may choose to fund the cost of the buprenorphine/naloxone medication as adjunct therapy for opioid
addiction in treatment services including residential, intensive outpatient, outpatient, and methadone
programs. Allowable funding consists of federal block grant, state general funding, and local funding.
Medicaid reinvestment savings may also be used if part of a Medicaid reinvestment plan submitted by the
Pre-paid Inpatient Health Plan (PIHP) and approved by Centers for Medicare and Medicaid Services (CMS)
and MDHHS/OROSC. PIHPs may use clients on a discretionary basis after covered services have been
paid.

Clients with Medicaid coverage may have access to the pharmacy benefit for buprenorphine/naloxone. It
must be preauthorized through the Medicaid pharmacy plan.

Opioid Treatment Programs (OTPs) providing services must conform to the Federal opioid treatment
standards set forth under 42 C.F.R. Part 8, including off-site dosing when dispensing
buprenorphine/naloxone. There is no limit to the number of clients to whom buprenorphine can be
dispensed from an OTP.

..... AMantal Haoltlh Qo Administration (SAMHMHSA)
Private phys:c:ans who have the Substance Abusc and Mental Health Services Administration \onx 1IIOA S

waiver for prescribing buprenorphine/naloxone are limited to managing 30 clients on buprenorphine at any
one time. An OTP physician who has the SAMHSA waiver may prescribe the medication for off-site use
as if the physician were in private practice. The maximum number of active clients would be 30 clients.
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BACKGROUND:

The Food and Drug Administration (FDA) approved Buprenorphine hydrochloride (Subutex®) and
buprenorphine hydrochloride/naloxone hydrochloride (Suboxone®) on October 8, 2002 for the treatment of
opioid addiction. Both buprenorphine and buprenorphine/naloxone are administered in sublingual tablets
(placed under the tongue) and gradually absorbed. Prior to their approval and subsequent scheduling as
Schedule 111 medications, the only prescription medications approved for opioid substitution agents were
methadone and LAAM, both Schedule IT medications. Schedule Il medications must be prescribed to
patients enrolled in OTPs. Because of the numerous federal and state regulations with respect to OTPs, the
addition of Schedule III medications as adjunctive treatment greatly increases access to services for
potential opioid treatment clients because they can now receive medication for opioid addiction treatment
through a qualified physician’s office.

Buprenorphine has a ceiling effect for toxicity because of its antagonist properties. Once a certain dose or
receptor occupancy level is reached, additional dosing does not produce further toxicity. Studies have
shown that buprenorphine plateaus at the equivalent of 40 to 60 milligrams of methadone. Because of the
maximum for toxicity, respiratory depression and/or death from overdose are less common than with opiate
agonists, such as heroin, oxycodone, or methadone. Concurrent use of buprenorphine with alcohol,
benzodiazepines, or other respiratory depressants can still result in overdose. Naloxone (Narcan) is added
to buprenorphine by the manufacturer to prevent diversion because, although the naloxone will have no
effect when absorbed under the tongue, crushing and injecting the medication will result in sudden and
intense withdrawal symptoms. The ceiling effect also restricts the medication’s effectiveness in treating
patients who have a need for high levels of opioid replacement medication. Studies are currently being
done to determine the safety of buprenorphine/naloxone in pregnancy as well as breastfeeding.

REQUIREMENTS:

Program Requirements

1. The client must have a Diagnostic Statistical Manual (DSM) impression of opioid dependency as
determined by the Access Management System (AMS). All six dimensions of the current American
Society of Addiction Medicine (ASAM) Patient Placement Criteria must be used. The client must meet
medical necessity criteria as determined by a physician who has a SAMHSA waiver to prescribe or
dispense buprenorphine.

2. Buprenorphine/naloxone must be used as adjunct to opioid treatment throughout the continuum of care
(OP, 10P, Residential, sub-acute detoxification, and methadone adjunctive treatment as part of a
detoxification regimen). It cannot be used without counseling.

3. Toxicology screens must be done at intake and then on a random, at least weekly, frequency until three
(3) consecutive screens are negative. Thereafter, they must be done on a monthly, random frequency.
Screens must assay for opioids, cocaine, amphetamines, cannabinoids, benzodiazepines, and
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methadone metabolites. Screens must be random for days of the week and days since last screen was
administered.

4. As an adjunctive medication for the treatment of opioid addiction, the PIHP cannot pay for the
buprenorphine/naloxone alone. The medication must be used in conjunction with counseling at a
substance abuse treatment program under contract with the PIHP. The PIHP must develop a plan in
which the substance abuse treatment program, a qualified physician, and a pharmacy are involved.

Reporting Requirements

The data system has been modified to accommodate reporting for clients receiving
buprenorphine/naloxone.

Data system:

¢ Admission and discharge Treatment Episode Data Set (TEDS) records must be
submitted as is routine with other clients. In the client admission record, the field
OPIOD TREATMENT PROGRAM (1= Methadone, 2= No, and 3=
Buprenorphine) must be coded with “3” for all clients receiving
buprenorphine/naloxone, regardless of service category.

* Buprenorphine/naloxone daily dosages and associated cost must be reported with
HCPCS Code of H0033 as required in the 837 Professional Encounter record.

PROCEDURE:

Prescribing Policy

1. All physicians, including those at an OTP, must have a waiver from SAMHSA permitting them to
prescribe or dispense buprenorphine/naloxone (e.g., Suboxone®).

2. Buprenorphine/naloxone (Suboxone®) must be used as an adjunctive treatment within an individualized
treatment plan for opioid addiction. It is not appropriate as a stand-alone treatment procedure.

3. The target populations for buprenorphine/naloxone are the following:

» Clients who are being transferred from methadone as part of a detoxification regimen;

» Clients that have been opioid dependent less than one year, but for whom adjunctive therapy is

vecltiicCG Incdiodlly Toeossdl

e Clients that are eligible for methadone adjunctive therapy within the 40-60 milligrams therapeutic
range.
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4. In accordance with FDA regulations, buprenorphine is not currently approved for pregnant women.

5. The combination medication buprenorphine/naloxone (Suboxone®) is the only medication approved
for use under these guidelines. No “off-label” or experimental use of buprenorphine/naloxone is
permitted under these policies.

REFERENCES:

American Psychiatric Association. (2000). The Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition, Text Revision, Washington, DC.

American Society of Addiction Medicine. (2001). ASAM Patient Placement Criteria for the Treatment of
Substance-Related Disorders, Second Edition-Revised, ASAM UPC-2R, Chevy Chase,
Maryland.

Certification of Opioid Treatment Programs. United States Code of Federal Regulations, Title 42, Part 8,
Washington, D.C. (2003).

Drug Addiction Treatment Act of 2000: P1.106-310, Section 3502, United States House, 105" Congress,
Washington, DC. (October 17, 2000).

Food and Drug Administration. (October 8, 2002). Subutex and Suboxone Approved to Treat Opiate
Dependence, FDA Talk Paper, Washington, DC.

Opioid Drugs in Maintenance and Detoxification Treatment of Opiate Addiction; Addition of
Buprenorphine and Buprenorphine Combination to List of Approved Opioid Treatment
Medications: Federal Register, Volume 68, Number 99, pp 27937-27939, Interim final rule,
United States Superintendent of Documents. (May 22, 2003).

Schuster, C and Seine, S. (October 8, 2002). Interview. University Psychiatric Clinic, Wayne State
University, Detroit Michigan.

APPROVED BY: *SIGNED*

Donald L. Allen, Jr., Director
Office of Drug Control Policy



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(¢c) Waiver Program FY 18
Attachment PIL.B.A

State OF MICHIGAN

JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI
GOVERNOR LANSING DIHECTOR
DATE: November 30, 2006
TO: Regional Coordinating Agencies

Opioid Treatment Programs

FROM: Doris Gellert, Director
Bureau of Substance Abuse and Addiction Services
Office of Drug Control Policy

SUBJECT: Revised Treatment Policy-04: Off-8ite Dosing Requirements for Medication Assisted
Treatment

Enclosed is the final version of the Michigan Department of Community Health/Office of Drug
Control Policy (MDCH/ODCP) Treatment Policy #4 ~ Off-Site Dosing Requirements for Medication
Assisted Treatment

‘There were no comments from the ficld. The following changes were made by MDCH/ODCP staff

1. Labeling- page 5 — because Suboxone® is in tablet form rather than liquid like methadone, it
can be dispensed for multiple days in the same bottle.

2. Out of Country Travel, page 9 — Center for Substance Abuse Treatment/Division of
Pharmacologic Therapies (CSAT/DPT) approval is no longer necessary solely because the
client wishes to travel outside the country. MDCH/ODCP approval is still required.

Reminder: Extranet submissions are required. The use of the Exiranet, which is maintained by
CSAT, will be the only manner in which exception requests will be accepted by MDCH/ODCP
effective Janvary 1, 2007, Call 1-866-687-2728 to sign up for the Extranet. For those OTPs that do
not have Internet capability, a waiver of this requirement can be obtained by submitting a request, in
writing, to ODCP. Fax the request to the attention of Marityn Miller at 517-335-2121. This request
should state the reasons why use of the Extranet cannot start on the effective date and the planned
date for starting.

Should you have any questions or require further clarification of any issues in this policy, please
contact Marilyn Miller at 517-241-2608, or by email at millermar@michigan.goy.

Enclosure

LEWIS CASS BINLDING & FIFTH FLOOR # 320 SOUTH WALNUT STREET o LAMSING MICHIGAN 28013
www . michigan.govfodep » (517) 3734700
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TREATMENT POLICY 04

SUBJECT: Off-Site Dosing Requirements for Medication Assisted Treatment

ISSUED: September 1, 2004, revised March 1, 2006, revised November 13, 2006

EFFECTIVE: December 1, 2006

PURPOSE:

The purpose of this policy is to clarify the rules and procedures pertaining to off-site dosing of
opioid treatment medication by clients in Opioid Treatment Programs (OTP).

SCOPE:

This policy pertains to off-site dosing for all clients who are receiving medication-assisted
treatment as an adjunct in an OTP in Michigan, regardless of the funding source. Due to the
complexities of off-site usage and the variety of rules and regulations involved, in situations
where there is a conflict between state and federal rules not otherwise addressed in this policy,
the most stringent rule applies. Off-site dosing is a privilege, not an entitlement, nor a right.

BACKGROUND:

The use of methadone and buprenorphine, through an OTP, as adjunct therapies in substance
abuse treatment, is highly regulated. Clients must attend the OTP daily for on-site supervised
dispensing of their medication until they have met certain specified criteria for the privilege of
reduced attendance and dosing off site. Safety is the driving force behind the strict regulations
for off site dosing with the goal of preventing diversion of the medication to the general public
and the accidental ingestion of the medication by children.

Off-site dosing can be used on a temporary basis in cases when the clinic is closed for business,
such as Sundays and holidays. On an individual basis, off-site dosing may be temporary or
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permanent. As specified in this policy, some off-site dosing may need approval from the Michigan
Department of Health & Human Services/Office of Recovery Oriented Systems of Care
(MDHHS/OROSC) and/or the Center for Substance Abuse Treatment/Division of Pharmacologic
Therapies (CSAT/DPT).

REQUIREMENTS:

OTP program physicians and other designated OTP staff must ensure that clients are responsible
for managing off-site dosing prior to granting the privilege. The amount of time in treatment,
progress towards meeting the treatment goals, as well as exceptional circumstances or
physical/medical issues are used to determine the number of doses of methadone allowed off site.
Exceptions to these rules are allowed with approval from the State Methadone Authority (SMA)
at MDHHS/OROSC and, where federal law requires, CSAT/DPT approval.

On-Site OTP Clinic Attendance Requirements

A client in maintenance treatment must ingest the medication under observation, at the OTP
clinic, for not less than six days a week for a minimum of the first 90 days in treatment (R
325.14417 Part 417[1]). If a client discontinues treatment and later returns, the time in
treatment is restarted as if the client was newly admitted to treatment, unless there are
extenuating circumstances.

When a client transfers from another OTP, the cumulative time in treatment must be used in
calculating the client’s time if the gap in treatment time is less than 90 days (R 325.14417 Part
417[4)).

After 90 days of treatment, a client may be allowed to reduce on-site dosing to three times
weekly while receiving no more than two doses at one time for off-site dosing (R 325.14417
Part 417[2]).

After two years in treatment, a client may be allowed to reduce the on-site dosing to two times
weekly while receiving no more than three doses at one time for off-site dosing (R 325.14417
Part 417[3]).

The inability of the client to qualify for off-site dosing or to maintain an off-site dosing
schedule must be addressed as part of the client’s individualized treatment plan. Dosage
adjustments, establishment of compliance contracts, additional counseling sessions,
specialized treatment groups, or assessment for another level of care must be considered. OTPs
must coordinate sanctions with the prior authorization source such as an Access Management
System (AMS) agency for funded clients or other involved third party as appropriate.

Off-Site Dosing Requirements
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Rules that Apply to All Off-Site Dosing:

All clients who are dispensed medication for off-site dosing must be deemed responsible
for handling the medication. This includes when the program is closed for business, such
as Sundays and holiday observances as well as other qualified times. If the client is deemed
not to be responsible for any of these times, other arrangements must be made for the client
to be dosed on site at their current OTP or at another OTP. If a client needs to go to another
program to be dosed, coordination between both programs is required to ensure the client
is only dosing at one OTP for days when the client’s OTP of record is closed.

Client Criteria:

Medication for off-site dosing may only be given to a client who, in the reasonable
clinical judgment of the program physician, is responsible in the handling of opioid
substitution medication. Before reducing the frequency of on-site dosing, the rationale
for this decision must be documented in the client’s treatment record by a program
physician or a designated staff. If a designated staff member records the rationale for
the decision, a program physician must review, countersign, and date the client’s record
(R 325.14416 Part 416[1] and 42 CFR Part 8.12[I][3]). The client’s off-site dosing
schedule is to be reviewed every sixty days while the client receives doses for off-site
use.

The program physician must utilize all of the following information in determining
whether or not a client is responsible to handle opioid medication off site:

e Background and history of the client: the client is employed, actively seeking
employment as evidenced by a sign-off sheet from potential employers, or disabled
and unable to work as evidenced by a Social Security Income or Social Security
Income Disability or Workmen’s Compensation checks; and the client has
appropriately handled off-site dosing in the past such as on Sundays and holidays
or other off-site situations.

e General and specific characteristics of the client and the community in which the
client resides (the client is working toward or maintaining treatment goals; the
client has taken measures to ensure that third parties do not have access to the
medication).

e An absence of current and/or recent abuse (within 90 days) of drugs, including
alcohol on the basis of toxicology screens that must include opioids, methadone
metabolites, barbiturates, amphetamines, cocaine, cannabinoids, benzodiazepines
and any other drugs as appropriate for individual clients. Alcohol testing must be
conducted by the use of a Breathalyzer or other standard testing means if alcohol is
suspected at the time of dosing. (Clients who appear to be under the influence of
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any drug or alcohol will not be dosed until safe to do so. Clients should not be
allowed to drive under this condition.) Any evidence of alcohol abuse in the client’s
chart within the past 90 days will be considered as positive for alcohol, as will any
legal charges related to alcohol consumption. The need to verify toxicology tests
or the need for more frequent toxicology tests must be components of the clinic
rules. Legally prescribed drugs, including controlled substances, will not be
considered as illicit substances, provided the OTP has verification the drug(s) were
prescribed for the client. Such documentation must be included in the client’s chart.
Prescription documentation for all prescribed medication must be updated at least
every 60 days until discontinued. Prescription medication documentation must be
updated in the client’s chart at the first opportunity — preferably at the next clinic
visit — when the client is prescribed a medication or a medication is renewed. A
copy of the prescription label, a printout from the pharmacy, or the information
recorded in the chart from viewing the patient’s prescription bottle shall constitute
documentation. All medications are to be considered within the context of
coordinating care with other prescribing healthcare providers, and the safety
considerations of granting off-site dosing privileges.

e Regularity of clinic attendance.

e Absence of serious behavioral problems in the clinic.

¢ Stability of the client’s home environment and social relationships.

e Absence of recent known criminal activity.

* Length of time in opioid substance abuse treatment with medication as an adjunct.

e Assurance that medication can be safely stored off site, particularly with respect to
prevention of accidental ingestion by children.

e The rehabilitative benefit to the client derived from decreasing the frequency of
clinic attendance outweighs the potential risks of diversion.

R 325.14416 Part 416[3] and 42CFR Part 8.12 [1][2][i-viii]

Clients must receive a copy of the clinic’s rules pertaining to responsible handling of
off-site doses and the reasons for revoking them. Clinic rules must include a list of
graduated sanctions such as decreasing and rescinding of all off-site dosing. A form

signed by the client acknowledging receipt of this information must be included in the
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client file.

Product Preparation:

Methadone for off-site dosing must be dispensed in a liquid, oral form and formulated in such
a way to minimize use by injection. The methadone must contain a preservative so refrigeration
is not required.

Methadone must be dispensed in disposable, single use bottles, and must be packaged in
childproof containers pursuant to section 3 of the Poison Prevention Packaging Act, 15 USC
Part 1472, (R 325.14415 Part 415) In cases when clients take medication twice daily (split
dosing), two separate childproof containers must be utilized. These efforts will help minimize
the likelihood of accidental ingestion by children.

Buprenorphine/naloxone must be packaged in childproof containers and labeled similar to
methadone. However, because buprenorphine/naloxone is in tablet form, a maximum of 30-
day supply can be contained in the same bottle. The dose(s) dispensed for unsupervised off-
site use must adhere to 42 CFR Part 8 unless an exception request has been approved. (MCL
333.17745)

Labeling:
Medication for off-site administration must be labeled as follows:

¢ The name of the medication

e The strength of the medication

e The quantity dispensed

¢ The OTP’s name, address, and phone number

e Client’s name or code number

e Medical director’s/prescriber’s name

e Directions for use

¢ The date dispensed and the date to be used

e A cautionary statement that the medication should be kept out of the reach of
children

¢ Statement that this medication is only intended for the person to whom it was
prescribed

R 325.14415 Part 415(2)
MCL 333.17745(7)(a-h)

Security:
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The client is expected to secure all take home medication in a locked box prior to leaving the
OTP. It is expected that the client store this box in a manner that will prevent the key or
combination from being readily available to children and/or others who could be harmed from
accidental use and to prevent diversion to or by third parties. Clients should be able to explain
the process that will be used to secure the medications that are taken home when asked by an
OTP staff member. This process should be recorded in the client’s record and updated when
the client’s take home status is reviewed every 60 days. Empty and unused bottles are to be
returned to the OTP in the locked box for proper disposal. Failure to do so could result in

revocation of take home privileges.

Temporary Off-Site Dosing:

Special circumstances such as a client’s physical/medical needs or other exceptional
circumstances, situations in which a program is closed such as Sundays and Holidays, or
emergency situations may result in cases when the client is allowed to dose off site for a
temporary time period.

Physical/Medical Necessity:

If a client’s physician provides written documentation that reduced attendance at the
clinic is necessary due to physical/medical necessity of the client and the OTP
physician concurs, off-site dosing of up to 13 doses within a 14-day time frame is
allowed without prior MDHHS/OROSC approval unless the request exceeds the
CSAT/DPT amounts allowed. (See Section entitled “CSAT/DPT Approval
Required.”)

The written documentation from the client’s physician must include a medical
diagnosis and whether the condition is permanent or temporary. If the condition is
temporary, the date the client can return to his/her usual clinic attendance must be
indicated. Whenever possible, the client’s personal physician and the OTP physician
should coordinate care including the prescribing of medication that interacts with
methadone.
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Temporary exceptions need to be reviewed and reissued if the exception is needed
beyond the initial time frame. All exceptions must be reviewed during the usual 60-
day OTP physician’s review. All documentation must be maintained in the client’s
chart (R 325.14417 Part 417(5)). Requirements for counseling sessions and toxicology
screens must be coordinated with CAs if the client is funded.

Exceptional Circumstances:

Medication for off-site dosing may only be given to a client who has an exceptional
circumstance as indicated in this section and who, in the reasonable clinical judgment
of the program physician, is responsible in the handling of opioid substitution
medication. The exceptional circumstance must be clearly documented and any
supportive documentation should be included in the client’s chart.

Clients who have been in OTP treatment for at least 6 months and who are eligible for a 3-
times a week schedule may be permitted up to three consecutive off-site doses within a specific
7-day period, depending on the situation, without prior approval from MDHHS/OROSC, for
the following exceptional circumstances:

¢ Employment schedule conflicts

e Educational training schedule conflicts

e Medical or mental health appointment conflicts

s Appointments with other agencies relative to the client’s treatment goals

Clients who have been in OTP treatment for at least nine months may be permitted up to six
off-site doses within a 7-day time period without prior approval from MDHHS/OROSC for the
following exceptional circumstance:

e Travel hardship (at least 60 miles or 60 minutes one way from an OTP). The actual
mileage must be documented in the client’s chart with the city of origin listed.

Vacations are a special type of exceptional circumstance and shall be limited to six days within
a 7-day period for clients who have been in treatment for at least nine months and 13 days
within a 14-day period for clients who have been in treatment for one year or more without
prior MDHHS/OROSC approval. Sunday and holiday doses must be included in the specified
off-site amounts (R 325.14416 Part 417[6}). Documentation must be included in the chart
verifying the client did travel to the planned destination(s) as indicated on the exception
request.
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Allowable Program Closures:

Medication for off-site dosing due to program closure may only be given to a client who, in the
reasonable clinical judgment of the program physician, is responsible in the handling of opioid
substitution medication.

Sunday Dosing

OTPs may be closed on Sundays without prior approval from MDHHS/OROSC.

Holiday Observances

¢ OTPs may be closed for the following holidays without prior MDHHS/OROSC

approval:
New Year’s Day Labor Day
Martin Luther King, Jr. Birthday Veterans’ Day
Presidents’ Day Thanksgiving Day
Memorial Day Christmas Day

L 4

Independence Day — July 4

Should the holiday fall on a Sunday, OTPs may be closed the following
Monday without prior MDHHS/OROSC approval.

A day in which the OTP has abbreviated hours in which methadone will be
dispensed will not be considered as a program closure.

If the OTP wishes to close for more than two consccutive days (including
Sundays and holidays), the SMA at MDHHS/OROSC and CSAT/DPT must
approve a plan. The plan must meet the following criteria:

» The request must be for each circumstance. OTPs may request all
holidays for the entire year at once. No approvals will be automatically
approved from year to year.

NS

> The request must be submitted for each individual OTP.
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» The plan must be submitted to the SMA at MDHHS/OROSC at least 10
working days prior to the first day the program wishes to close.
MDHHS/OROSC is not obligated to approve any plans submitted that
do not meet the 10 day criteria. Fax the request to the current number
for MDHHS/OROSC- (517) 335-2121.

Be written on OTP letterhead.
Be signed by the OTP sponsor or administrator.

Name holidays to be closed.

YV VYV VY V¥V

List dates to be closed including the holiday as well as a Sunday, if
applicable.

» Describe how clients who lack 90 days in treatment and those clients
who do not meet the criteria for unsupervised dosing will be dosed face-
to-face.

MDHHS/OROSC will approve and forward the request to CSAT/DPT for their
approval. Should MDHHS/OROSC not approve the plan, the OTP will be
notified. This notification will include the reason(s) for the denial.

Emergency Situations

OTPs must have written plans and procedures which include how dosing clients
on-site, as well as dispensing doses for off-site use, will be accomplished in
emergency situations. Emergency situations include power failures, natural
disasters, and other situations in which the OTP cannot operate as usual. This plan
must also include how the security of the medication and client records will be
maintained.

PROCEDURE:

MDHHS/OROSC Approval Required:

MDHHS/OROSC approval for off-site dosing is needed for clients who do not meet the criteria for
approval at the OTP level and for all those cases where federal approval is needed. In addition, any
client taking medication out of the country must have MDHHS/OROSC approval. Note: medication
transported out of the country is subject to that country’s jurisdiction.

CSAT/DPT Approval Required:
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CSAT/DPT approval is needed for clients not meeting the following federal off-site criteria
for length of time in treatment:

» Less than 90 days in treatment - | dose plus the Sunday dose

90 to 180 days in treatment - 2 doses plus the Sunday dose

180 to 270 days in treatment - 3 doses plus the Sunday dose

270 to 360 days in treatment - 6 doses (includes the Sunday dose)

* One year in continuous treatment - 14 doses (includes the Sunday dose)

Submission Of Exception Requests:

As the CSAT/DPT Extranet system is in place and functioning well, the hard copy and fax
method may only be used when the Extranet system is temporarily unavailable. The Extranet
system is more efficient and allows for faster responses by MDHHS/OROSC and CSAT/DPT
and provides better confidentiality and eliminates the chance of not being able to read a hand
written request due to fax quality and/or legibility. Programs must not submit both hard copy
and Extranet-based forms for the same exception request. Programs may request a short-term
waiver from the use of the Extranet from the SMA at MDHHS/OROSC. Each request will be
considered on a case-by-case basis.

Extranet System:

The CSAT/DPT Extranet System was designed to facilitate the processing of Exception
and Record of Justification Forms nationwide. Instructions for using this system are the
responsibility of CSAT/DPT. The Extranet form will be available as directed by
CSAT/DPT on a Website designated by SAMHSA. OTPs must submit all exception
requests using this method, even those that only require MDHHS/OROSC approval. In
those cases, CSAT/DPT will indicate, “Decision not required.”

MDHHS/OROSC requires that all exception requests be submitted by using the Extranet
system. Faxed forms will only be accepted if the system is down or in special, pre-approved
situations.

Lxtranet Dovntime Procedure for Hard Copy Forms and Faxing:

All downtime exceptions to the rules for off-site dosing must be submitted to




Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program FY 18
Attachment PIL.B.A

MDHHS/OROSC on the “MDHHS/OROSC Methadone Exception Request and Record of
Justification” form (Attachment A). This is the only form that will be accepted by
MDHHS/OROSC. In urgent situations, such as funerals, illness, immediate work and
travel hardships, this form can be used but the OTP should call the SMA so this exception
can be obtained quickly. The SMA reserves the right to determine if the situation is urgent
enough to warrant not using the Extranet and may request it is made in that manner.

MDHHS/OROSC will identify those exception requests that also need CSAT/DPT
approval by marking the appropriate box on the form when it is sent back. It is the
responsibility of the OTPs to complete the SMA-168 “Exception Request and Record of
Justification” (Attachment D) — this is not the same form that is sent to
MDHHS/OROSC- and fax it to CSAT/DPT at their current fax number for exceptions. As
indicated on this form, the current fax number is (240) 276-1630. A copy of the approved
MDHHS/OROSC Exception Request and Record of Justification Form must be submitted
along with this form. Attachment D was included in this policy as a convenience to the
OTPs. However, OTPs are responsible for using the most current CSAT/DPT form and
fax number. This information can be located on the SAMHSA Website,
www.dpt.samhsa.gov.

Delivery of Methadone to a Client by a Third Party or to Another Facility

Delivery of Methadone to a Client by a Third Party:

Documentation must be kept in the client’s file that the client meets the criteria for off-site
dosing as indicated in R 325.14416 (3) (a)-(k) and 42CFR Part 8.12 (i)(2)(i-viii). In
addition, a “MDHHS/OROSC Delivery to a Client by a Third Party” form (Attachment B)
must be completed and maintained at the program. A copy of the form signed by the person
receiving the methadone must be returned to the program so that the chain of custody can
be documented before another supply is issued. A maximum of 7 doses may be delivered
to a client for self-administration. The methadone must be secured in a locked box before
leaving the OTP. Empty and unused bottles must be returned to the OTP.

Delivery of Methadone to Another Fuacility Form:

A “MDHHS/OROSC Delivery of Methadone to Another Facility Form” (Attachment C)
must be completed and maintained at the program. A copy of the form signed by the person
receiving the methadone must be returned to the program so that the chain of custody can
be documented before another supply is issued. A staff member of the facility in which
the client is housed may obtain a maximum of 14 doses. The facility will transport, secure,
and administer the methadone, as well as dispose of empty and unused bottles, according
to that facility’s protocols for the use of medications that are controlled substances.
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Exception Verification for PIHPs:

Funded OTPs must submit a copy of approved MDHHS OROSC Methadone Exception and
Record of Justification Form to their respective PIHPs when requested to do so.

Monitoring For Compliance:

Site visits to OTPs by MDHHS/OROSC will include a review of documentation verifying that
clients meet the criteria for off-site dosing. Probation or rescinding of off-site dosing
privileges, when the client has not followed the rules for off-site usage, will also be reviewed.
This document must include the coordination of sanctions and any changes to the treatment
plan or services authorized by the PIHP or AMS for funded clients. OTPs must have a system
to readily identify those clients issued doses for off-site use.
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APPROVED BY: _ *Signed*
Donald L. Allen, Jr., Director
Office of Drug Control Policy
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EXHIBIT A

MDHHS/OROSC METHADONE EXCEPTION REQUEST AND RECORD OF JUSTIFICATION FORM

DIRECTIONS FOR COMPLETING THE FORM:

NOTE: This form is only to be used during Extranet downtime and may be used in rare urgent situations at
the SMAs discretion.

Program ID: Type the I-SATS Number,

City: Fill in the location of the program.

Client ID: Fill in the client’s ID number.

Program Telephone: Type the program’s phone number.

E-mail Address: Type the program’s e-mail address if available.

Name and Title of Requestor: Type name and title of requestor.

Client’s admission date: Fill in the patient’s admission date to the program.

if transfer from another program-original date: If the client transferred from another OTP, use that program’s
admission date in addition to the admission date to your program if the gap between services is less than 90
days. If there has been a 90-day or more gap in treatment, leave this blank.

Client’s program attendance schedule per week: Circle appropriate days.
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Client is: employed, unemployed, student, other (specify): Circle appropriate category. If other, explain.
Client is disabled (specify): Specify and provide an explanation of the disability.

Permanent Decrease in Attendance to: Circle days.

Temporary Change in Attendance: Temporary Change in Attendance (please explain). Fill in the explanation.

Justification for request: Describe the justification for request. Be as specific as possible without providing
any patient identifying information. Travel hardships must include the city and the roundtrip mileage. If
visiting another city, indicate city and state and why guest dosing is not being done. Any criterion that is not in
compliance must be explained. A positive toxicology screen for drugs other than methadone metabolites
must be documented as having a prescription for that time period. Toxicology screens must be positive for
methadone or methadone metabolites.

DO NOT SUBMIT DOCUMENTATION TO MDHHS/OROSCOR CSAT/DPT UNLESS IT IS SPECIFICALLY
REQUESTED. ENSURE THAT ALL CLIENT IDENTIFYING INFORMATION IS REMOVED FROM THE
DOCUMENTS.

Dates of Exception: Fill in the date of the first and last off-site doses.

Number of doses to be dispensed: Fill in number of doses to be dispensed.

Has the client been informed of the dangers of children ingesting methadone: Circle the
correct response.

Does the client meet the criteria used to determine if the patient is responsible in handling
methadone as outlined in MDHHS/OROSC Policy-04, Administrative Rules of Substance
Abuse Treatment Programs in Michigan — R 325.14416 Part 416(3)(a-k) and 42 CFR Part 8.12(i)
(2) (i-viii):

Circle the correct response. If no, the explanation must be included under the justification.

Name of Concurring Physician: Type the name of the concurring physician and MD or DO.
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Signature of Physician: Signature by physician along with MD or DO.

DO NOT WRITE BELOW THIS LINE: Leave Blank.

MDHHS/OROSC will approve or deny the Exception Request. Denials will be explained.

This Exception Request Also Requires Federal Approval. MDHHS/OROSC will identify those Exception
Requests that also need CSAT/DPT approval. IT IS THE RESPONSIBILITY OF THE OTP TO COMPLETE FEDERAL
FORM SMA-168 EXCEPTION REQUEST AND RECORD OF JUSTIFICATION AND FAX IT TO CSAT/DPT AT 240-276-
1630 ALONG WITH A COPY OF THE SIGNED MDHHS/OROSC FORM. SUBMIT ONLY THOSE REQUESTS THAT
NEED CSAT/DPT APPROVAL.
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TO: State Methadone Authority, MDHHS/OROSC Fax: §17-335-2121 DATE

FROM: Program Name FAX

MDHHS/OROSCEXCEPTION REQUEST AND RECORD OF JUSTIFICATION

NOTE: This form is only to be used during Extranet downtime and may be used in rare urgent situations at the SMAs

discretion.
Program ID: City: Client ID:
Program Telephone: E-Mail Address
Name & Title of requestor
Client’s admission date If transfer, original admission date Client’s dosage level

Client’s program attendance schedule per week S M T W T F S (circledays)

Client is: Employed Unemployed Student Other {Circle) (specify)

Client has a disability (please

explain)

Permanent Decrease in Attendanceto S ™M T W T F S (circle days)

Temporary Change in Attendance (please

explain)

Justification for

request:

Dates of Exception /_/  to / / Number of doses to be dispensed

Has the client been informed of the dangers of children ingesting methadone? Yes  No (circle)

Does the client meet the criteria used to determine if the client is responsible in handling methadone as outlined in
MDHHS/OROSC

Policy-04, Administrative Rules of Substance Abuse Treatment Programs in Michigan — R 325.14416 part 416(3)(a-k) and
42 CFR § 8.12(i) (2) (i-viii)?  Yes No (circle}
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Print Name of Concurring Physician Signature of Physician

STATE USE ONLY

Approved Denied Date [/

State Methadone Authority or Designee

ODCP (517) 373-4700

Explain:

[_]This Exception Request Also Needs Federal Approval. Complete Form SMA-168 for federal approval and fax Form
SMA-168 and this state approved request to CSAT per Form SMA-168 instructions.

State Comments:

Confidentiality Notice: “The documents contain information from the Michigan Department of Health & Human Services/Office of Recovery Oriented
Systems of Care (OROSC) which is confidential in nature. The information is for the sole use of the intended recipient(s) named on the coversheet. If
you are not the intended recipient, you are hereby notified that any disclosure, distribution or copying, or the taking of any action in regard to the
contents of this information is strictly prohibited. If you have received this fax in error, please telephone us immediately so that we can correct the error
and arrange for destruction or return of the faxed document."
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EXHIBITB

DIRECTIONS FOR COMPLETING MDHHS/OROSC DELIVERY TO A CLIENT BY A THIRD PARTY FORM
Date: Fill in date methadone dispensed.
Clientit: Fill in client’s number.
Program Treatment Name: Fill in Treatment Programs Name
Program ID: Fill in Program’s I-SATS Number
Program Telephone: Fill in Program’s Phone Number
Fax: Fill in Program’s Fax Number
E-Mail: Fill in Program’s E-Mail Address
Name of Dispensing Nurse: Fill in Name of Dispensing Nurse
Licensing Number of Dispensing Nurse: Fill in Licensing Number

Signature of Dispensing Nurse: Dispensing Nurse’s Signature

Justification for why client is unable to pick up the methadone at the clinic: Explain the reason, such as a disability; specify. A note
from the client’s physician or similar documentation from the OTP physician must be placed in the client’s chart.

Methadone is being transported to: Fill in client at residence, relative’s residence, not the specific
address.

Medication provided from to : List dates

Number of Doses Dispensed at One Time : List number of doses dispensed. Not to exceed 7 doses
without MDHHS/OROSC written permission.

Person Delivering the Methadone: List person’s name that is delivering the methadone.
Relationship to Client: Indicate relationship to client, such as spouse, roommate, etc.
Liability Statement: Person delivering methadone should read and sign on the signature line.
Signature of Person Delivering Methadone: Deliverer signs.

Witness: Witness to the Deliverer’s signature.

Signature of Person Receiving Medication: Signature of client who receives the methadone.
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THE FORM, SIGNED BY THE CLIENT, IS TO BE RETURNED TO THE CLINIC WITH THE EMPTY
AND UNUSED BOTTLES.

Both the delivery person and the client agree to all terms stated on this form as well as to additional
requirements the OTP may have pertaining to off-site dosing. By signing this form, both parties will
not hold the OTP or MDHHS/OROSC liable for any unauthorized use of the methadone.

Distribution
Original Copy to OTP: The original of the form is retained at the OTP.
Copy to Client: A copy of the form is to be made and given to the client.
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MDHHS/OROSC DELIVERY TO A CLIENT BY A THIRD PARTY FORM

DATE: Client #:

Program Treatment Name: Program ID:
Program Telephone: Fax: E-Mail:
Name Of Dispensing Nurse: License#:

Signature of Dispensing Nurse:

Justification for why client is unable to pick up the methadone at the clinic:

(Documentation from the client’s physician or OTP physician must be included in the client’s chart)

Methadone is being Delivered to:

Methadone provided from: to Number of Doses Dispensed at One Time:
(Date) (Date) (Not to exceed 7 doses)

Person Delivering Methadone : Relationship to Client:

Due to the above named client’s temporary inability to pick-up his/her methadone, the above named Opioid Treatment
Program has permission from MDHHS/OROSC to allow delivery of the methadone to the client. I understand that this
arrangement is for a specific period of time only, and that when this time ends, I will either no longer be picking up the
medication, or will have to complete another MDHHS/OROSC DELIVERY TO CLIENT BY A THIRD PARTY
FORM. 1 further understand that methadone is a narcotic, to be ingested by the client only, and that harm, including
death could come to anyone else ingesting it. When I pick-up this medication, I must present current government issued
pictured identification (Driver’s License, State Identification Card, Military ldentification Card). I must also present any
necessary documentation from the treating physician, so that the clinic is kept up-to-date on the current status of the
client’s medical condition. I am aware that the methadone must be transported in a locked box and kept in this manner.
Empty and unused bottles must be returned in the locked box. I have been made aware that loitering within a one-block
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radius of the clinic is prohibited. Both the delivery person and the client agree to all terms stated on this form as well as
to additional requirements the OTP may have pertaining to off-site dosing. By signing this form, both parties will not
hold the OTP or MDHHS/OROSC liable for any unauthorized use of the methadone.

Signature of Person Delivering the Methadone Signature of Person Receiving Methadone

Witness

THE FORM, SIGNED BY THE BOTH THE PERSON DELIVERING AND THE PERSON RECEIVING THE
METHADONE, IS TO BE RETURNED TO THE CLINIC WITH THE USED BOTTLES.

DISTRIBUTION:  Original to OTP
Copy to Client
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EXHIBIT C

DIRECTIONS FOR COMPLETING MDHHS/OROSC DELIVERY OF METHADONE TO ANOTHER
FACILITY FORM

Date: Fill in date methadone dispensed.

Client#: Fill in client’s number.

Program Treatment Name: Fill in Treatment Programs Name

Program ID: Fill in Program’s I-SATS Number

Program Telephone: Fill in Program’s Phone Number

Fax: Fill in Program’s Fax Number

E-Mail: Fill in Program’s E-Mail Address

Methadone Delivered to: Facility Name, Phone Number: Fill in name of facility and phone number.

Name of Dispensing Nurse: Fill in Name of Dispensing Nurse

Licensing Number of Dispensing Nurse: Fill in Licensing Number

Signature of Dispensing Nurse: Dispensing Nurse’s Signature

Justification for why client is unable to pick up the methadone at the clinic: Explain the reason such as incarceration,
etc.

Methadone is being transported to: Facility’s Name and Phone Number.

Medication provided from to : List dates
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Number of Doses Dispensed at One Time : List number of doses dispensed. Not to exceed 14 doses without
MDHHS/OROSC written permission.

Liability Statement: Person delivering the methadone should read and then sign.

Person Delivering the Methadone: Print the facility staff person’s name.

Witness: Witness to the transporters signature. Print name and Sign.

Name of Person Receiving the Methadone at the Facility: Printed Name and Signature of facility staff who accepts
delivery of the methadone.

Both the delivery person and the facility agree to all terms stated on this form as well as to additional
requirements the OTP may have pertaining to off-site dosing. By signing this form, both parties will not hold
the OTP or MDHHS/OROSC liable for any unauthorized use of the methadone.

Distribution: Original Copy to OTP: The original of the form is retained at the OTP.
Copy to Facility: A copy of the form is made and given to the facility.
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MDHHS/OROSC DELIVERY OF METHADONE TO ANOTHER FACILITY FORM

DATE: Client #

Program Treatment Name: Program 1D:
Program Telephone: Fax: E-Mail:
Methadone Delivered to: Facility Name Phone
Name Of Dispensing Nurse: License#:

Signature of Dispensing Nurse:

Justification for why client is unable to pick up the methadone at the clinic:

Methadone provided from: to Number of Doses Dispensed at One Time:
(Date)(Date) (Not to exceed 14 doses)

Due to the above named client’s temporary inability to pick-up his/her methadone, the above named Opioid Treatment
Program has permission from MDHHS/OROSC to allow transportation of the methadone to the above named facility. |
understand that this arrangement is for a specific period of time only, and that when this time ends, | will either no
longer be picking up the methadone, or will have to complete another “MDHHS/OROSC Delivery of Methadone to
another Facility Form”. | further understand that methadone is a narcotic, to be ingested by the client only, and that
harm, including death could come to anyone else ingesting it. When | pick-up the methadone | must present current
government issued pictured identification (Driver’s License, State Identification Card, Military Identification Card). | must
also present any necessary documentation from the treating physician, so that the clinic is kept up-to-date on the

current status of the client’s medical condition. | have been made aware that loitering within a one-block radius of the
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clinic is prohibited. | am aware that the methadone is a controlled substance and my institution’s protocols will be
observed. Both the delivery person and the client agree to all terms stated on this form as well as to additional
requirements the OTP may have pertaining to off-site dosing. By signing this form, both parties will not hold the OTP or

MDHHS/OROSC liable for any unauthorized use of the methadone.

Person Transporting Methadone Title
Print Print

Signhature

Facility Staff Receiving the Methadone

Print

Signature Date

Witness

Print Signature

DISTRIBUTION:  Original to OTP
Copy to Client
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EXHIBITD

INSTRUCTIONS FOR
EXCEPTION REQUEST AND RECORD OF JUSTIFICATION UNDER 42 CFR ' 8.11(h)

{FORM SMA-168)

Purpose of Form: The SMA-168 form was created to facilitate the submission and review of patient exceptions under
42 CFR ' 8.11(h). SAMHSA will use the information provided to review patient exception requests@ and determine
whether they should be approved or denied. A patient exception request@ is a request signed by the physician for
approval to change the patient care regimen from the requirements specified in Federal regulation (42 CFR, Part 8).
The physician makes this request when he/she seeks SAMHSA approval to make a patient treatment decision that
differs from regulatory requirements.

This is a flexible, multi-purpose form on which various patient exception requests may be documented and approved or
denied, along with an explanation for the action taken. It is most frequently used to request exceptions to the regulation
on the number of take-home doses permitted for unsupervised use, such as during a family or health emergency. The
form is also frequently used to request a change in patient protocol or for an exception to the detoxification standards
outlined in the regulation.

GENERAL INSTRUCTIONS

Please complete ALL items on the form. As appropriate, there is space to indicate if an item does not apply.

The instructions below show the item from the form in bold text. In the column next to the bold text is a description of
the information requested.

ITEM INSTRUCTION

BACKGROUND INFORMATION ON PROGRAM AND PATIENT

Program OTP No Opioid Treatment Program (OTP) identification numberCsame as the old FDA number. Begins with 2
letters of your State abbreviation, followed by 5 numbers, then a letter. This number should fit into the
format on the form.

Confidential number you use to identify the patient. Please do not use the patient=s name or other
Patient ID No identifying information. Number of digits does NOT have to match number of boxes on the form.

Program Name Name of opioid treatment program, clinic or hospital in which patient enrolled.

Telephone Voice telephone number. PLEASE INCLUDE YOUR AREA CODE.
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ITEM

Fax

Email

Name & Title of Requestor

Patient=s Admission Date

Patient=s current dosage level

Methadone/LAAM/Other

Patient=s program attendance schedule
per week

*If current attendance is less than once per
week, please enter the schedule

Patient status

REQUEST FOR CHANGE

Nature of request

Decrease regular attendance to

Beginning date

*If new attendance is less than once per
week, please enter the schedule

Dates of Exception

# of doses needed

Jjustification

REQUIREMENTS

Regulation Requirements

Submitted by:

Printed Name of Physician

Signature of Physician

Attachment Pl.B.A

INSTRUCTION

Facsimile (FAX) number. PLEASE INCLUDE YOUR AREA CODE.

Indicate electronic mail {e-mail) address of the CONTACT person.

Name and title of physician or staff member authorized to submit this request.

Date patient enrolied at this facility.

Dosage patient receives NOW. Please indicate the dosage in milligrams (mg).

Place an AX@ on the line next to the medication the patient takes. If you check AOther,@ write in the name
of the medication in the space provided.

Place an AX@ on the line to the left of each day per week the patient NOW reports to the clinic for
medication.

if patient NOW reports to the clinic LESS that once a week, please indicate how often he/she reports.

Place an AX@ on the line to the left of the item that best describes the patient=s CURRENT status. If the
patient=s status does not appear on the list on the form, please place an AX@ on the line next to AOther@
and write in the patient=s CURRENT status.

Please place an AX@ on the line to the left of the description that BEST describes this request. If your
reguest is not listed in this item on the form, place an AX@ on the line to the left of AOther@ and describe
your request.

Place an AX@ on the line to the left of each day per week that the patient is to report for medication.

Enter the date that the exception is scheduled to begin.

If you are asking to reduce the patient=s attendance schedule to LESS THAN once per week, please
indicate the schedule on the line provided.

Please indicate the dates that the exception will be effective.

Indicate how many doses will be dispensed during the exception period.

Please place an AX@ on the line to the left of the best description of the reason for this request. If the
reason is not listed in this item, place an AX@ on the line next to AOther@ and write in the justification.

There are certain guidelines that programs must follow regarding take-home medication and detoxification
admissions. Next to each of the 3 statements listed in this item, please indicate whether the OTP followed
the stipulated requirements. For each statement that does not apply, place an AX@ on the line to the left
of AN/AQ {not applicable).

Please PRINT the name of the physician making the request.

Once ALL the items above have been completed, the physician should SIGN here.
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ITEM INSTRUCTION

Date Date the form is signed.

APPROVALCThis section will be completed by the appropriate authorities.

State response to request If this form must be reviewed or approved by your State, be sure that you forward this form to the proper
authority, who will indicate approval or denial of your request in the space provided.

Federal response to request This is the place on the form where CSAT will indicate whether the request is accurate and approved. The
form will be faxed or e-mailed back to you.

Please submit to CSAT/OPATC Fax: (301) When you have completed the form, either fax or email it to CSAT at the numbers provided here.
443-3994 or Email: otp@samhsa.gov

Effect: This form was created to facilitate the submission and review of patient exceptions under 42 CFR ' 8.11(h). This does not preclude other forms of
notification.

Paperwork Reduction Act Statement

Public reporting burden for this collection of information is estimated to average 25 minutes per response, including the time for reviewing instructions, searching
existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden
estimate or any other aspect of this collection of information, including suggestions for reducing this burden to SAMHSA Reports Clearance Officer; Paperwork
Reduction Project (0930-xxxx); Room 16-105, Parklawn Building; 5600 Fishers Lane, Rockville, MD 20857. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless it displays a currently valid OMB control number. The OMB control number for this project is 0930-xxxx).

SMA-168 INSTRUCTIONS {BACK)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

CENTER FOR SUBSTANCE ABUSE TREATMENT

Exception Request and Record of Justification

Under 42 CFR ' 8.11 (h)

Form Approved: OMB Number 0930-0206
Expiration Date: 09/30/2003

See OMB Statement on Reverse

DATE OF SUBMISSION

Date you submit form to CSAT.

Note: This form was created to assist in the interagency review of patient exceptions in opioid treatment programs (OTPs) under 42 CFR ' 8.11 (h).

you.

BACKGROUND INFORMATION ON PROGRAM AND PATIENT

Program OTP No:

{Same as FDA No.)

Detailed INSTRUCTIONS are on the cover page of this form. PLEASE complete ALL applicable items on this form. Your cooperation will result in a speedy reply. Thank

Patient ID No:

Program identification numbercold FDA number. Begins with 2
letters of your State abbreviation, followed by 5 numbers, then a
letter. Should fit into the format above.

Program Name:

Number you use to identify patient. Number of
digits does NOT have to match number of boxes
above. DO NOT USE PATIENT=S NAME,

Name used to identify opioid treatment program, clinic, or hospital in which patient enrolied.

Telephone: Phone #, including area

code.

Fax:

Fax #, including area code.

E-mail: ... of contact person.

Name & Title of Requestor:

Name and title of physician or staff member authorized to submit request.

Date patient Patient=s Methadone LAAM
Patient=s Admission Date: enrolled in this current mg .
facility. dosage level: | ] [ Other:
Dosage patient receives Place an aX@ on the line next to the
NOW. medication the patient takes. If you check
A0ther, & write in the name of the medication.
Patient=s program attendance schedule per week
(Place an AX@ next to all days that the patient ]s] | m 1T w T £ S
attends*): I | l | I I

*If current attendance is less than once per week, please enter the schedule:

Dationt ctatiic: Frnlauad Itnamnlnuad

Other:

Place an aAX¢ on the line to the left of each day per week the patient NOW reports to the clinic for medication.

If patient NOW reports to the clinic LESS that once weekly,
please indicate how often he/she reports.

Hamamalar Cturdant Nicahlad

Place an aX& on the line next to the item that best describes the patient—s CURRENT status. If thal status does not appear on this list,
please place an AX& on the line next to A0theri and write in the patient=s CURRENT status.
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REQUEST FOR CHANGE
REQUEST FOR CHANGE REGARDING PATIENT TREATMENT

Nature of request:

Temporary take-home Temporary change in Detoxification exception Other
medication protocol :

Please place an aX@ on the line next to the item above that BEST describes what this request is about. If your request s not Tisted
above, place an aX@ on the line next to AOther@ and describe your request.

Decrease regular attendance to Beginning
S M T w T F S
(Place an AX@ next to appropriate days*): | | | | | | | l l | | l I | | | | date: I
Place an AX@ on the line to the left of each day per week you want the patient to report Date you want new attendance
for medication. schedule to begin.

*f new attendance is less than once per week, please enter the schedule:

If you are asking to reduce the number of days per week the patient reports to the program to LESS THAN once per week, please
indicate the schedule on the line above.

Dates of dod:
Exception: From to # of doses needed:
Please indicate the dates that the exception you are requesting will be effective. Indicate how many doses will be dispensed
during the exception period.
Justification: Family Emergency Incarceration Funeral Vacation Transportation Hardship

Step/Level Change Employment Medical tong Term Care Facility Other Residential Treatment

Homebound Split Dose cher

Please place an AXg on the line to the left of the item above that best describes the reason for this request. If the reason is not listed
above, place an aX@ on the line next to aA0there and write in the justification.
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REQUIREMENTS
REQUIREMENTS (GUIDELINES AND SIGNATURE)

Regulation Requirements:

2. For take-home medication: Has the patient been informed of the dangers of children ingesting methadone or y N N/A
LAAM? es ©

3. For take-home medication: Has the program physician determined that the patient meets the 8-point
evaluation criteria to determine whether the patient is responsible enough to handle methadone as Yes No N/A

outlined in 42 CFR " 8.12(i)(2)(i)-(viii)?

4. For multiple detoxification admissions: Did the physician justify more than 2 detoxification episodes per year
and assess the patient for other forms of treatment (include dates of detoxification episodes) as required Yes No N/A
by 42 CFR '8.12(e)(4)?

There are certain guidelines that programs must follow regarding take-home medication and detoxification admissions. Next to each item
above, please indicate whether you foliowed the stipulated requirements. For each statement that does not apply to you, place an aXe
on the line to the left of AN/AR (not applicable).

Submitted by:

Printed Name of Physician Signature of Physician Date

Please PRINT the name of the physician making Once ALL the items above have been completed, Date form is signed.

the request. the physician should SIGN here.

APPROVAL OF AUTHORITIES
APPROVAL

State response to request:

Approved Denied

! State Methadone Authority Date

Explanation:

if this form must be reviewed or approved by your State, be sure that you forward this form to the proper authority, who will indicate
approval or denial of your request in the space above.

Federal response to request:

‘ Approved Denied

| Public Health Advisor, Center for Substance Abuse Treatment Date

IEpranation:

CSAT will indicate whether the request is accurateand approved or denied in this space. The form will be faxed or emailed back to you.
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Please submit to CSAT/OPATCFax: (301) 443-3994; Email: otp@samhsa.gov

This exception is contingent upon approval by your State Methadone Authority (as applicable) and may not be implemented until you receive such approval.

FORM SMA-168 (FRONT)

Purpose of Form: This form was created to facilitate the submission and review of patient exceptions under 42 CFR

' 8.11(h). This does not preclude other forms of notification.

Paperwork Reduction Act Statement

Public reporting burden for this collection of information is estimated to average 25 minutes per response, including the time for
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden to SAMHSA Reports Clearance Officer; Paperwork Reduction Project (0930-0206); Room
16-105, Parklawn Building; 5600 Fishers Lane, Rockville, MD 20857. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information uniess it displays a currently valid OMB control number. The OMB control number

for this project is 0930-0206.

FORM SMA-168 {BACK)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved: OMB Number 0930-0206
SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION  |Expiration Date: 09/30/2006

CENTER FOR SUBSTANCE ABUSE TREATMENT See OMB Statement on Reverse

FORM SMA-168
Exception Request and Record of Justification DATE OF SUBMISSION

Under 42 CFR ' 8.11 (h)

Note: This form was created to assist in the interagency review of patient exceptions in opioid treatment programs {OTPs) under 42-CFR ' 8.11 (h).

Detailed INSTRUCTIONS are on the cover page of this form. PLEASE complete ALL applicable items on this form. Your cooperation will result in a speedy reply. 1hank
you.

Program OTP No:

B ’ B Patient ID No:
(Same as FDA ID) | | I l

Program Name:

Telephone: Fax: E-mail:

Name & Title of Requestor:

Patient=s Methadone LAAM
Patient=s Admission Date: current mg

dosage level: | ] [ Other: _

Patient=s program attendance schedule per week

(Place an AX@ next to all days that the patient S M T w T F S
attends*}):

*If current attendance is less than once per week, please enter the schedule:

Patient status: Employed Unemployed Homemaker Student Disabled
Other:
Request
Change

Nature of request:

Temporary take-home Temporary change in Detoxification exception Other
i medication protocol :
Decrease reguiar attendance o Beginning
S M T w T F S

(Place an AX@ next to appropriate days*): l I l l l l l ! l l | l I l I I I date:

*If new attendance is less than once per week, please enter the schedule:

Dates of
{Excention: From to # of doses needed:
I_..u_r.m‘.
Justification Family Emergency Incarceration Funeral Vacation Transportation Hardship

- _ _ e _

Step/Level Change Employment Medical Long Term Care Facility Other Residential Treatment
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' Homebound Split Dose Other

Regulation Requirements:

5. For take-home medication: Has the patient been informed of the dangers of children ingesting methadone or LAAM? Yes No N/A
6. For take—hgme medication: Has thg program physician determined that the patient meets t.he 8-point evalugtioq critgria to Yes No N/A
determine whether the patient is responsible enough to handle methadone as outlined in 42 CFR ' 8.12(i){2)(i}-(viil)?
3. lfor multiple detoxification admissions: Did the physician.j.ustify more than 2 detox_iﬁcation episodes per year and assess the Yes No N/A
patient for other forms of treatment {include dates of detoxification episodes) as required by 42 CFR ' 8.12(e){4)? o

Submitted by:

Printed Name of Physician Signature of Physician Date

State response to request:

Approved Denied

I State Methadone Authority Date

Explanation:

Federal response to request:

' Approved Denied

C. Todd Rosendale, Public Health Advisor Date

Center for Substance Abuse Treatment

Explanation:

| This exception is contingent upon approval by your State Methadone Authority (as applicable) and may not be implemented until you receive such approval.

EORM SMA-168
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vt

STATE OF MICHIGAN

RICK SNYDER DEPARTMENT OF COMMUNITY HEALTH JAMES K. HAVEMAN
& 1R LANSING DIRECTOR
MEMORANDUM

DATE: October 15,2012
TO:  Regional Substance Abuse Coordinating Agency Directors

FROM:  Deborah J Hollis, Director
Bureau of Substance Abuse and Addiction Services

SUBJECT:  Final Treatment Policy #3, Criteria for Using Methadone for Medication-Assisted
Treatment and Recovery

On July 23, 2012, the Bureau of Substance Abuse and Addiction Services (BSAAS) sent a draft
of the revised Treatment Policy #3, Criteria for Using Methadone for Medication-Assisted
Treatment and Recovery, to all coordinating agencies for review and comment. Comments were
due to BSAAS by August 23, 2012, No comments were received; therefore, this policy went
into effect October 1, 2012 as revised.

As noted in the memo that accompanied the drafl, changes were required to the portions of the
policy and the consent form that addressed medication-assisted treatment for pregnant and non-
pregnant adolescents. These revisions were on page six of the policy and page one of the
consent form, and were made to clarify the previous policy as detailed in our April 20 memo
(attached).

If you have any questions, please contact Lisa Miller at millerL [ 242michigan.gov or 517-241-
1216.

Thank you.
Altachments

¢: Felix Sharpe

LEWAS CASS BUILDING - 320 SOUTH WALNUT STREET * LANSING, MICHIGAN 48913
www.michigan.govimdch-bsaas * (517) 373-4700
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TREATMENT POLICY #05

SUBJECT: Criteria for Using Methadone for Medication-Assisted Treatment and Recovery

ISSUED: September 1, 2003, revised August 5, 2005, October 3, 2007, July 31, 2011, October 1,
2011, and August 24, 2012

EFFECTIVE: October 1, 2012

PURPOSE:

The purpose of this policy is to clarify the process for the use of methadone in medication-assisted treatment
and recovery for opioid dependence.

SCOPE:

This policy applies to all regional substance abuse PIHPs and their provider network of opioid treatment
programs (OTPs). Medicaid-specific services are also identified in this document. The state administrative
rules and federal regulations are not replaced or reduced by these criteria.

BACKGROUND:

Methadone Use in Medication-Assisted Treatment and Recovery

Methadone is an opioid medication used in the treatment and recovery of opioid dependence to prevent
withdrawal symptoms and opioid cravings, while blocking the euphoric effects of opioid drugs. In doing so,
methadone stabilizes the individual so that other components of the treatment and recovery experience, such
as counseling and case management, are maximized in order to enable the individual to reacquire life skills
and recovery. Methadone is not a medication for the treatment and recovery from non-opioid drugs.

The Medicaid Provider Manual lists the medical necessity requirements that shall be used to determine the
need for methadone as an adjunct treatment and recovery service. The Medicaid-covered substance use
disorder benefit for methadone services includes the provision and administration of methadone, nursing
services, physician encounters, physical examinations, lab tests (including initial blood work, toxicology
screening, and pregnancy tests) and physician-ordered tuberculosis (TB) skin tests. The medical necessity
requirements and services also apply to all non-Medicaid covered individuals.

Consistent with good public health efforts among high-risk populations, and after consultation with the local
health department, an OTP may offer Hepatitis A and B, as well as other adult immunizations recommended
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by the health department, or they should refer the individual to an appropriate health care provider. Smoking
cessation classes or referrals to local community resources may also be made available.

The American Society of Addiction Medicine (ASAM) level of care (LOC) indicated for individuals receiving
methadone is usually outpatient. The severity of the opioid dependency and the medical need for methadone
should not be diminished because medication-assisted treatment has been classified as outpatient. Counseling
services should be conducted by the OTP that is providing the methadone whenever possible and appropriate.
When the ASAM LOC is not outpatient or when a specialized service is needed, separate service locations
for methadone dosing and other substance use disorder services are acceptable, as long as coordinated care is
present and documented in the individual’s record.

If methadone is to be self-administered off-site of the OTP, off-site dosing must be in compliance with the
current Michigan Department of Health & Human Services (MDHHS) Treatment Policy #4.: Off-Site Dosing
Requirements for Medication-Assisted Treatment. This includes Sunday and holiday doses for those
individuals not deemed to be responsible for managing take-home doses.

All six dimensions of the ASAM patient placement criteria must be addressed:

1. Acute intoxication and/or withdrawal potential.
Biomedical conditions and complications.

3. Emotional/behavioral conditions and complications (e.g., psychiatric conditions, psychological or
emotional/behavioral complications of known or unknown origin, poor impulse control, changes in
mental status, or transient neuropsychiatric complications).

4. Treatment acceptance/resistance.

5. Relapse/continued use potential.

6. Recovery/living environment.

In using these dimensions, the strengths and supports, or recovery capital, of the individual will be a major
factor in assisting with the design of the individualized treatment and recovery plan.

In many situations, case management or care coordination services may be needed by individuals to further
support the recovery process. These services can link the individual to other recovery supports within the
community such as medical care, mental health services, educational or vocational assistance, housing, food,
parenting, legal assistance, and self-help groups. Documentation of such referrals and follow up must be in
the treatment plan(s) and progress notes within the individual’s chart. If it is determined that case
management or care coordination is not appropriate for the individual, the rationale must be documented in
the individual’s chart. The acupuncture detoxification five-point protocol is suggested as a means of assisting
the individual with symptom management of anxiety and restorative sleep.

Clarification of Substance-Dependence Treatment and Recovery with Methadone in Individuals with Prior or
Existing Pain Issues

All persons assessed for a substance use disorder must be assessed using the ASAM patient placement critcria
and the current Diagnostic and Statistical Manual of Mental Disorders (DSM). In the case of opioid addiction,
pseudo-addiction must also be ruled out. Tolerance and physical dependence are normal consequences of

Criotaima A iam i
Sustainca use o1 OPidia ana

other doctors may misunderstand the scope of the OTP and refer individuals to the OTP for pain control. The
“Michigan Guidelines for the Use of Controlled Substances for the Treatment of Pain,” should be consulted to
assist in determining when substance use disorder treatment is appropriate, as well as the publication,
Responsible Opioid Prescribing: A Michigan Physician’s Guide by Scott-M. Fishman,; MD. This publication
was distributed to all controlled substance prescribers in Michigan by the Michigan Department of Health &

igesics and are not synonymous with addiction. In some cases, primary care and
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Human Services, Bureau ot Health Professions, in September of 2009. OTPs are not pain clinics, and cannot
address the underlying medical condition causing the pain. The OTP and CA are encouraged to work with the
local medical community to minimize inappropriate referrals to OTPs for pain.

Individuals receiving methadone as treatment for an opioid addiction may need pain medication in
conjunction with this adjunct therapy. The use of non-opioid analgesics and other non-medication therapy is
recommended whenever possible. Opioid analgesics as prescribed for pain by the individual’s primary care
physician (or dentist, podiatrist) can be used; they are not a reason to initiate detoxification to a drug-free
state, nor does their use make the individual ineligible for using methadone for the treatment of opioid
addiction. The methadone used in treating opioid addiction does not replace the need for pain medication. It
is recommended that individuals inform their prescribing practitioners that they are on methadone, as well as
any other medications. On-going coordination (or documentation of efforts if prescribing practitioners do not
respond) between the OTP physician and the prescribing practitioner is required for continued services at the
OTP and for any off-site dosing including Sunday and holidays.

REQUIREMENTS:

These codes, regulations, and manuals must be followed:

o Methadone Treatment and Other Chemotherapy, Michigan Administrative Code, Rule 325.14401-
325.14423

e Certification of Opioid Treatment Programs, U.S. Code of Federal Regulations, 42 CFR
Part 8

e Michigan Medicaid Provider Manual

An OTP using methadone for the treatment and recovery of opioid dependency must be:

1. Licensed by the state as a methadone provider.

2. Accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF), the Council on
Accreditation (COA) or The Joint Commission (TJC), formerly JCAHO.

3. Certified by the Substance Abuse and Mental Health Services Administration (SAMHSA) as an OTP.

4. Registered by the Drug Enforcement Administration (DEA).
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PROCEDURE:

Admission Criteria

Decisions to admit an individual for methadone maintenance must be based on medical necessity criteria, satisfy the
LOC determination using the six dimensions of the ASAM Patient Placement Criteria, and have an initial diagnostic
impression of opioid dependency for at least one year based on current DSM criteria. It is important to note that each
individual, as a whole, must be considered when determining LOC, as methadone maintenance therapy may not be the
best answer for every individual. For exceptions, see “Special Circumstances for Pregnant Women and Adolescents”
on page six (6). Consistent with the LOC determination, individuals requesting methadone must be presented with all
appropriate options for substance use disorder treatment, such as:

¢ Medical Detoxification.

e Sub-acute Detoxification.
Residential Care.
Buprenorphine/Naloxone.
Non-Medication-Assisted Outpatient.

In addition to these levels of care, each CA is expected to have providers available that can also offer case management
services, treatment for co-occurring disorders, early intervention, and peer recovery and recovery support services.
Acupuncture detoxification may be used in all levels of care. These additional service options can be provided to opioid
dependent individuals who do not meet the criteria for adjunct methadone treatment. Individuals should be encouraged
to participate in treatment early in their addiction before methadone is necessary.

Admission procedures require a physical examination. This examination must include a medical assessment
to confirm the current DSM diagnosis of opioid dependency of at least one year, as was identified during the
screening process. The physician may refer the individual for further medical assessment as indicated.

Individuals must be informed that all of the following are required:

1. Daily attendance at the clinic is necessary for dosing, including Sundays and holidays if criteria for
take home medication are not met.

2. Compliance with the individualized treatment and recovery plan, which includes referrals and follow-

up as needed.

Monthly random toxicology testing.

4. Coordination of care with all prescribing practitioners (physicians, dentists, and any other health care
provider) over the past year.

o

It is the responsibility of the OTP, as part of the informed consent process, to ensure that individuals are aware
of the benefits and hazards of methadone treatment. It is also the OTP’s responsibility to obtain consent to
contact other OTPs within 200 miles to monitor for enrollments in other programs (42 CFR §2.34).

OTPs must request that individuals provide a complete list of all prescribed medications. Legally prescribed
medication, including controlled substances, must not be considered as illicit substances when the OTP has
documentation that it was prescribed for the individual. Copies of the prescription label, pharmacy receipt,
pharmacy print out, or a Michigan Automated Prescription System (MAPS) report must be included in the
individual’s chart or kept in a “prescribed medication log” that must be easily accessible for review.
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Michigan law allows for individuals with the appropriate physician approval and documentation to use medical
marijuana. Although there are no prescribers of medical marijuana in Michigan, individuals are authorized by
a physician to use marijuana per Michigan law. For enrolled individuals, there must be a copy of the MDHHS
registration card for medical marijuana issued in the individual’s name in the chart or the “prescribed
medication log.” Following these steps will help to ensure that an individual who is using medical marijuana
per Michigan law will not be discriminated against in regards to program admission and exceptions for dosing.

If an individual is unwilling to provide prescription or medical marijuana information, the OTP must include
a statement to this effect, signed by the individual, in the chart. These individuals will not be eligible for off-
site dosing, including Sunday and holiday doses. OTPs must advise individuals to include methadone when
providing a list of medications to their healthcare providers. The OTP physician may elect not to admit the
individual for methadone treatment if the coordination of care with health care providers and/or prescribing
physicians is not agreed to by the client.

Off-site dosing, including Sundays and holidays, is not allowed without coordination of care (or documentation
of efforts made by the OTP for coordination) by the OTP physician, the prescriber of the identified controlled
substance (opioids, benzodiazepines, muscle relaxants), and the physician who approved the use of medical
marijuana. This coordination must be documented in either the nurse’s or the doctor’s notes. The
documentation must be individualized, identifying the individual, the diagnosis, and the length of time the
individual is expected to be on the medication. A MAPS report must be completed at admission. A MAPS
report should be completed before off-site doses, including Sundays and holidays, are allowed and must be
completed when coordination of care with other physicians could not be accomplished.

If respiratory depressants are prescribed for any medical condition, including a dental or podiatry condition,
the prescribing practitioners should be encouraged to prescribe a medication which is the least likely to cause
danger to the individual when used with methadone. Individuals who have coordinated care with prescribing
practitioners, and are receiving medical care or mental health services, will be allowed dosing off site, if all
other criteria are met. If the OTP is closed for dosing on Sundays or holidays, arrangements shall be made to
dose the individual at another OTP if the individual is not deemed responsible for off-site dosing.
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Special Circumstance for Pregnant Women and Adolescents

Pregnant women

Pregnant women requesting treatment are considered a priority for admission and must be screened and
referred for services within 24 hours. Pregnant individuals who have a documented history of opioid
addiction, regardless of age or length of opioid dependency, may be admitted to an OTP provided the
pregnancy is certified by the OTP physician, and treatment is found to be justified. For pregnant individuals,
evidence of current physiological dependence is not necessary. Pregnant opioid dependent individuals must
be referred for prenatal care and other pregnancy-related services and supports, as necessary.

OTPs must obtain informed consent from pregnant women and all women admitted to methadone treatment
that may become pregnant, stating that they will not knowingly put themselves and their fetus in jeopardy by
leaving the OTP against medical advice. Because methadone and opiate withdrawal are not recommended
during pregnancy, due to the increased risk to the fetus, the OTP shall not discharge pregnant women without
making documented attempts to facilitate a referral for continued treatment with another provider.

Pregnant adolescents

For an individual under 18 years-of-age, a parent, legal guardian, or responsible adult designated by the relevant state
authority, must provide consent for treatment in writing (Attachment A). In Michigan, the "relevant state authority" to
provide consent is children's protective services (CPS) through the Department of Human Services [Public Act 238
722.621]. A copy of this signed, informed consent statement must be placed in the individual’s medical record. This
signed consent is in addition to the general consent that is signed by all individuals receiving methadone, and must be
filed in the medical record.

Non-Pregnant adolescents

An individual under 18 years-of-age is required to have had at least two documented unsuccessful attempts at short-term
detoxification and/or drug-free treatment within a 12-month period to be eligible for maintenance treatment. No
individual under 18 years-of-age may be admitted to maintenance treatment unless a parent, legal guardian, or
responsible adult designated by the relevant state authority/CPS consents, in writing, to such treatment (Attachment A).
This is sufficient consent to allow for persons 16 and 17 years-of-age to enter methadone treatment [Administrative Rules
Jor Substance Abuse Services, Rule 325.14409(5)]. However, persons 15 years-of-age and under must also have
permission for admission by the state opioid treatment authority (SOTA), as well as the Drug Enforcement
Administration (DEA). A copy of this signed informed consent statement must be placed in the individual’s medical
record. This signed consent is in addition to the general consent that is signed by all individuals receiving methadone,
and must be filed in their medical record [42CFR Subpart 8.12 (e) (2)].
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Treatment and Continued Recovery Using Methadone

Individual needs and rate of progress vary from person-to-person and, as such, treatment and recovery must
be individualized and treatment and recovery plans must be based on the needs and goals of the individual
(Treatment Policy #06: Individualized Treatment Planning). Referrals for medical care, mental health issues,
vocational and educational needs, spiritual guidance, and housing are required, as needed, based on the
information gathered as part of the assessment and other documentation completed by the individual. The use
of case managers, care coordinators, and recovery coaches is recommended for individuals whenever possible
(Treatment Policy #8: Substance Abuse Case Management Requirements). Increasing the individual’s
recovery capital through these supports, will assist the recovery process and help the individual to become
stable and more productive within the community.

Compliance with dosing requirements or attendance at counseling sessions alone is not sufficient to continue enrollment.
Reviews to determine continued eligibility for methadone dosing and counseling services must occur at least every four
months by the OTP physician during the first two years of service. An assessment of the ability to pay for services and
a determination for Medicaid coverage must be conducted at that time, as well. Ifit is determined by the OTP physician
that the individual requires methadone treatment beyond the first two years, the justification of the medical necessity for
methadone only needs to occur annually. However, financial review and eligibility for Medicaid is required to continue
at a minimum of every six months.

An individual may continue with services if all of the following criteria are present:

Applicable ASAM criteria are met.

The individual provides evidence of willingness to participate in treatment.

There is evidence of progress.

There is documentation of medical necessity.

The need for continuation of services is documented in writing by the OTP physician.

oo o

Individuals, who continue to have a medical need for methadone, as documented in their medical record by
the OTP physician, are not considered discharged from services; nor are individuals who have been tapered
from methadone, but still need counseling services.

All substances of abuse, including alcohol, must be addressed in the treatment and recovery plan. Treatment
and recovery plans and progress notes are expected to reflect the clinical status of the individual along with
progress, or lack of progress in treatment. In addition, items such as the initiation of compliance contracts,
extra counseling sessions, or specialized groups provided, and off-site dosing privileges that have been
initiated, rescinded, or reduced should also be reflected in progress notes. Referrals and follow-up to those
referrals must be documented. The funding authority may, at its discretion, require its approval of initial and/or
continuing treatment and recovery plans.

For individuals who are struggling to meet the objectives in his/her individual treatment and recovery plans,
OTP medical and clinical staff must review, with the individual, the course of treatment and recovery and
make adjustments to the services being provided. Examples of such adjustments may be changing the
methadone dosage (including split dosing), increasing the length or number of counseling sessions,
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incorporating specialized group sessions, using compliance contracts, initiating case management services,
providing adjunctive acupuncture treatment, and referring the individual for screening to another LOC.

Medical Maintenance Phase of Treatment

As individuals progress through recovery, there may be a time when the maximum therapeutic benefit of
counseling has been achieved. At this point, it may be appropriate for the individual to enter the medical
maintenance (methadone only) phase of treatment and recovery if it has been determined that ongoing use of
the medication is medically necessary and appropriate for the individual. To assist the OTP in making this
decision, TIP 43: Medication-Assisted Treatment for Opioid Addiction in Opioid Treatment Programs offers
the following criteria to consider when making the decision to move to medical maintenance:

e Two years of continuous treatment.

¢ Abstinence from illicit drugs and from abuse of prescription drugs for the period indicated by federal
and state regulations (at least two years for a full 30-day maintenance dosage).

e No alcohol use problem.

e Stable living conditions in an environment free of substance use.

e Stable and legal source of income.

e Involvement in productive activities (e.g., employment, school, volunteer work).

¢ No criminal or legal involvement for at least three years and no current parole or probation status.

* Adequate social support system and absence of significant un-stabilized co-occurring disorders.

Discontinuation of Services

Individuals must discontinue treatment with methadone when treatment is completed with respect to both the
medical necessity for the medication and for counseling services. In addition, individuals may be terminated
from services if there is clinical and/or behavioral non-compliance. If an individual is terminated, the OTP
must attempt to make a referral for another LOC assessment or for placing the individual at another OTP, and
must make an effort to ensure that the individual follows through with the referral. These efforts must be
documented in the medical record. The OTP must follow the procedures of the funding authority in
coordinating these referrals.

Any action to terminate treatment of a Medicaid recipient requires a notice of action be given to the individual.
The individual has a right to appeal this decision; services must continue and dosage levels maintained while
the appeal is in process.

The following are reasons for discontinuation/termination:

I. Completion of Treatment — The decision to discharge an individual must be made by the OTP’s physician
with input from clinical staff and the individual. Completion of treatment is determined when the
individuai has fuliy or substantialiy achieved the goais listed in his/her individuaiized treatment and
recovery plan and when the individual no longer needs methadone as a medication. As part of this process,
a reduction of the dosage to a medication-free state (tapering) should be implemented within safe and
appropriate medical standards.
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2. Administrative Discontinuation — The OTP must work with the individual to explore and implement
methods to facilitate compliance. Administrative discontinuation relates to non-compliance with treatment
and recovery recommendations, and/or engaging in activities or behaviors that impact the safety of the
OTP environment or other individuals who are receiving treatment.

The repeated or continued use of illicit opioids and non-opioid drugs, including alcohol, would be considered
non-compliance. OTPs must perform toxicology tests for methadone metabolites, opioids, cannabinoids,
benzodiazepines, cocaine, amphetamines, and barbiturates (ddministrative Rules of Substance Abuse Services
Programs in Michigan, R 325.14406). Individuals whose toxicology results do not indicate the presence of
methadone metabolites must be considered noncompliant, with the same actions taken as if illicit drugs
(including non-prescribed medication) were detected.

OTPs must test for alcohol use if: 1) prohibited under their individualized treatment and recovery plan; or 2)
the individual appears to be using alcohol to a degree that would make dosing unsafe. The following actions
are also considered to be non-compliant:

Repeated failure’ to submit to toxicology sampling as requested.
Repeated failure’ to attend scheduled individual and/or group counseling sessions, or other clinical activities such as psychiatric or psychological
appointments.

Failure to manage medical concerns/conditions, including adherence to physician treatment and
recovery services and prescription medications that may interfere with the effectiveness of methadone

and may present a physical risk to the individual.
Repeated failure’ to follow through on other treatment and recovery plan related referrals.

I Repeated failure should be considered on an individual basis and only after the OTP has taken steps
to assist individuals to comply with activities.

The commission of acts by the individual that jeopardize the safety and well-being of staff and/or other
individuals, or negatively impact the therapeutic environment, is not acceptable and can result in immediate
discharge. Such acts include, but are not limited to the following:

[ ]

Possession of a weapon on OTP property.

Assaultive behavior against staff and/or other individuals.

Threats (verbal or physical) against staff and/or other individuals.

Diversion of controlled substances, including methadone.

Diversion and/or adulteration of toxicology samples.

Possession of a controlled substance with intent to use and/or sell on agency property or within a one
block radius of the clinic.

Sexual harassment of staff and/or other individuals.

Loitering on the clinic property or within a one-block radius of the clinic.
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Administrative discontinuation of services can be carried out by two methods:

1. Immediate Termination — This involves the discontinuation of services at the time of one of the above
safety-related incidents or at the time an incident is brought to the attention of the OTP.

2. Enhanced Tapering Discontinuation — This involves an accelerated decrease of the methadone dose
(usually by 10 mg or 10% a day). The manner in which methadone is discontinued is at the discretion of
the OTP physician to ensure the safety and well-being of the individual.

It may be necessary for the OTP to refer individuals who are being administratively discharged to the local
access management system for evaluation for another level of care. Justification for noncompliance
termination must be documented in the individual’s chart.
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Dﬁ,Eurs.‘x 3. Hollis, Directbr
APPROVED BY: Burtau of Substance Abuse and Addiction Services

An electronic version of the Consent for an Adolescent to Participate in Opioid Pharmacotherapy Treatment
form (Attachment A) can be found on our website at www.michigan.gov/mdhhs-orosc, choose "Treatment’ and
then 'OROSC Policy and Technical Advisory Manual'.
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TREATMENT POLICY #05 October 1,2012 ATTACHMENT A

Consent for an Adolescent to Participate in Opioid Pharmacotherapy Treatment

Name of Patient Date

Date of Birth (MM/DD/YY) Patient's Age Pregnant: Yes_ __ No

Name of Parent or Legal Guardian

Name of Practitioner Explaining Procedures

Name of Program Medical Director

An individual under 18 years of age, who is not pregnant, is required to have had at least two documented
unsuccessful attempts at short-term detoxification and/or drug-free treatment within a 12-month period to be
eligible for maintenance treatment.

No individual 16 or 17 years-of-age may be admitted to maintenance treatment unless a parent or legal guardian
consents, in writing, to such treatment. For persons 15 years-of-age and under, a parent or legal guardian consent
is required, as well as permission for admission by the state opioid treatment authority (SOTA). A copy of the
program's signed informed consent statement must be placed in the individual’s clinical chart. This signed
consent is in addition to the general consent that is signed by all individuals receiving methadone and shall be
filed in their clinical charts.

The parent or legal guardian must sign a release of information for the Opioid Treatment Program (OTP) staff to
verify the individual’s admission and discharge dates and any other specific information requested by the OTP.
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Verification of Detoxification/Drug-Free Treatment Attempts

(DOES NOT APPLY TO PREGNANT ADOLESCENTS)

Facility/Counselor Name

Street Address

City, State, Zip

Phone Number

Fax Number

Dates of Service: From (MM/DD/YY)

To (MM/DD/YY)
Verified by:
OTP Staff Person Name
Title orpP
Staff Signature
Date

Attachment PIL.B.A

Facility/Counselor Name

Street Address

City, State, Zip

Phone Number

Fax Number

Dates of Service: From (MM/DD/YY)

To (MM/DD/IYY)

Verified by:

OTP Staff Person Name

Title

Staff Signature

OTP

Date
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Consent for an Adolescent to Participate in Opioid Pharmacotherapy

Treatment
—Page 2 —
INFORMED CONSENT STATEMENT

FORPARENT/GUARDIAN

I hereby authorize and give voluntary consent to Medication-Assisted
Treatment Program and its medical personnel to dispense and administer opioid pharmacotherapy (includes
methadone or buprenorphine) as part of the treatment of my child’s addiction to opioid drugs. Treatment
procedures have been explained to me, and I understand that this will involve taking the prescribed opioid drug on
the schedule determined by the program physician in accordance with federal and state regulations.

I further authorize provision of the following: diagnostic assessment, individual and group counseling, medication
review and monitoring. My child’s participation is voluntary. I understand that this program follows person-
centered planning guidelines and that my child’s treatment plan will be individualized to meet my child’s needs
and goals, and I will participate in the development of my child’s treatment plan.

[ understand that it is important for me to inform any medical provider, who may treat my child for any medical
problem, that my child is enrolled in an opioid treatment program so that the provider is aware of all the
medications my child is taking, can provide the best possible care, and can avoid prescribing medications that
might affect the opioid pharmacotherapy or the chances of successful recovery from opioid addiction. If
pregnant, my child will receive prenatal care and I will sign releases for coordination of care with that provider.

I'understand that I may withdraw my child, from this treatment program and discontinue the use of the medications
prescribed at any time. Should I choose this option, 1 understand my child will be offered a medically
supervised tapering process for discontinuation. Withdrawal is not recommended when the individual is pregnant.

Parent/Guardian:

Name Signature Date

QQ

3.

Witn

o0
w

Name Signature Date
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OTP Physician:

Name Signature Date _

State Opioid Treatment Authority (Required for minors 15 years-of-age and younger.):

Name___Signature Date
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HLPREVENTIONREQUIREMENTS

Prevention Policy #01, Synar— Effective July 21, 2015
Amendment #2

Prevention Policy #02 Addressing Communicable Disease Issues in

the Substance Abuse Service Network—

Effective January 1, 2012
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PREVENTION POLICY # 01

SUBJECT: Synar
RE-ISSUED: July 21,2015
EFFECTIVE: July 21, 2015

PURPOSE:

The purpose of this policy is to specify Prepaid Inpatient Health Plans (PIHP) requirements with regard to
federal Substance Abuse Prevention and Treatment (SAPT) Block Grant Synar compliance.

SCOPE:

This policy applies to Prepaid Inpatient Health Plans (PIHPs) and their Synar-related provider network,
including Designated Youth Tobacco Use Representatives (DYTUR), which are part of substance abuse
services administered through the Michigan Department of Health and Human Services, Office of
Recovery oriented Systems of Care (MDHHS/OROSC).

BACKGROUND:

States must show compliance with federal requirements to be considered eligible for the SAPT Block
Grant. States are also required to submit an annual report and an implementation plan with regard to Synar
related activities. These requirements are incorporated in the annual SAPT Block Grant application. The
state may be penalized up to 40 percent of the State’s federal (SAPT) Block Grant award for non-
compliance.

The Synar Requirements are summarized as follows:

1) States must enact a youth access to tobacco law restricting the sale and distribution of tobacco products
to minors. The Michigan Youth Tobacco Act (YTA) satisfies this requirement by restricting the sale and
distribution of tobacco products to minors.

2) States must actively enforce their youth access to tobacco laws.

3) The State must conduct a formal Synar survey annually, to determine retailer compliance with the
tobacco youth access law and to measure the effectiveness of the enforcement of the law.

4) The State must achieve and maintain a youth tobacco non-sales rate of 80 percent or better to underage
youth during the formal Synar survey.

In addition, the Substance Abuse and Mental Health Services Administration, Center for Substance Abuse
Prevention (SAMHSA/CSAP) requires that an accurate listing of tobacco retail outlets be maintained,
including periodic tobacco retail outlet coverage studies intended to confirm the accuracy of the list and
establishes Synar sampling requirements.

REQUIREMENTS:

It is the responsibility of the PIHP to implement tobacco access prevention measures to achieve and
maintain a youth tobacco non-sales rate of 80 percent or better within their region. In doing so, it is
required that the PIHP will:

1) Use best practices relative to reducing access to tobacco products by underage youth;
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2) Incorporate use of data specific to the PIHP region including youth sales data, analysis of the
effectiveness of Synar related activities; and

3) Collaborate with local partners including law enforcement.

Activities associated with Synar best practices and other evidenced based prevention such as conducting
inspections, and providing merchant or vendor education are defined as prevention services and must be
carried out by a licensed substance abuse prevention program.

Specific responsibilities include the following:

1) Develop and implement a regional plan of Synar/tobacco prevention activity that will restrict youth
access to tobacco and surpass the 80 percent non-sales rate.

2) Conduct activities necessary to ensure the Tobacco Retailer Master List is correct and participate in the
clarification and improvement initiative, as well as the CSAP Mandated Coverage Study. Submit to
OROSC all information as required by the OROSC/PIHP contract agreement.

3) Annually conduct and complete the Formal Synar Survey to all outlets in the sample draw listing during
the designated time period and utilize the official OROSC protocol. Additionally, edit the survey
compliance check report (CCR) forms and submit all required information to OROSC as required by the
OROSC/PIHP contract agreement.

4) Contribute to enforcement of the Michigan YTA at tobacco outlets within the PIHP region by
conducting non-Synar enforcement checks with law enforcement participation. If law enforcement
involvement is not feasible, conduct non-Synar enforcement activity through civilian checks.

It is recommended that non-Synar checks be carried out in no less than 25 percent of the outlets in the PIHP
region with priority to vendor categories that have historically had a higher sell rate to minors, e.g., Gas
Stations, Bar/Lounges, and Restaurants.

For PIHPs with a 20 percent “sell rate” or Retailer Violation Rate (RVR) higher than 20 percent for two
consecutive Synar surveys, the requirement is that no less than 50 percent of the outlets within the region
will have at least one enforcement check activity during the subsequent third year

Note: SAPT Block Grant funds cannot be used for law enforcement; this includes Formal Synar and non-
Synar activities.

5) Conduct Vendor Education activities, utilizing the OROSC approved vendor education protocol, with
not less than 25 percent of the total outlets within the PIHP region.

6) Seek to change community norms and conditions by forming relationships with stakeholders for the
purposes of developing joint initiatives and/or for collaboration to impact sales trends to youth.

7) ldentify a DYTUR agency to implement Synar-related activities. The agency or individual identified as
the DYTUR, must have knowledge in the area of youth tobacco access reduction and related Synar
prevention initiatives.

8) Provide information to satisfy federal reporting requirements including information about law
enforcement activities relevant to violations of the YTA. Correspondingly, it is the responsibility of the
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PIHP to comply with Synar protocol, and demonstrate a good faith effort to, obtain and report this
information. Documentation of good faith effort may be required if the PIHP cannot provide the required
information.

REPORTING REQUIREMENTS:
See the MDHHS/PIHP agreement for PIHP reporting requirements.

PROCEDURE:

Identification and implementation of activities, and local data collection and evaluation procedures, are left
to the discretion of the PIHP with the exception of the Formal Synar Survey Protocol (to be used for all
enforcement checks), the Vendor Education Protocol, the Synar Tobacco Retailer Master List Clarification,
and Improvement/Coverage Study Procedures complete with methodology and practices requirements. All
associated protocols are placed on the OROSC website, and updated as needed.

Technical assistance to PIHPs in development of local procedures is available through OROSC.

REFERENCES:

Youth Tobacco Act 31 of 1915, MCL1915 PA31, Michigan Legislature, 1915-1916 Legislative Session,
Lansing, MI. (Amended September 1, 2006). Can be found on website:
http://www.legislature.mi.gov/(¢32puonltgtsa35Sdn3zqlipy/mileg.aspx?page=MCLPASearch

Deporah J. Hollis, Directpe
APPROVED BY: Burtau of Substance Abuse and Addiction Services
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PREVENTION POLICY # 02
SUBJECT: Addressing Communicable Disease Issues in the Substance Abuse Service Network
ISSUED: October 1, 2006; Revised: April 1, 2011, and September 14, 2011

EFFECTIVE: January 1, 2012

PURPOSE:

This policy revises regional substance abuse coordinating agency (CA) requirements with regard to
addressing communicable disease. The primary charge of communicable disease efforts is to prevent
the further spread of infection in the substance using population. The original policy, effective October
I, 2006, converted guidelines issued in the 2004 Action Plan Guidelines document, to a policy
requirement. The policy was revised in April 2011 to re-affirm many of the original policy
requirements, and implemented new requirements for targeting resources.

This revision eliminates most of the prior requirements that were put in place even though, for the past
several years, Michigan has not been a designated state required to expend block grant funding on
communicable disease (CD) services. When the results of CD services, such as outreach, counseling
and testing services, performed over the years were examined, very low prevalence rates of new HIV
infection and other CDs were found. Therefore, on the basis of a low prevalence rate of CDs, primarily
new HIV infection rates, and reduced availability of funding for core substance use disorder (SUD)
services, the requirement for designated communicable disease funding is repealed beginning in fiscal
year 2012. However, in recognition of the linkage between CDs and SUD treatment, minimal
requirements have been retained to assure needs are met for persons with, or at-risk for, HIV/AIDS or
other communicable diseases, and are in treatment for substance abuse.

SCOPE:

This policy applies to CAs and their provider network, which are a part of substance abuse services
administered through the Michigan Department of Health & Human Services (MDHHS), Office of
Recovery Oriented Systems of Care (OROSC).

BACKGROUND:

Given the causal relationship between HIV/AIDS, hepatitis, other CDs, substance abuse, and the
importance of recognizing the role of CD assessment in the development of substance abuse treatment
plans for clients, a comprehensive approach is the most-effective strategy-for preventing infections in the
drug using population and their communities.
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The CA must assure persons with SUDs who are at-risk for and/or living with HIV/AIDS, sexually
transmitted diseases/infections (STD/Is), tuberculosis (TB), hepatitis C, and other CDs, have access to
culturally sensitive and appropriate substance abuse prevention and treatment to address their multiple
needs in a respectful and dignified manner.

REQUIREMENTS:

Staffing

Each CA must assure staff knowledge and skills in the provider network are adequate and appropriate
for addressing communicable disease related issues in the client population, as appropriate for each
position within each provider, in accordance with the “Minimum Knowledge Standards” that follow:

Minimum Knowledge Standards for Substance Abuse Professionals - Communicable Disease
Related

BSAAS mandates that all staff with client contact at a licensed treatment provider have at least a
basic knowledge of HIV/AIDS, TB, Hepatitis, and STD, and the relationship to substance abuse.
BSAAS provides a web-based training that will cover minimal knowledge standards necessary to
meet this Level 1 requirement. However, if a CA region desires to provide this training through
other mechanisms, the following information must be included:

e HIV/AIDS, TB, Hepatitis (especially A, B, and C) and STD/Is, as they relate to the agency
target population.

e Modes of transmission (risk factors, myths and facts, etc.).

e Linkage between substance abuse and these CDs.

e Overview of treatment possibilities.

e Local resources available for further information/screening.

CA regions are required to maintain a tracking mechanism to assure SUD provider staff completes Level
1 training.

Services

1. All persons receiving SUD services who are infected by mycobacterium tuberculosis must be
referred for appropriate medical evaluation and treatment. The CA’s responsibility extends to
ensuring that the agency, to which the client is referred to, has the capacity to provide these medical
services, or to make these services available, based on the client's ability to pay. If no such agency
can be identified locally (within reasonable distance), the CA must notity MDHHS/OROSC.

2. All clients entering residential treatment and residential detoxification must be tested for TB upon
admission. With respect to clients who exhibit symptoms of active TB, policies and procedures
must be in place to avoid a potential spread of the disease. These policies and procedures must be
consistent with the Centers for Disease Control (CDC) guidelines and/or communicable disease
best practice.

3. All pregnant women presenting for treatment must have access to STD/Is and HIV testing.

4. Each CA is required to assure that all SUD clients entering treatment have been appropriately
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screened for risk of HIV/AIDS, STD/Is, TB, and hepatitis, and that they are provided basic
information about risk.

5. For those clients entering SUD treatment identified with high-risk behaviors, additional information
about the resources available, and referral to testing and treatment must be made available.

Financial and Reporting Requirements

For the required services set forth in this policy, there are no separate financial or reporting
requirements.

If a CA chooses to utilize state funds to provide communicable disease services beyond the scope of this
policy:
1. The CA must ensure that recipients are persons with SUDs.

2. The Communicable Disease Provider Information Plan must be completed at the beginning of each
fiscal year in conjunction with the CA Action Plan submission (Attachment A).

3. The Communicable Disease Provider Information Report must be completed within 60 days
following the end of a fiscal year and submitted to MDHHS-OROSC@michigan.gov (Attachment A).

4. The CA must submit data to the HIV Event System [HES] for Health Education/Risk Reduction
Informational Sessions and Single-Session Skills Building Workgroups, as well as HIV
Counseling, Testing and Referral Services (CTRS), consistent with MDHHSHIV/AIDS Prevention
and Intervention Section (HAPIS) data collections methods.

PROCEDURE:

Procedures to meet these requirements are at the discretion of the PIHP.

REFERENCES:

Center for Substance Abuse Treatment. (Reprinted 2000). Substance Abuse Treatment for Persons with
HIV/AIDS, Treatment Improvement Protocol (TIP) Series 37. U.S. Department of Health and
Human Services, Substance Abuse, and Mental Health Services Administration. Rockville, MD.

Center for Substance Abuse Treatment. (Reprinted 1995). Screening for Infectious Disease Among
Substance Abusers, Treatment Improvement Protocol (TIP) Series 6. U.S. Department of Health

and Human Services, Substance Abuse and Mental Health Services Administration Rockville,
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Burkrau of Substance Abuse and Addiction Services

Approved by:
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Agencies will include informal supports in the treatment process when it is in the best interest
of the client.
Many women present in a family context with major family ties and responsibilities that will
continue to define their sense of self. Drug and alcohol use in a family puts children at risk for
physical and emotional growth and developmental problems. Early identification and intervention
for the children’s problems is essential.

6. Mental Health Issues
Providers must demonstrate the ability to identify concurrent mental health disorders, and
develop a process to have the treatment for these disorders take place, in an integrated fashion,
with substance use disorder treatment and other health care. It is important to note that
treatment for both mental health issues and substance use disorders may lead to the use of
medication as an adjunct to treatment.
Women with substance abuse problems often present with concurrent mood disorders and other
mental health problems.

7. Physical Health Issues
Providers shall:
inquire about health care needs of the client and her children, including completing the Fetal
Alcohol Syndrome Disorder screening as appropriate (MDHHS/OROSC Treatment Policy #11,
2009),
make appropriate referrals, and
document client and family health needs, referrals, and outcomes.
o Women with a substance use disorder and their children are at high risk for significant
health problems. They are at a greater risk for communicable diseases such as HIV,
TB, hepatitis and sexually transmitted diseases. Prenatal care for women using/abusing
substances is especially important, as their babies are at risk for serious physical,
neurological and behavioral problems. Early identification and intervention for
children’s physical and emotional growth and development, and for other health issues
in a family is essential.

8. Legal Issues

Providers shall document each client’s compliance and facilitate required communication to

appropriate authorities within the guidelines of federal confidentiality laws. Additionally,

programs will individualize treatment in such a way as to help a client manage compliance

with legal authorities.
Women entering treatment may be experiencing legal problems including custody issues, civil
actions, criminal charges, probation and parole. This adds another facet to the treatment and
recovery planning process and reinforces the need for case management associated with women’s
services. By helping a woman identify her legal issues, steps that need to be taken, and how to
incorporate this information into goals for her individualized treatment plan, a provider can greatly
reduce stress on the client and make this type of challenge seem more manageable.

9. Sexuality/Intimacy/Exploitation
Providers shall:
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The admission standards listed above should be considered minimum standards. Those CAs and
programs interested in providing the best possible treatment to families should be meeting a higher
standard for admission and interim service provision.

Treatment:

Programs that are designed to meet women’s needs tend to be more successful in retaining women
clients. For a provider to be able to offer women-specific treatment, its programs shall include the
following criteria:

1. Accessibility
CAs and providers must demonstrate a process to reduce barriers to treatment by ensuring that
priority population requirements are met, as well as providing ancillary services or ensuring
that appropriate referrals to other community agencies are made.
There are many barriers that may critically inhibit attendance and follow-through for women with
children. They may include child care, transportation, hours of operation and mental health
concerns.

2. Assessment
Assessment shall be a continuous process that evaluates the client’s psychosocial needs and
strengths within the family context, and through which progress is measured in terms of
increased stabilization/functionality of the individual/family. In addition, all assessments shall
be strength-based.
Women with children need to be assessed and treated as a unit. Women often both enter and leave
treatment because of their children’s needs. By assessing the family and addressing areas that
need strengthening, providers give women a better chance at becoming stable in their recovery.

3. Psychological Development
Providers shall demonstrate an understanding of the specific stages of psychological
development and modify therapeutic techniques according to client needs, especially to
promote autonomy.
Many of the traditional therapeutic techniques reinforce women’s guilt, powerlessness and
“learned helplessness,” particularly as they operate in relationships with their children and
significant others.

4. Abuse/Violence/Trauma
Providers must deveiop a process to identify and address abuse/violence/trauma issues.
Services will be delivered in a trauma-informed setting and provide safety from abuse, stalking
by partners, family, other participants, visitors and staff.
A history of abuse, violence and trauma often contributes to the behavior of substance abusing and
dependent women. A provider who does not take this history into consideration when treating the
woman is not fully addressing the addiction or resulting behaviors.
5. Family Orientation
Providers must identify and address the needs of family members through direct service,
referral or other processes. Families are a family of choice defined by the clients themselves.



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program FY 18
Attachment P.IL.B.A.

Admissions:

PIHPs and treatment providers must follow the priority population guidelines identified in the
MDHHS/OROSC contract with PIHPs, listed below, for admitting women to treatment:

Population Admission Requirement Interim Service Requirement

Begin within 48 hours
1. Counseling and education on:
a. HIV and TB.

1) Screened and referred within 24

hours. b. Risks of needle sharin
Pregnant 2) Detoxification, methadone or ’ Risks of transmissi ,‘? |
Injecting residential — offer admission within c. Risks ot lr ?H}ISS on to sexua
Drug User 24 business hours. partners and nfants.

d. Effects of alcohol and drug use on
the fetus.
2. Referral for pre-natal care.
3. Early Intervention Clinical Services.

Other Levels of Care — offer admission
within 48 business hours.

Begin within 48 hours:

1) Screened and referred within 24 1. Counseling and education on:
hours. a. HiV and TB.
Pregnant with | 2) Detoxification, methadone or b. Risks of transmission to sexual
Substance residential — offer admission within partners and infants.
Use Disorder 24 business hours. c. Effects of alcohol and drug use on
Other Levels of Care — offer admission the fetus.
within 48 business hours. 2. Referral for pre-natal care.

3. Early Intervention Clinical Services

Begin within 48 hours — maximum waiting
time 120 days:

1. Counseling and education on:

Injecting Screened and referred within 24 hours. a. HIV and TB.

Drug User Offer admission within 14 days. b. Risks of needle sharing.

c. Risks of transmission to sexual

partners and infants.
2. Early Intervention Clinical Services.

Parent at

Risk of Screened and referred within 24 hours. | Begin within 48 business hours:
Losing Offer adimission within 14 days. Early Intervention Clinical Services.
Children

Screened and referred within seven

All Others calendar days. Capacity to offer Not Required.
admission within 14 days.

* The full table can be found in the MDHHS/OROSC contract with PIHPs.
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¢ The structure of work is a benefit to recovery, and treatment providers need to be aware
of the work requirements of Temporary Assistance for Needy Families/Work First.
Historically, treatment providers have been reluctant to encourage clients to return to
work or engage in work related activities during the early stages of recovery. However,
waiting to address employment concerns may create further challenges for the client
facing Work First requirements.

6. A multi-system approach that is culturally aware shall be employed in the recovery process.
¢ Gender specificity and cultural competence go hand-in-hand. There are a number of
gender and cultural competencies that allow people to assist others more effectively.
This requires a willingness and ability to draw on community-based values, traditions

and customs, and to work with knowledgeable people of and from the community.

Education/Training of Staff:

In addition to current credentialing standards, individuals working and providing direct service
within a designated women’s program (gender responsive) must have completed a minimum
of 12 semester hours, or the equivalent, of gender specific substance use disorder training or
2080 hours of supervised gender specific substance use disorder training/work experience
within a designated women’s program. Those not meeting the requirements must be
supervised by another individual working within the program, and be working towards meeting
the requirements. Documentation is required to be kept in personnel files.

Those working and providing direct service within a gender competent program must have
completed a minimum of 8 semester hours, or the equivalent, of gender specific substance use
disorder training or 1040 hours of supervised gender specific substance use disorder training.
Those not meeting the requirements must be supervised by another individual working within
the program, and be working towards meeting the requirements. Documentation is required to
be kept in personnel files. Other arrangements can be approved by the Office of Recovery
Oriented Systems of Care (OROSC) Women’s Treatment Coordinator.

Appropriate topics for gender specific substance use disorder training include, but are not
limited to:

Women'’s studies
Trauma
Grief
Relationships

¢ Parenting
Child Development

Self-esteem/empowerment

Relational treatment model
Women in the criminal justice system
Women and addiction

* & O o
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¢ The unique needs and issues (e.g., physical/sexual/emotional victimization, trauma,

+

pregnancy and parenting) of women should be addressed in a safe, trusting and
supportive environment.

Treatment and services should build on women’s strengths/competencies and promote
independence and self-reliance.

2. A relational model, based on the psychological growth of women shall be the foundation
for recovery (e.g., the Self-in-Relation model). The recognition that, for women, the
primary experience of self is relational; that is, the self is organized and developed in the
context of important relationships. (Surrey, 1985)

4.

¢

A model that emphasizes the importance of relationships in a woman’s life, and
attempts to address the strengths as well as the problems arising for women from a
relational orientation.

A collaborative philosophy, driven by the woman and her family, shall be used.

¢

14

Utilizing cross-systems collaboration and the involvement of informal supports to

promote a woman’s recovery.

A client-centered, goal-oriented approach to accessing and coordinating services across

multiple systems by:

1. assessing needs, resources and priorities,

2. planning for how the needs can be met,

3. establishing linkages to enhance a woman’s access to services to meet those
identified needs,

4. coordinating and monitoring service provision through active cross-system
communication and coordinated treatment/service plans, and

5. removing barriers to treatment and advocating for services.

A woman’s needs determine the connections with agencies and systems that impact her

life or her family’s life, despite the number of agencies or systems involved.

Ideally, each woman will have a single, collaborative treatment plan or service plan

used across systems. When this is not possible, coordination of as many systems as

possible will lessen the confusion and stress this creates in a woman’s life.

Care coordination and case management are the key to a woman’s progress in recovery.

A model of empowerment is utilized in treatment and recovery planning.

¢

The client is shown and taught how to access services, advocate for herself and her
family, and request services that are of benefit to her and her family.

This process is woven into recovery, and could be taught by a recovery coach or case
manager.

The ultimate goal for the service system is to weave the woman so well into the
informal support systems that the role of formal services is very small or not needed at
all.

Employment is recommended as an important component in recovery and serves as an
important therapeutic tool.
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Case Management: A substance use disorder program that coordinates, plans, provides, evaluates
and monitors services or recovery, from a variety of resources, on behalf of, and in collaboration
with a client who has a substance use disorder. A substance use disorder case management
program offers these services through designated staff working in collaboration with the substance
use disorder treatment team and as guided by the individualized treatment planning process.

Eligible: Pregnant women and women with dependent children, including women who are
attempting to regain custody of their children.

Gender Competent: Capacity to identify where difference on the basis of gender is significant, and
to provide services that appropriately address gender differences and enhance positive outcomes
for the population.

Gender-Responsiveness (Designated Women’s Program): Creating an environment through site
selection, staff selection, program development, content, and material that reflects an
understanding of the realities of the lives of women and girls, and that addresses and responds to
their strengths and challenges. (Bloom and Covington, 2000)

REQUIREMENTS AND PROCEDURE

The Michigan Department of Health & Human Services (MDHHS) is dedicated to the following
fundamental principles as the foundation for integrating women-specific substance use disorder
treatment services and non-gender specific services, while focusing on effective and
comprehensive treatment of women and their families.

Developing a Philosophy of Working with Women who have Substance Use Disorders

Program Structure:

1. Treatment revolves around the role women have in society, therefore treatment services

must be gender specific.

¢ Gender-responsive programs are not simply “female only” programs that were
designed for males.

4 A woman’s sense of self develops differently in women-specific groups as opposed to
co-ed groups.

¢ Because women place so much value on their role in society and relationships, to not
take this into consideration in the recovery process is to miss a large component of a
woman’s identity.

¢ Equality does not mean sameness; in other words, equality of service delivery is not
simply about allowing women access to services traditionally reserved for men.
Equality must be defined in terms of providing opportunities that are relevant to each
gender so that treatment services may appear very different depending on to whom the
service is being delivered.
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members share responsibility, accountability, and authority; while understanding and
respecting each other’s strengths, roles and limitations.

¢ Ensuring Safety: When Children’s Protective Services, foster care agencies, or domestic
violence shelters are involved, the team will maintain a focus on family and child safety.
Consideration will be given to whether the identified threats to safety are still in effect,
whether the child is being kept safe by the least intrusive means possible and whether the
safety services in place are effectively controlling those threats. In situations involving
domestic violence, the team will need to work with the family to develop and maintain a
viable safety plan.

¢ Gender/Age/Culturally Responsive Treatment: Services reflect an understanding of the
issues specific to gender, age, disability, race, ethnicity and sexual orientation, and also
reflect support, acceptance, and understanding of cultural and lifestyle diversity.

¢ Self-sufficiency: Families will be supported, resources shared and team members held
responsible for achieving self-sufficiency in essential life domains (including, but not
limited to safety, housing, employment, financial, educational, psychological, emotional
and spiritual).

¢ Education and Work Focus: Dedication to positive, immediate and consistent education,
employment and or employment-related activities that result in resiliency and self-
sufficiency, improved quality of life for self, family and the community.

¢ Belief in Growth, Learning and Recovery: Family improvement begins by integrating
formal and informal supports that instill hope and are dedicated to interacting with
individuals with compassion, dignity and respect. Team members operate from a belief
that every family desires change and can take steps toward attaining a productive and self-
sufficient life.

¢ Outcome Oriented: From the onset of family team meetings, levels of personal
responsibility and accountability for all team members, both formal and informal supports,
are discussed, agreed upon and maintained. ldentified outcomes are understood and shared
by all team members. Legal, education, employment, child-safety and other applicable
mandates are considered in developing outcomes. Progress is monitored and each team
member participates in defining success. Selected outcomes are standardized, measurable
and based on the life of the family and its individual members.

DEFINITIONS

Care Management/Care Coordination: An administrative function performed at the PIHP or
through the access system, allowable under Medicaid, which manages an episode of care.
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represented in a system, to a focus on the functioning, satety and wellbeing of the family
as a whole.

¢ Family Involvement: The family’s involvement in the process is empowering and increases
the likelihood of cooperation, ownership and success. Families are viewed as full and
meaningful partners in all aspects of the decision-making process affecting their lives,
including decisions made about their service plans. It is important to recognize that a
woman defines her own family and that this definition may not be traditional.

¢ Build on Natural and Community Supports: Recognize and utilize all resources in our
communities creatively and flexibly, including formal and informal supports and service
systems. Every attempt should be made to include the family’s relatives, neighbors,
friends, faith community, co-workers or anyone the family would like to include in the
team process. Ultimately families will be empowered and have developed a network of
informal, natural, and community supports so that formal system involvement is reduced
or not needed at all.

¢ Strength-Based:  Strength-based planning builds on the family’s unique qualities and
identified strengths that can then be used to support strategies to meet the family’s needs.
Strengths should also be found in the family’s environment through their informal support
networks, as well as in attitudes, values, skills, abilities, preferences and aspirations.
Strengths are expected to emerge, be clarified and change over time as the family’s initial
needs are met and new needs emerge, with strategies discussed and implemented.

¢ Unconditional Care: Means that we care for the family, not that we will care “if.” It means
that it is the responsibility of the service team to adapt to the needs of the family — not of
the family to adapt to the needs of a program. If difficulties arise, the individualized
services and supports change to meet the family’s needs.

¢ Collaboration Across Systems: An interactive process in which people with diverse
expertise, along with families, generate solutions to mutually defined needs and goals
building on identitied strengths. All systems working with the family have an
understanding of each other’s programs and a commitment and willingness to work
together to assist the family in obtaining their goals. The substance use disorder, mental
health, child welfare and other identified systems collaborate and coordinate a single
system of care for families involved within their services.

¢ Team Approach Across Agencies: Planning, decision-making and strategies rely on the
strengths, skills, mutual respect, and creative and flexible resources of a diversified,
committed team. Team member strengths, skills, experience and resources are utilized to
select strategies that will support the family in meeting their needs. Team members may
include representatives from the multiple agencies a family is involved in, as well as any
who offer support and resources to families. All family, formal and informal team
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members. Its purpose is to improve substance use disorder treatment services to women through
the establishment of standards that build on the capabilities, strengths and creativity of state
systems and provider networks.

To be able to offer services that are gender and culturally competent, it is important to understand
the client and their environment, and embrace values that promote the best services possible to the
population. Successful recovery for women requires that the service delivery system integrates
substance use disorder treatment, mental health services, recovery supports and, frequently,
treatment for past traumatic events. When it is left to the woman seeking treatment to integrate
these services, an unnecessary burden is placed on her and her potential for recovery.

To meet the specific needs of women, successful programs begin with an understanding of the
emotional growth of women. Current thinking describes a woman’s development in terms of the
range of relationships in which a woman can engage. This is very different from the theories of
emotional growth, which have been the basis of substance use disorder treatment, and which apply
to the psychological growth of men. The relationship theories for women suggest that the best
context for stimulating emotional growth comes from an immersion in empathic, mutual
relationships.

The strongest impetus for women seeking treatment is problems in their relationships, especially
with their children. A woman’s self-esteem is often based on her ability to nurture relationships.
Her motivation and willingness to continue treatment is likely to be fueled by her desire to become
a better mother, partner, daughter, etc. Programs that meet the needs of women acknowledge this
desire to preserve relationships as strength to be built upon, rather than as resistance to treatment.
When a program operates from this theoretical point of view, the characteristics of the clinical
treatment program, and its objectives and measures of success are defined very differently from
those of traditional treatment programs.

Vision

To implement a change in the practice of women’s substance use disorder treatment providers
and system transformation in Michigan. This will be accomplished by having a strength-based
coordinated system of care, driven by a shared set of core values that is reflected and measured
in the way we interact with, and deliver supports and services for families who require
substance abuse, mental health, and child welfare services.

Core Values

¢ Family-Centered: A family centered approach means that the focus is on the family, as
defined by the client themselves. Families are responsible for their children and are
respected and listened to as we support them in working toward meeting their needs,
reducing system barriers, and promoting changes that can be sustained over time. The goal
of a family-centered team and system is to move away from the focus of a single client
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TREATMENT POLICY # 12

SUBJECT: Women’s Treatment Services

ISSUED: September 30, 2010

EFFECTIVE: October1,2010

PURPOSE:

The purpose of this policy is to establish the philosophy and requirements for women’s treatment
services (designated women’s programs and gender competent programs).

SCOPE

This policy impacts the PIHP, its designated women’s programs, and gender competent service
provider network.

BACKGROUND

The Substance Abuse Prevention and Treatment (SAPT) Block Grant requires states to spend a set
minimum amount each year for treatment and ancillary services for eligible women. Eligible
women have been defined as, “pregnant women and women with dependent children, including
women who are attempting to regain custody of their children.” (42 U.S.C. 96.124 [e])

Pregnant women are identified as a priority population under the SAPT Block Grant regulations.
Michigan Public Act 368 of 1978, part 62, section 333.6232, identifies “a parent whose child has
been removed from the home under the child protection laws of this state or is in danger of being
removed from the home under the child protection laws of this state because of the parent's
substance abuse,” as a priority population for substance use disorder services above others with
substantially similar clinical conditions.

Michigan law extends priority population status to men whose children have been removed from
the home or are at danger of being removed under the child protection laws. To support their
entrance into and success in treatment, men who are shown to be the primary caregivers for their
children are also eligible to access ancillary services such as child care, transportation, case
management, therapeutic interventions for children, and primary medical and pediatric care, as
defined by 45 CFR Part 96.

In August 2008, the National Association of State Alcohol and Drug Abuse Directors and the
Women’s Services Network (WSN), comprised of representatives from all 50 states, produced a
document for the field entitled, Guidance to States: Treatment Standards for Women with

Substance Use Disorders. This document is based on the knowledge and experience of the WSN
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STATE OF MICHIGAN

JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI
GOVERNOR Lansing DIFECTOR
DATE: August 25, 2009
TO: All Regionai Substance Abuse Coordinating Agencies

FROM: Deboraf&ﬁ ollis, Acting Director
Office of Drug Control Policy (ODCP)

SUBJECT: Treatment Policy #11: Fetal Alcohol Spectrum Disorders

Attached is a final copy of Treatment Policy #11: Fetal Alcohol Spectrum Disorders (FASD).
The purpose of this treatment policy is to provide guidance to the publicly furided substance
abuse system regarding the requirement for FASD prevention and the pre-screening of children
for FASD. This policy establishes the standards and expectations that were identified in
Treatment Technical Advisory #4: Feta! Alcokol Spectrum Disorder, as contract requirements
for Fiscal Year-2010.

ODCP received two comments from the field in response to the draft policy. The only change
made was a revision to add a recommendation for programs serving men with children, that they
be given consideration to include FASD prevention education within the treatment setting,
Otherwise, there have been no other changes to the content of this document; it just secks to
move it from advisory status to policy status.

Comments and/or questions can be directed to Joyce Washbum at washburnjoy@michipan.pov
or by phone at (517) 335-5247.
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Milieu/Environment Peer support; recreation/exercise; leisure activities; family visits;
(building recovery capital) | treatment coordination; support groups; drug/alcohol free campus.

Physician monitoring, nursing care, and observation available, Medical
specialty consultation, psychological, laboratory and toxicology services
available. Psychiatric services available on-site.

Medical Services
Core Service

Treatment Planning/Recovery Planning

Clients entering any level of residential care will have recovery and functional needs that will
continue to require intervention once residential services are no longer appropriate. Therefore,
residential care should be viewed as a part of an episode of care within a continuum of services
that will contribute toward recovery for the client. Residential care should not be presented to
clients as being a complete episode of care. To facilitate the client moving along the treatment
continuum, it is expected that the provider, as part of treatment planning, begins to prepare the
client for the next stage of the recovery process as soon after admission as possible. This will help
to facilitate a smooth transition to the next LOC, as appropriate, and make sure that the client is
aware that services will continue once the residential stay is over.

To make the transition to the next LOC, the residential care provider may assist the client in
choosing an appropriate service based on needs and location scheduling appointments, arranging
for a meeting with the new service provider, arranging transportation, and ensuring all required
paperwork is completed and forwarded to the new service provider in a timely manner. These
activities are provided, as examples of activities that could take place if it were determined there
would be a benefit to the client. There could potentially be many other activities or arrangements
that may be needed, or the client may require very little assistance. To the best of their ability, it
is expected that the residential provider arrange for any needed assistance to ensure a seamless
transfer to the next LOC.

Continuing Stay Criteria

Re-authorization or continued treatment should be based on ASAM Continued Service Criteria,
medical necessity, and a reasonable expectation of benefit from continued care.
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ASAM 3.1
Clients with lower impairment or lower
complexity of needs

At least 5 hours of clinical

. At least 5 hours per week
services per week

ASAM 3.3

Clients with moderate to high impairment or
moderate to high complexity of needs

Not less than 13 hours
per week

Not less than 13 hours per
week

ASAM 3.5

or very complex needs

Clients with a significant level of impairment

Not less than 20 hours
per week

Not less than 20 hours per
week

ASAM 3.7

very complex needs

Clients with significant level of impairment or

Not less than 20 hours
per week

Not less than 20 hours per
week

Covered Services

The following services must be available in a residential setting regardless of the LOC and based

on individual client need:

Basic Care

Room, board, supervision, self-administration of medications monitoring,
toxicology screening, transportation facilitating to and from treatment;
and treatment environment is structured, safe, and recovery-oriented.

Treatment Basics

Core Service

Assessment; Episode of Care Plan (addressing treatment, recovery,
discharge and transition across episode); coordination and referral;
medical evaluation and attempt to link to services; connection to next
provider and medical services; preparation for ‘next step’.

Therapeutic Interventions

Core Service

Individual, group, and family psychotherapy services appropriate for the
individual’s needs, and crisis intervention. Services provided by an
appropriately licensed, credentialed, and supervised professional working
within their scope of practice.

Interactive Education
/Counseling

Core Service

Interaction and teaching with client(s) and staff to process skills and
information adapted to the individual client needs. This inciudes
alternative therapies, individual, group and family counseling, anger
management, coping skills, recovery skills, relapse triggers, and crisis
intervention. Examples: disease of addiction, mental health, and
substance use disorder.

Life Skills/Self-Care
(building recovery capital)

Social activities that promote healthy community integration/
reintegration; development of community supports, parenting,
employment, job readiness, how to use public transportation, hygiene,
nutrition, laundry, education.
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PROCEDURE:
Admission Criteria

Admission to residential treatment is limited to the following criteria:

e Medical necessity.

e Diagnosis: The current edition of the Diagnostic and Statistical Manual of Mental Disorders
(DSM) is used to determine an initial diagnostic impression of a substance use disorder (also
known as provisional diagnosis). The diagnosis will be confirmed by the provider’s assessment
process.

o Individualized determination of need.

e ASAM Criteria is used to determine substance use disorder treatment placement/admission
and/or continued stay needs, and are based on a LOC determination using the six assessment
dimensions of the ASAM Criteria below:

7) Withdrawal potential.

8) Medical conditions and complications.

9) Emotional, behavioral, or cognitive conditions and complications.
10) Readiness to change — as determined by the Stages of Change Model.
11)Relapse, continued use or continued problem potential.

12) Recovery/living environment.

Treatment must be individualized based on a biopsychosocial assessment, diagnosis, and client
characteristics that include, but are not limited to, age, gender, culture, and development.

Authorization decisions on length of stay (including continued stay), change in LOC, and
discharge must be based on the ASAM Criteria. As a client’s needs change, the frequency, and/or
duration, of services may be increased or decreased as medically necessary. Client participation in
referral, continuing care, and recovery planning must occur prior to a move to another LOC for
continued treatment.

Service Requirements

The following chart details the required amount of services that have been established for
residential treatment in the three levels of care. Documentation of all core services, and the
response to them by the client, must be found in the client’s chart. In situations where the required
services cannot be provided to a client in the appropriate frequency or quantity, a justification must
also be documented in the client record.
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Dimension 5
Relapse;
continued use,
or continued
problem
potential

Dimension 6
Recovery/living
environment
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Dimension 2
Medical

conditions and
complications

Dimension 3
Emotional,
behavioral, or
cognitive
conditions and
complications

Open to recovery
but needs a

structured
environment to
maintain
therapeutic gain

Dimension 4
Readiness to
change
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individual’s self-administration of psychotropic medications. These must also be staffed by
addiction psychiatrists and credentialed behavioral health professionals who can assess and
treat co-occurring psychiatric disorders and who have specialized training in behavior
management. These programs are ideally staffed by a certified addiction specialist physician,
or a physician certified as an addiction psychiatrist. Some, if not all, treatment professionals
should have sufficient cross-training to understand signs and symptoms of psychiatric
disorders and be able to explain to the individual the purpose of psychotropic medication and
how they interact with substance use. The intensity and care should meet the individual’s
needs.

ASAM LOC describe the need for treatment from the perspective of the level of impairment of the
client; with the higher the level of impairment requiring the longer duration, slower more repetitive
services. The identification of these needs is intended to assist with service selection and
authorization for care. The placement of the client is based on the ASAM LOC determination.
Due to the unique and complex nature of each client, it is recognized that not every client will “fit”
cleanly into one level over another by just looking at the level of impairment. There may be
situations where a case could be made for a client to receive services in each of these levels and
each would be appropriate. In these situations, documentation should be made as to the rationale
for the decision. In addition, variations in treatment that do not follow these guidelines should
also be documented in the client record.

The cost of the service should not be the driving force behind the decision; the decision should be
made based on what is most likely to help the client be successful in treatment and achieve
recovery.

The ASAM Assessment Dimensions must be used to assist in the determination of the LOC needed
by a client:

Dimension 1
Withdrawal
Potential

withdrawal;
“concurrently
receiving Level
1-WM or Level
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These services are designed to meet needs of patients who have functional limitations in
Dimensions 1, 2, and 3. The care provided in these programs is delivered by an
interdisciplinary staff of appropriately credentialed staff, including addiction credentialed
physicians. The main focus of treatment is specific to substance related disorders. The skills of
this team and their availability can accommodate withdrawal management and/or intensive
inpatient treatment of addiction, and/or integrated treatment of co-occuring subacute
biomedical, and/or emotional, behavioral or cognitive conditions.

Support Systems

This level of care requires physician monitoring, nursing care, and observations are made
available. The following staffing is required for this level of care: a physician must be available
to assess the individual in person within 24 hours of admission and thereafter as medically
necessary; a registered nurse to conduct alcohol and other drug-focused nursing assessment at
time of admission; an appropriately credentialed nurse is responsible for monitoring the
individual’s progress and for medication administration. There must be additional medical
specialty consultation, psychological, laboratory and toxicology services available on-site
through consultation or referral. There also must be coordination of necessary services or other
levels of care are available through direct affiliation or a referral process. Psychiatric services
should be available on-site through consultation or referral when presenting an issue that could
be attended to at a later time. These services should be available within 8 hours by telephone
or 24 hours in person.

Staff Requirements

These programs are staffed by an interdisciplinary staff (including physicians, nurses,
addiction counselors, and behavioral health specialists) who are able to assess and treat the
individual and obtain and interpret information regarding the individuals psychiatric and
substance use or addictive disorders. Staff should be knowledgeable about the biological and
psychosocial dimensions of addictions and other behavioral health disorders. The staff should
have training in behavior management techniques and evidence-based practices. The staff
should be able to provide a planned regimen of 24-hour professionally directed evaluation,
care and treatment services. A licensed physician should oversee the treatment process and
assure quality of care. Physicians perform physical examinations for all admitted to this level
of care. These staff should have specific training in addiction medicine or addiction psychiatry
and experience with adolescent medicine. Individuals should receive pharmacotherapy
integrated with psychosocial therapies.

Co-occurring Enhanced Programs

Programs at this level should offer appropriate psychiatric services, medication evaluation and
laboratory services. A psychiatrist should assess the individual within four hours of admission
by telephone and within 24 hours following admission in person, if not sooner, as appropriate
by individual’s behavioral health condition. A registered nurse or licensed mental health
clinician should conduct a behavioral health-focused assessment at the time of admission. If
not done by a registered nurse, a separate nursing assessment must be done. The nurse is
responsible for monitoring the individual’s progress and administering or monitoring the
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of life skills. Due to the increased need for habilitation in this client population, the program
will have to provide the right mix of services to promote life skill mastery for each individual.

Support Systems

Programs in this level of care should have telephone or in-person consultation with a physician,
or a physician assistant or nurse practitioner in state where they are licensed as physician
extenders and may perform the duties designated here for a physician; emergency services,
available 24 hours a day, 7 days a week. They must also have direct affiliations with other
levels or close coordination through referral to more and less intensive levels of care and other
services. They must also have arranged medical, psychiatric, psychological, laboratory, and
toxicology services as appropriate to the severity and urgency of the individual’s condition.

Staff Requirements

Level 3.5 programs staffed by licensed or credentialed clinical staff such as addiction
counselors and other professional staff who work with the allied health staff in interdisciplinary
approach. Professional staff should be onsite 24-hours a day or per licensing regulations. One
or more clinicians with competence in treatment of substance use disorders must be available
onsite or on-call 24-hours per day. These staff should also be knowledgeable about the
biological and psychosocial dimensions of substance abuse and mental health disorders as well
as their treatments. Clinicians should be able to identify the signs and symptoms of acute
psychiatric conditions, and have specialized training in behavior management techniques.

Co-occurring Enhanced Programs

This type of program should offer psychiatric services, medication evaluation and laboratory
services. These services should be available by telephone within 8 hours and on-site or closely
coordinated off-site staff within 24 hours, as appropriate by severity and urgency of the
individual’s mental health condition. These programs should be staffed by credentialed mental
health professionals, including addiction psychiatrists who are able to assess and treat the co-
occurring mental health disorder and have specialized training in behavior management. They
should also have cross-training to understand the signs and symptoms of co-occurring mental
disorders and be able to explain to the individual, the purpose of psychotropic drugs and how
they interact with substance use.

ASAM Level 3.7 — Medically Monitored High-Intensity Inpatient Services

These programs offer a structured regime of professional 24-hour directed evaluation,
observation, medical monitoring and addiction treatment in an inpatient setting. These
programs operate in permanent facilities with inpatient beds and function under a set of defined
policies, procedures and clinical protocols. These programs are for patients with subacute
biomedical and emotional, behavioral or severe cognitive problems that require individual
treatment but do not require the full resources of an acute care general hospital or medically

managed individual program.
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Support Systems

Necessary support systems within this level include telephone or in-person consultations with
a physician, or a physician assistant or nurse practitioner in states where they are licensed as
physician extenders and may perform the duties designated here for a physician; and
emergency services, available 24 hours a day, 7 days a week. They should have direct
affiliations with other easily accessible levels of care or close coordination through referral to
more and less intensive levels of care and other services. They need medical, psychiatric,
psychological, laboratory and toxicology services available through consultation and referral
as appropriate to the severity and urgency of the individual’s condition.

Staff Requirements

Level 3.3 programs are staffed by physician extenders, and appropriately credentialed mental
health professionals as well as allied health professional staff. These staff should be on-site 24-
hours a day or as required by licensing regulations. In addition, one or more clinicians with
competence in the treatment of substance use disorders should be onsite 24-hours a day. These
staff should also be knowledgeable about the biological and psychosocial dimensions of
substance abuse and mental health disorders as well as their treatments. They should also be
able to identify signs and symptoms of acute psychiatric conditions including psychiatric
decompensation. Staff should also have specialized training in behavior management
techniques.

Co-occurring Enhanced Programs

This type of program needs to be staffed by credentialed psychiatrists and mental health
professionals. They should be able to assess and treat people with co-occurring mental
disorders and they need to have specialized training in behavior management techniques. Most,
if not all, treatment professionals should have sufficient cross-training to understand signs and
symptoms of mental disorders and be able to understand and explain to the individual the
purpose of psychotropic medication and its interactions with substance use.

ASAM Level 3.5 — Clinically Managed High-Intensity Residential Services

These programs are designed to treat clients who have significant social and psychological
problems.  Treatment is directed toward diminishing client deficits through targeted
interventions. Effective treatment approaches are primarily habilitative in focus; addressing
the client’s educational and vocational deficits, as well as his or her socially dysfunctional
behavior. Clients at this level may have extensive treatment or criminal justice histories,
limited work and educational experiences, and antisocial value systems.

The length of treatment depends on an individual’s progress. However, as impairment is
considered to be significant at this level, services should be of a duration that will adequately
address the many habilitation needs of this population. Very often, the level of impairment
will limit the services that can actually be provided to the client resulting in the primary focus
of treatment at this level being focused on habilitation and development, or re-development,
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longer than that of the more intensive levels of residential care. This allows the individual to
practice and master the application of recovery skills.

Support Systems

Necessary support systems include telephone or in-person consultation with a physician and
emergency services, available 24 hours a day, and 7 days a week. There also must be direct
affiliations with other levels of care, or close coordination through referral to more and less
intensive levels of care and other services. Programs should have the ability to arrange for
needed procedures as appropriate to the severity and urgency of the individual’s condition.
These programs should also have the ability to arrange for pharmacotherapy for psychiatric or
anti-addiction medications. They should also have direct affiliations with other levels of care
or close coordination through referral to more and less intensive levels of care and other
services such as literacy training and adult education.

Staff Requirements

Level 3.1 programs are staffed by allied health professional staff such as counselor aides or
group living workers who are available onsite 24-hours a day or as required by licensing
regulations. Clinical staff must be knowledgeable about the biological and psychosocial
dimensions of substance use disorders and their treatment. They must also be able to identify
the signs and symptoms of acute psychiatric conditions including psychiatric decompensation.
Staff at this level are not involved in direct service provision, however, addiction physicians
should review admission decisions to confirm clinical necessity of services

Co-occurring Enhanced Programs

These should be staffed by credentialed mental health professionals that have the ability to
treat co-occurring disorders with the capacity to involve addiction-trained psychiatrists. These
professionals should also have sufficient cross-training in addiction and mental health to
understand the signs and symptoms of mental disorders, be able to understand and explain to
the individual the purposes of different psychotropic medications and how they interact with
substance use.

ASAM Level 3.3 — Clinically Managed Medium-Intensity Residential Services

These programs provide a structured recovery environment in combination with medium-
intensity clinical services to support recovery. Services may be provided in a deliberately
repetitive fashion to address the special needs of individuals who are often elderly, cognitively
impaired, or developmentally delayed. Typically, they need a slower pace of treatment
because of mental health problems or reduced cognitive functioning.

The deficits for clients at this level are primarily cognitive, either temporary or permanent.
The clients in this LOC have needs that are more intensive and therefore, to benefit effectively
from services, they must be provided at a slower pace and over a longer period of time. The

client’s level of impairment is more severe at this level, requiring services be provided
differently in order for maximum benefit to be received.
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Recovery Support and Preparation - services designed to support and promote recovery through
development of knowledge and skills necessary for an individual’s recovery.

Referral/Linking/Coordination of Services - office-based service activity performed by a
primary clinician, or other assigned staff, to address needs identified through the assessment,
and/or to ensure follow through with access to outside services, and/or to establish the client with
another substance use disorder service provider.

Substance Use Disorder - a term inclusive of substance abuse and dependence, which also
encompasses problematic use of substances.

Toxicology Screening - screening used for the purpose of tracking ongoing use of substances
when this has been established as a part of the treatment plan or an identified part of the treatment
program. (This may include onsite testing such as portable breathalyzers or non-laboratory
urinalysis).

Withdrawal Management - monitoring for the purpose of preventing/alleviating medical
complications related to no longer using, or decreasing the use of, a substance.

REQUIREMENTS:

The residential levels of care from ASAM are established based on the needs of the client. As part
of the purpose of this document, the short and long-term descriptors will no longer be used to
describe residential services. PIHPs will need to have the capacity to provide a residential
continuum that will meet the needs of clients at ASAM levels 3.1, 3.3, 3.5, and 3.7.The frequency
and duration of residential treatment services are expected to be guided by the ASAM levels of
care, and are described as follows:

ASAM Level 3.1 — Clinically Managed Low-Intensity Residential Services

These services are directed toward applying recovery skills, preventing relapse, improving
emotional functioning, promoting personal responsibility, and reintegrating the individual in
the worlds of work, education, and family life. Treatment services are similar to low-intensity
outpatient services focused on improving the individual’s functioning and coping skills in
Dimension 5 and 6.

The functional deficits found in this population may include problems in applying recovery
skills to their everyday lives, lack of personal responsibility, or lack of connection to
employment, education, or family life. This setting allows clients the opportunity to develop
and practice skills while reintegrating into the community.

This type of programming can be beneficial to individuals who do not acknowledge a
substance use problem, and services would be focused on engagement and continuing
treatment. Treatment at this level is sometimes necessary to due to deficits in the individual’s
recovery environment and length of stay in clinically managed Level 3.1 programs is generally
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Individual Counseling - face-to-face intervention for the purpose of goal setting and achievement,
and skill building.

Individual Psychotherapy - face-to-face, insight-oriented interventions with the client.

Individual Treatment Planning - direct and active client involvement in establishing the goals
and expectations for treatment to ensure the appropriateness of the current LOC, to ensure true and
realistic needs are being addressed, and to increase the client’s motivation to participate in
treatment. Treatment planning requires an understanding that each client is unique and each
treatment plan must be developed based on the individual needs, goals, desires, and strengths of
each client and be specific to the diagnostic impression and assessment.

Interactive Education - services that are designed or intended to teach information about
addiction and/or recovery skills, often referred to as a “didactic” education.

Interactive Education Groups - activities that center on teaching skills to clients necessary to
support recovery, including “didactic” education.

Medical Necessity - treatment that is reasonable, necessary, and appropriate based on
individualized treatment planning and evidence-based clinical standards.

Peer Support - individuals who have shared experiences of addiction and recovery, and offer
support and guidance to one another in a treatment setting.

Professional Staff — as identified in the Staff Qualifications for SUD Treatment Services portion
of the PIHP/MDHHS Contract include Substance Abuse Treatment Specialists, Substance Abuse
Treatment Practitioner, Specially Focused Staff and Treatment Supervisor.

Psychotherapy - an advanced clinical practice that includes the assessment, diagnosis, or
treatment of mental, emotional, or behavioral disorders, conditions, addictions, or other bio-
psychosocial problems and may include the involvement of the intrapsychic, intrapersonal, or
psychosocial dynamics of individuals (Michigan Administrative Code, Social Work General
Rules).

Recovery: A highly individualized journey of healing and transformation where the person gains
control over his/her life. It involves the development of new meaning and purpose, growing
beyond the impact of addiction or a diagnosis. This journey may include the pursuit of spiritual,
emotional, mental, and physical well-being.
(http://www.michigan.gov/documents/mdch/ROSC_Glossary of Terms 350345 7.pdf)

capacities and to determine what barriers need to be removed or problems resolved to help a person
achieve their goals. This should include an asset and strength-based assessment of the client.

Recovery Planning - purpose is to highlight and organize a person’s goals, strengths, and
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This view of residential treatment has contributed to the expectation that all clients will equally
benefit from the services being offered and resulted in clients with varying needs being admitted
into the same program. This makes it more difficult to assure and provide services that are focused
on addressing the individual needs of each client.

Definitions

Core Services - are defined as Treatment Basics, Therapeutic Interventions, and Interactive
Education/Counseling. See the chart in the “Covered Services” section for further information.

Counseling - an interpersonal helping relationship that begins with the client exploring the way
they think, how they feel and what they do, for the purpose of enhancing their life. The counselor
helps the client to set the goals that pave the way for positive change to occur.

Crisis Intervention - a service for the purpose of addressing problems/issues that may arise during
treatment and could result in the client requiring a higher LOC if intervention is not provided.

Face-to-Face - this interaction not only includes in-person contact, it may also include real-time
video and audio linkage between a client and provider, as long as this service is provided within
the established confidentiality standards for substance use disorder services.

Facilitates Transportation - assist the client, potential client, or referral source in arranging
transportation to and from treatment.

Family Counseling - face-to-face intervention with the client and their significant other and/or
traditional or non-traditional family members for the purpose of goal setting and achievement, as
well as skill building. Note: in these situations, the identified client need not be present for the
intervention.

Family Psychotherapy - face-to-face, insight-oriented interventions with the client and their
significant other and/or traditional or non-traditional family members. Note: in these situations,
the identified client need not be present for the intervention.

Group Counseling - face-to-face intervention for the purpose of goal setting and achievement, as
well as skill building.

Group Psychotherapy - face-to-face, insight-oriented interventions with three or more clients.
Individual Assessment - face-to-face service for the purpose of identifying functional and

treatment needs, and to formulate the basis for the Individualized Treatment Plan to be
implemented by the provider.
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TREATMENT POLICY #10

SUBJECT: Residential Treatment Continuum of Services

ISSUED: May 3, 2013, December 1, 2016

EFFECTIVE: January 16,2017

PURPOSE:

The purpose of this policy is to establish the requirements for residential services to the extent
licensing allows based on the American Society of Addiction Medicine (ASAM) Level of Care
(LOC) criteria, and to support individualized services that maintain cultural, age, and gender
appropriateness.

SCOPE:

This policy impacts the Prepaid Inpatient Health Plan (PIHP) and its adult residential LOC service
provider network.

BACKGROUND:

Residential treatment includes a wide variety of covered services with the provision of these
services expected to be individualized to the needs of the client. The Administrative Rules for
Substance Abuse Services, established in 1981, are very limited in indicating what activities or
services must be provided to clients in a residential program. They do indicate, however, that ten
hours of scheduled activities, with two of those hours being formalized counseling, must take place
each week.

At the time of their creation, these standards adequately met the needs of clients being served. In
the time since the rules were promulgated, there have been many changes in the treatment field.
The emergence of evidence-based best practices, the ASAM Criteria Third Edition (ASAM
Criteria), and the stages-of-change models that have been developed. These changes have
essentially left the administrative rules obsolete in the area of recommended services. This policy
seeks to establish residential treatment criteria that will result in services that are provided in
accordance with those outlined by ASAM, and are more reflective of services that have been
shown to be effective in providing care to individuals receiving residential care.

Throughout the current residential level of services assessment, treatment planning, and recovery
support preparations are required, and must be included in the authorized treatment services.
Historically, residential services have been defined by length-of-stay, not by the needs of the client.
This has resulted in essentially two descriptors for residential services:

> Short-term residential: less than 30 days in a program
> Long-term residential: 30 days or more in a program
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The services provided in the culpatient setiine can be provided throueh a bundled substance
abuse outpaticnt program or in an unbundled manner. The PIHP mav decide if services in their
region will be bundled or unbundled. Regardiess of how services are purchased by the PIHP.
services must be based on the individual needs of the client and services must be individually

tailored to the client’s needs.
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hile

L

Note: The Subsiance Abuse Cuipationt Program is the ‘bundled’ outpationt caiesory w
the above are various optional services ywithin oulpalient programs.

PROCEDURE

Qutpatient care mayv be provided only when the service meets all of the following criteria;

Medical necessity;

The current edition of the Diagnostic and Statistical Manual of Mental Disorders is used to
determine an initial diagnostic impression of a substance use disorder, abuse or dependence
{also known as provisional diagnosis) — the diagnostic_impression must include all five
axes;

Is based on individualized determination of need; and,

ASAM Patient Placement Criteria are used to determine substance use disorder treatinent
placement/admission and/or continued stay needs and are based on a LOC determination
using the six assessment dimensions of the current ASAM Patient Placement Criteria
below:

x
=2
A

Vi

¥ v

1) Withdrawal potential,

2) Medical conditions and complications.

1) Emotional. behavioral or cognitive conditions and complications,
4} Readiness to change,

5) Relapse. w mumd use or continued nroblem potential,

6) Recoverv/iiving environment.

Oupatient treatment services are appropriate for those clients with sunimal or manawcahic
medical conditions: minimal or manas{s'lhic withdrawal risks: emotional, behavioral and cognitive
conditions that will not prevent the client from bepefiting from this level of care; services must

address treatment readiness: minimal or manageable relapse potential; and. a minimally to fully
supnortive recovery environment.  Clients who continue to de ﬂmsuau a lack of benefit from

outpationt services, whether they are actively or sporadicallv involved in thelr treatment, mav be
referred to the Access Manavement Svstem (AMS) for another icvﬁi of care determination and
discharged if the client is unwilling o accent other services appropriate 1o their level of care
determination. Relapse alone is not sufficient wustilication o dzxs,hmzzs, a client from freatment but
it does indicate that a chanee in treatment services may be needed,

Admission Criteria

ces must be authorized based on the number of hours and/or tvpes of services
Iy necessary. He-authorzalion or t{)i‘;im%,i(fd treatment must fake place svhen it

dditional cos

Outpatient servi
that are medical

has been demonsirai

et 18 benelitine {rom treatment but g

vorv mdependen
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Individaal Therapy — Face-to-tace interventions with the client,

Group Therapy — Face-to-face interventions with three or more clients, which includes
therapeutic interventions/counseling,

Counseling — Face-to-face intervention (bv non-professional staff) with a client, for the
purpose of goal setting and achievement and skill buildine.

Interactive Education {didactic) Groups — Activities that center on teaching skills to clients
and are necessary to support recovery. These groups can be led by non-masters nrepared staff.

Family Therapy ~ Face-to-face interventions with the client and significant other and/or
traditional or non-traditional family members. Note: In these situations, the identified client
need not be present for the intervention.

Crisis Intervention — A service for the purpose of addressing problems/issues that may arise
during treatment, which could result in the client requiring a hisher LOC if intervention is not
provided.

Referral/Linking/Coordinating of Services — Office-based service activity performed by the
primary ¢linician to address needs identified through the assessment. and/or ensuring follow
throush with access 1o outside services, and/or to establish the client with another substance
use disorder provider.

Recovery Support and Prenaration — Services desioned to \U;)ﬁ(i it and promote recove
throush development of knowledee and skills necessary for an individual's recovery,

Compliance Monitoring — For the purpose of tracking onvoing use of substances when this
has been uicti lished as a part of the {reatment plan or an ide‘s}iiﬁcd part of the treatment

program (e onsite festing such as PR s or non-laboratory u

s who mav not meet i’h(‘f *hrm%mi'é of abuse or dependence but are experiencing
-"'s';uuai mpairment as a result of use, Services may be initiated at any siace of chanee

il are expected 1o be stave-based.

Detoxification/Withdrawal Monitoring — For the nurpose of oreventine/alleviatine medical
complications related to no longer psing or decreasine the vse of a subsiance,
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Dimension 1 Acule intoxication and/or
withdrawal potential

See separate withdrawal management for how

to approach unbundled withdrawal
management for adulis

Dimension 2: Biomedical Conditions and

Individual’s biomedical conditions are stable

Complications

or are being actively addressed and will not
interfere with therapeutic interventions

Dimension 3: Emotional, behavioral, or
coenitive conditions and complications

lndividual’s emotional, behavioral, or
cognitive conditions and complications are
being addressed through appropriate mental
health services and will not interfere with
interventions

Dimension 4: Readiness to change

Individual expresses willineness to gain
understanding of current addictive behavior

Dimension 5: Continued Problem Potential

Individual does not understand the need to

alter current behavior or needs to acquire
specific skills needed to change current
nattern of use/behavior

Dimension 6: Living Environment

Individual’s social support system composed
primarily of persons who substance use
prevent them from meeting oblications, their
family members are currently using,
sienificant other expresses valus of
ubstances that counter individual’s progress,

onificant other encouraces or condon
addictive behavior

Covered Services

The following services

can be provided in the outpatient setting:

Individual Assessment — A face-to-face service for the purnose of"

dentifving functional and

U"c;:nmmt needs: and. o formulate the basis for the Individualized ]

reatment/Recovery Plan to

be implemented by the provider.

.

1o the direct and active chent

mvolvement i

Individual Treatment Planpins — Refer
sl i

establishine the voals anc

expectations {or reaiment (O ensure

the zgt}mmgi}z"i;,ii,cm::\‘:; of the

urrent LOC,

(O Cnsure ‘{i"* i<

and realistic needs are num addresses

m:i, tion to participate

treatment. Treatmes

o ancrease the client’s
nt plannine requires an unders ' ’

Ch dreatiment
i 5.
1

; ‘§ ag
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providing seneral medical evaluations and concurrent/inteorated eeneral medical care,
Some, i not all program statf should have sufficient cross-trainine o understand the signs
and symptoms of mental disorders and to undersiand and be able to explain the uses of
psychotropic medications and their interactions with substance use and other addictive
disorders.

ASAM Level 2.5 Partial Hospitalization — Services that are provided 20 or more hours
in a week. (Hospitalization is used as a descriptor by ASAM. It is not meant to indicate
that the service must take place in a hospital settine.) These partial hospitalization services
typically have direct access to psychiatric. medical, and laboratory services and are better
able to meet needs in Dimensions 1. 2. and 3, which warrant daily monitoring or
management, but which can be appropriately addressed in a structured outpatient setting.

Patients who would otherwise be placed in Level 2.1 program may be considered for
placement in this level if the patient resides in a facility that provides 24-hour support and
structure and that limits access to alcohol and other drugs. (Such as a correctional facility
or other licensed health care facility or supervised living situation.)

Support Systems

Necessary support systems_include medical, psvchological, psychiatric. laboratorv. and
toxicology services that are available within 8 hours by telephone and within 48 hours in
person. They should also include emergency services, which are available by telephone 24
hours a day, 7 days a week when treatiment program is not in session. They should also
have direct affiliation with more and less intensive levels of care and supportive housing
services, Co-occurring enhanced proerams offer psvehiatrie services appropriate to the
patient’s mental health com”tim. Such services should be available by telephone and on

site. or closely coordinated off site. within a shorter time than in a co-occurring capable
i3

m‘ovfra 1. Clin Cai leadershin and oversicht mav be offered by a certified add%cikm
medicine physician with at least the capacity to consult with an addiction psvehiatr

Staff Requirements

Phese programs should be

Lo . UV L I EON 56 apnranrintely
by an interdiscinlinary _team of appropriately

1

g i g g

credentialed addiction trealment ;)mf ssionals, includine counselors, psvehologists, socinl
workers, and addiction credentialed physicians who can assess and ireat substance use and
other disorders, Physicians should h

medicine or addiction psvelhiatey, Siall should be able to obiain and interpret informatio
regarding the patient’s bionsyvchosocial needs, These staflf .‘&E'E(X'Lxﬁ;; also have rsU{Huv:’
cross-training to understand the siens and svinptoms of mental disorders and to understand
and be able to explain the uses &‘)f psvehotropic medications a ’{i their interactions with
substance use disorders. In additon, umra? feadership and oversicht may be offered bv s
certified and/or licensed addiction psvehiatrist, These proerams also nrov s«ﬁ* onffoi:’;&g

ave k;;“w(‘iah\ tramine and/or exnerience in in addiction

s

P - c PP A : s far T
infensive case manasement for hichly erisis-nrone
Such case manacement is delivered b sl
SUCH CAsSe management s gonvered Dy erass-traimned.,

outrcach,  and  involves
programming,
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any instability of patients with co-ogeurting

menial health problems and recounizi
mental health conditions. This level of

PR

carg is similar to Level 0.5, but staff are trained in

medication managsement services and require the involvement of licensed independent

practitioner with prescribing authority as eranted by state-based professional licensing

hoards. Physicians and physician assistants are the common prescribers, but office-based

nurses often are involved with medication management in support of physicians. When ¢o-

ocecurring mental health or general medical conditions are present. assessment services for

both diagnostic and treatment planning purposes may require the most highly skilled

clinician available or require collaboration from credentialed or licensed mental health or

addiction professionals.

ASAM Level 2.1 Intensive Qutpatient — Services 9-19 hours in a week consisting

primarily of counseling and education about addiction-related and mental health problems.

Patient’s needs for psychiatric and medical services are addressed through consultation and

referral arrangements if patient is stable and onlv requires maintenance monitoring. The

services are provided at least three days a week to fulfill the minimum nine-hour

commitment. If a patient requires less than nine hours per week, use this as a transition step

down in intensity to be considered as a continuation of the 10P program for one or two

weeks, This prooram differs from partial hospitalization programs and the intensity of

clinical services that are available. Most intensive outpatient programs have less capacity

1o treat patients who have substantial unstable medical and psvychiatric problems than do

partial hospitalization programs,

Support Svstems

Necessary support svstems in this level include medical psychological, laboratory, and
toxicology services thal are available through unmzi\am n or referval. Emereency services
should also be ava al le by tcienhwm Z2d-hours a dav. seven davs a week when treatment
prooram is not in session. These services s i wd also have direct affiliation with more and

less infensive i{:&»el of care and supportive housing services,

St Reguirements

Co-occurring enhanced prosrams should be staffed by appropriately credentialed mental

1id
health professionals who assess and wreal co-occwrring mental  disorders, Clinical

leadershin and oversicht mav be offered by an addiction specialist physician, If not,
1l

capacity to consult with addiction psyvehiatrist should be available. These programs are
desiened for neonle with co~occurtine disorders to tolerate and benefit I

rom the services

Owerall, these provrams should be stalfed by an interdiscinbinary team of appropriately

credentialed addiction treatment professionals. mcludine counselors, §“\s~;ml<wz sts. social

workers, and addiction credentialed nhysicians who can assess and freat substance use and

f i

tanrders, :}HU” wans should have i no and/or experience inin m%m {i¢
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staffed by certified and/or licensed addiction counselors. social workers., or healt

cducators and not by ohysicians,

Interventions at this level mav involve individual, eroun. or family counseline. SBIRT

services as well as planned educational experiences focused on helping the individual

recognize and avoid harmful or high-risk substance use and/or addictive behavior,

ASAM Level 1 Outpatient —This level encompasses oreanized outpatient treatment

services that can be delivered in a wide variety of settings. Addiction, mental health

treatment or general health care personnel, provide professionally directed screening,

evaluation, treatment and ongoing recovery and disease manasement services. These

services are less than nine hours during a week. These services are catered to each patient’s

level of clinical severity and function and are designed to help the patient achieve changes

in drug/alcohol use. Treatment must address major lifestvie chanees such as attitudinal and

behavioral issues that have the potential to undermine the goals of treatment or to impair

the individual’s ability to cope with major life tasks with the use of addictive substances.

These services promote greater access to care for individual’s not interested in recovery

who are mandated inio treatment or those who previouslv only had access to care if they

agreed to intensive DEY iods of pr imary treatment; Dd{{t‘ﬂtb with LO"O@CUH‘!N.‘)\' substance use

and physical and mental health conditions; individuals in early stages of readiness to

change: patients in early recovery who need education about addiction and person-centered

freatment; and patients in ongoing recovery who need monitoring and continuine dise

ase

f)’if/); Jort Svstens

his tevel of care is appropriate Tor the initial level of care for a patient whose severity of

ithness and level of Tunction warrants this intensity of treatment. This patient should be able

o complete professionally directed addiction and/or mental health treatment at this level

dess there is an namumwd event that causes chanve in

e * §

vee of patient’s mability to

using only one level of care ur
£ :

l
:
here s recurring

¥
his/her level <;>§

i3
o
<
fed
o

e

ae thia
. 33

.
L
fevel of care: this lovel represents a Ustep down” from a more intensive level of

patient whose prooress warranis transter: this level can be used 101 a patient who is in the

carlv staves of chanoe and who is not vet ready (o commit to a full recovery: may ha 4

for patients as a direct admission 1 their co-occurrine condition is stable and moniiore

whether or not they have responded 10 more inlensive services: or for patients that have

achieved stabilily in recovery so this level is used for oneoine monitoring and disea

AN

ol ‘\”M\Lg?‘\“t}a 1
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necessary can total over 20 hours i o week, The combination of davs and hours and nature of
services s based on the client’s needs. A _program cm cc{or Es responsible for the overall

management of the clinical program and appropriate. credentaled and certified staff members
provide treatment.

Treatment must be individualized based on a biopsvchosocial assessment, diagnostic impression
and client characteristics that include age. gender, culture and development.  Authorization
decisions regarding length of stav (including continued stay), chanee in LOC and discharge. must
be based on the ASAM patient placement criteria. Client participation in referral and continuing
care planning must occur prior to transfer or discharge.,

ASAM Level 0.5 Farly Intervention — These services are not differentiated by the number
of hours received during a week. The amount and type of services provided are based on
individual needs including consideration of both the client’s motivation to change and other
risk factors that may be present. This level of care is typically mandated through an
impaired driving program that requires completion before reinstating driving privileges.
Prior to admission, a diagnostic assessment should be performed in conjunction with a
comprehensive multidimensional assessment to determine whether the person meets the
admission eriteria for Level 0.5. which requires that the person does not meet the
requirements for a substance use disorder. If new information, through the reassessment
process indicates substance use disorder, and the person needs treatment. there are three
options. Transter individual o a clinicallv appropriate level of care, facilitate treatiment at
required 0.5 Level of care, or transfer them to the appropriate level of care as soon as 0.5
Level Is completed.

i

Leneth of service at this level depends on an individual's abilitv 1o compre ic il the
informagion thc\f are provided and wse the information to make behavior chanees. it the
HerSon acqauires new problems and needs additional treatment. or reculatory hmd ed

Stall Requiremenis

This level of care requires stall that are trained professionallv and know about the
biopsychosocial dimensions of substance use and addictive disorders. Thev should be able
fo recoenize addictive and substance-related disorders. know about alcohol. tobacco and
other drug education, as well as motvational counseling, In addition. these profe
should have knowledoe of adolescent development, the leoal and personal conseguences
of hieh risk substance use and addictive i";c:ha\fn:);: Phvsicians mav be directly involved in
Screenine and Brief Intervention activities with a person with hieh-risk drinkine, df‘izgginfz_.

; - e %

e md hiwh m‘% addictive
i i

ssionals

seliaviors, ‘w«
.
i
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Interactive Education {didactic) — Refers o services that are desiened or intended to
teach information about addiction and/or recovery skills

Medical Necessity — Treatment that is reasonable. necessary and appropriate based on
individualized treatment planning and evidence-based clinical standards.

Psvehotherapy - an advanced clinical practice that includes the assessment. diagnosis. or
treatment of mental, emotional, or behavioral disorders, conditions. addictions. or other
bio-psychosocial problems and may include the involvement of the intrapsychic,
intrapersonal, or psychosocial dvnamics of individuals (Michigan Administrative Code,
Social Work General Rules).

Recovery — A highly individualized journev of healing and transformation where the
person gains control over his/her life. It involves the development of new meaning and
purpose. crowing beyond the impact of addiction or a diagnosis. This journev may include
the  pursuit  of  spiritual,  emotional.  mental,  and  phvsical  well-being.
(hitp//www.michigan.gov/documents/mdel/ROSC Glossary of Terms 350345 7.p
i

Recovery Planning - purpose is to highlight and oreanize a person’s goals. strengths, and

capacities and to determine what barriers need to be removed or problems resolved to help

a ;m son achieve their goals. This should include an asset and strength-based assessment
ol the client.

Recovery Support and Prenaration - services desisned 1o support and promole recovery
throueh development of knowledoe and skills necessary for an mdm §mx 5 CCOvery.

Substance Lse Disorder — A term inclusive of substance abuse and denendence that also
cncompasses problematic use of substances that d{ es not meel the eriteria for sub stance

abuse or dependence.,

Unbundled Bervices — An approach (o treatment that seeks o vrovide the appropriaie
service or combination of specific services to match the needs of a client. Billine and

renmbursement 18 specific to the service provided,

st have the capacity to provide an outpatient continuum that will meet the needs ol clients
' 2» of intensiiy Y. (}{ ipatient cave s delined as reatment services that are provided
<:§§<3m m hmc an overnioht stay at o factlity as pat of the
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» Intensive Ouipatient — reatment that often takes place inan office-tvpe setting, but can be
offered in other settings. and consists of a minimum of nine hours, maximum of 19 hours
of services per week. Services include individual. eroup and interactive education-
{(didactic) type services,

Enhanced Qutpatient — similar to intensive outpatient service because it also offers
expanded hours per week, but with a greater emphasis on individualized treatment to meet
the client’s needs.

monitored-prosramisetting:

v

ASAM levels of care describe the need for treatment from the perspective of weeklv service

intensity based on the needs of the client. The identification of these needs is intended to drive
service selection and authorization for care, The determination of service intensity., within
outpatient services, is based on the client’s ASAM LOC determination: not the designation of the
provider program as being early intervention, outpatient. intensive outpatienl. or partial
hospitalization. For purposes of treatment episode data set (TEDS) admission reporting, LOC may
be established on the basis of the authorization for service rather than service participation.

Definitions

Bundied Services — Are an approach 1o treatment that ties multinle cov Li&,d services

toeether and provides them in a single treatment selting.  Specific activities are not
ferentiated in billing or reimbursement

Counseling — An mterpersonal helping relationship that beoins with the client exploring
W’ way thev think, how they feel and what thev do. for the purpose of enhancine their life
The counselor helps the client to set the coals that pave the wav for nositive chanee to

GLeur,
Individual Counseling - {ace-to-face intervention for the purpose of goal setting and
achievement. and skill butlding., This is distinet from Greatment plannine, as this mayv be

tp
ooals and achievements identified in case management or throueh peer based services

%

Individoal Treatment Planning - direct and active client u
voals and expectations for freatment to ¢ ”HU re the appr
ensure true and realistic nee §,a”, being addressed, z»md m éz‘t
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TREATMENT POLICY #09

SUBJECT: Outpatient Treatment Continuum of Services

ISSUED: February 20, 2008, December 1, 2016

EFFECTIVE: June-20-2008-January {. 2017

PURPOSE

The purpose of this policy is to establish the requirements {o outna‘i"e;‘xt services that endorse use
of American Society of Addiction Medicine (ASAM) Level of Care (LOC) criteria and to ensure
that services are individualized and culturally, age and gender appropy uz{c.

SCOPE

<

This policy impacts the PHHP and its outpatient LOC service provider network,

Outpatient treatment includes a wide variety of covered services with the expectation thal
authorizations for these services are individualized o the needs of the client. Throushout the
outpatient LOC, assessment, treatment plan and recovery support preparations are required as they
M @z be included in the authorized tealment servi As a client’s needs chanee, the My Hey
and/or duration of services mav be increased or de The ASAM
l:’:’vi‘!v correspond with planned hours of services, in a oroun and/or individual setiine durine a
week and as scheduled with the client

ased as medically necessary,

have been deseribed as {ollows:
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L

Stati or MICHIGAN

JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI
GOVERNOR LAansmG DIREGTOR
DATE: June 20, 2008
TO: Regional Coordinating Agencies .

Qutpatient Treatment Continuum of Services Workgroup

FROM: Donald L. Allen, Jr., Directox@ld
Office of Drug Control Policy

SUBJECT: Treatment Policy #09; Qutpatient Treatment Continuum of Services

Attached is the final version of the Michigan Department of Community Health (MDCH), Office of
Drug Contrel Policy (ODCP) Treatment Policy #09: Outpatient Treatment Continuum of Services.
This policy was sent to all coordinating agencies and the Outpatient Treatment Continuum of
Services Workgroup on February 28, 2008 with a review period of 60 days. St. Clair County
Community Mental Health, Mid-South Substance Abuse Commission, Riverhaven Coordinating
Agency, Southeast Michigan Community Alliance (SEMCA) and Lakeshore Coordinating Council
submitted comments that were utilized in the finalization of the policy.

This policy is effective immediately and full cooperation is expected.

LEWIS CASS BUILDING # FIFTH FLOOR 320 SOUTH WALNUT STREET ¢ LANSING, MICHIGAN 48913
www.michigan.goviodep » {517) 373-4700
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State of Michigan, State Office of Administrative Hearings and Rules, Michigan Administrative
Code, Substance Abuse Service Programs,
http://www.state.mi.us/orr/emi/admincode.asp? AdminCode=Single&Admin Num=3251410
1&Dpt=CH&RngHigh=

Treatment Policy #3: Buprenorphine. Michigan Department of Health & Human Services,
Office of Recovery Oriented Systems of Care, 2006.
http://www.michigan.gov/documents/Treatment_Policy 03 Buprenorphine 145923 7.pdf

APPROVED BY: __ *SIGNED*
Donald L. Allen, Jr., Director
Office of Drug Control Policy
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This service is designed to support CA resource allocation as well as service utilization.
Agencies engaged in care coordination monitor and/or assist with referrals and assess
associated barriers to service utilization by the client. Care Management/Care Coordination
is considered to represent treatment episode management. Care management or care
coordination, an allowable administrative expenditure service under Medicaid, is an
administrative function performed at the CA or through the access system. Care
management recognizes that some clients represent such service or financial risk to the
organization that closer monitoring of the individual case is warranted. Involvement in care
management services does not preclude the client from being involved in CSM services as
the two programs have separate and distinct functions. However, services must be
coordinated, collaborative and unduplicated.

The PIHP or access system provider may implement care management at any time.

Women’s Specialty Services

Women'’s specialty services, required as part of the Federal Substance Abuse Prevention and
Treatment block grant, are commonly referred to as “case management” services. However,
the requirements of 1) providing or arranging primary medical care for women, including
prenatal care, and child care while women are receiving such services; 2) providing or
arranging primary pediatric care and immunizations for the children of women in treatment;
and 3) providing sufficient transportation to ensure that women and their dependent children
have access to the previously mentioned services, do not meet the expectations that ODCP
has established for case management services as defined in the administrative rules. The
services under the women’s specialty requirements are considered care coordination but can
be provided as part of a case management program.

REQUIRED REPORTS:

None unless otherwise specified in the MDHHS-PIHP agreement.

PROCEDURE:

None specified for establishing a CSM program.

REFERENCES:

Center for Substance Abuse Treatment, Comprehensive Case Management for Substance Abuse
Treatment, Treatment Improvement Protocol (TIP) Series, Number 27, DHHS Publication

No. (SMA) 98-322, Rockville, MD; Substance Abuse and Mental Health Services
Administration 1998. http://www.ncbi.nlm.nih.cov/books/bv.fegi?rid=hstat5.chapter.49769

Michigan Department of Health & Human Services, Office of Recovery Oriented Systems of
Care, Agreement with Prepaid Inpatient Health Plans.
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out by the team for contact. The chronic nature of substance abuse is acknowledged
with the purpose of modifying the course of the condition and alleviating suffering.
Abstinence is not an expectation of participation. Typically, this model is set up for
relatively long-term involvement with clients due to the chronic nature of the
population served and maintains ongoing contact with the client to assist with
recovery. This model is fundamentally similar to the mental health Assertive
Community Treatment (ACT) program and services design except for the
composition of the team and the type of credentialed staff providing the service. The
team composition is at local discretion.

> A treatment license is required in addition to the case management service
category license to provide this type of program.

4. Clinical/Rehabilitation: This model involves combining therapy and case
management services. In this way, all of the client needs are addressed through a
single program. This can be described as having a single clinician serve as a therapist
and as the case manager. This model serves clients that have been identified as having
many needs and functional impairments but are not so severe that an ACT program is
required. These clients have the ability to make many decisions for themselves in
regards to treatment issues as well as the level of CSM intervention and advocacy
needed.

Whereas in the previous models, getting the clients involved in services and programs
to meet identified needs is the main focus, there is equal focus on the therapeutic
interventions and activities that are provided in this model. Services are provided in
the community in the client’s environment and this is the distinguishing factor
between this service and standard outpatient care that takes place in an office setting.

The following conditions must be in place in order for this type of program to meet
the established CSM requirements:
1. The program must have a distinct component of integrated CSM and clinical
services
2. Distinct eligibility criteria must be in place regarding client qualifications for
the program
The program must meet the minimum service expectations of a CSM program
4. Clients are able to continue in the program even after the therapeutic needs are
addressed but functional needs remain.

(O8]

> A treatment license is required in addition to the case management service
category license to provide this type of program.

Care Management/Care Coordination
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provides assistance with access to other services and supports, and the client is
responsible for follow through. The case manager assesses and monitors follow-
through, but less intensive support is needed by the client.

The ability for the case manager to be able to work with the client outside the office
and in the client’s environment is required but interventions within the office are
appropriate given the higher functioning level of the clients. Therapeutic services,
beyond resource acquisition, are not provided under this model and, if needed, the
client is referred to an appropriate source for the service or referred back to the
primary treatment provider if these services are being provided as an adjunct to
another level of care. Crisis intervention services are limited to providing assistance
with acquiring resources. Any clinical or mental health crisis interventions are
provided by previously identified providers in the community. The development of
social support networks for the client, a function of the other models of CSM, is not a
part of this model.

» Possession of a Screening, Assessment, Referral and Follow-up (SARF) only
license is permitted for programs that will be strictly providing this model only.
A treatment license is not required as long as services meet the CSM
Administrative Rule definitions. A service category license for case management
programs for persons with substance use disorders is required.

2. Strengths-Based Perspective: The two principles of this model are 1) providing
clients support for asserting direct control over the search for resources; and 2)
assisting clients in examining their own strengths and assets as the vehicle for
resource acquisition. This model encourages the use of informal helping networks,
promotes the importance of the client-case manager relationship, and provides an
active, aggressive form of outreach. This model has been used with the substance
abuse population because of 1) the usefulness of helping the client access resources
for recovery; 2) the strong advocacy component; and 3) the emphasis on helping
clients identify their strengths, assets, and abilities.

Services in this model include therapeutic interventions like therapy or skills teaching
for clients and/or their significant others, when these are needed to assist with the
recovery process. Crisis intervention services are provided as a part of this model as
well. In keeping with the concept of building the client-case manager relationship,
services in this model generally take place in the community or the client’s
environment in contrast to an office based setting.

» A treatment license is required in addition to the case management service
category license to provide this type of program.

3. Assertive Community Treatment: Utilizes a team model to provide services to
clients. This model also provides services in the community and clients are sought
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1. The ability to link and/or refer clients to support services depending on the needs and
functioning level of clients.

2. The provider must be able to serve as an advocate to assist and/or represent the client
and his/her needs with other agencies or service providers. This may include but is
not limited to serving as the “voice” of the client in situations where the client is
unable to effectively represent himself/herself, accompanying clients to appointments,
assisting with completion of forms or meeting other requirements the client may have
to secure support/services, making appointments for clients, or ensuring follow-
through of appointments. The level and intensity of involvement should be
dependent on the individual client.

3. Ability to see clients in their community or the capability for face-to-face client
interaction outside of the office setting.

4. The CSM provider must be able to monitor and continually assess the changing

functional and social needs of clients as they progress through recovery and document

this information as required.

The CSM programs must be able to work with a treatment team if needed.

6. Case management services must be based on an individualized treatment or recovery
plan and have the ability to provide, or refer for, crisis intervention.

W

It is not permissible for CSM providers to incorporate both service provision and service
authorization/re-authorization responsibility for their own clients. Authorizations must be
distinct from CSM functions and should be completed through a separate process that is
independent of providing case management services to the client.

CSM Program Categories

Treatment Technical Advisory (TA) #03: Implementing Case Management Services
identified four types of case management models that have been shown to be effective in
helping clients with recovery from substance use disorders. In the TA, licensing
requirements were not established for each model. To further clarify the requirements and
expectations for PIHPs and providers developing a case management program funded
through the MDHHS PIHP contract agreement, the models are reviewed below and licensing
requirements for the PIHP provider network CSM programs have been established for each
model:

I. The Broker/Generalist: This model identifies clients’ needs and assists clients to
access resources. Service planning or areas of needed assistance may be limited to
contacts with the case manager and would not require development of an intensive
long-term relationship. Clients who receive this type of CSM service typically do not
have multiple needs and are able to access and utilize other resources more
independently than clients who receive case management services under the other
models. The case manager advocacy role is less intensive than other CSM service

models. Essentially, the case manager provides the client with the information and
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2. The agency must offer or purport to offer the case management services as a separate and
distinct program among any other program services that may be offered.

Eligibility

In addition to the client agreeing to participate in CSM services, at least one of following
criteria must be present in order for the client to be eligible for CSM services:

1. Client has a documented need in at least one domain involving community living
skills, health care, housing, employment/financial, education or another functional
area in that person’s life.

2. Client has a demonstrated history of recovery failure with or without recovery support
services.

3. Client has a substance use disorder involving a primary drug of choice that will
require longer-term involvement in treatment services to support recovery (such as
methamphetamine, heroin/opiates, inhalants).

4. The chronicity and severity of the client’s disorder is such that ongoing support is
needed to increase the probability of recovery (such as years of use and first
involvement with treatment, or a co-occurring mental health disorder is present with
substance use disorder).

A client who is receiving CSM services from another CSM service or program (mental
health, child welfare, justice system etc.) is not eligible for substance use disorder CSM
services regardless of the criteria met above. Also, a client who has needs that could be met
through another CSM service, for which the client qualifies, is not eligible for substance use
disorder CSM services. In situations where it is determined that the client’s needs cannot be
met, authorization for concurrent enrollment can be provided by the PIHP on a case-by-case
basis. In these situations, there must be coordination with the other program to ensure that
specific services are not duplicated.

Clients can receive CSM services when they are involved in other levels of care if it is
determined to be a necessary adjunct to the current services. CSM services can also be
provided as a step-down from a more intensive level of treatment and can be provided as a
stand-alone service if eligibility requirements are met. CSM services are designed to provide
the client with support to maintain recovery during the transition from formal treatment
services to self-sustained recovery, but are also designed to assist in providing additional
support while the client is receiving services in the initial period of treatment.

Minimum Service Expectations

There are many functions and/or activities that a case management program can be engaged
in to provide services to clients. Although many of the functions of case management
programs will be established at the local level, the following functions for a case
management program are being established as the minimum expectations:
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TREATMENT POLICY # 08

SUBJECT: SUBSTANCE ABUSE CASE MANAGEMENT PROGRAM REQUIREMENTS

ISSUED: January 1, 2008

EFFECTIVE DATE: January 1, 2008

PURPOSE:

The purpose of this policy is to establish requirements for Case Management (CSM) programs.
SCOPE:

PIHP substance abuse provider network.

BACKGROUND:

The substance abuse administrative rules were changed July 5, 2006. These changes resulted in
case management becoming a licensable program category. In October 2006, Michigan
Department of Health & Human Services, Office of Recovery Oriented Systems of Care
(MDHHS/OROSC) provided the field with a technical advisory on the different types of case
management models to assist programs in making a decision on the type of CSM programs that
can be utilized based on the needs of the population within their region.

REQUIREMENTS:
The definition of case management contained in Administrative Rule 325.14101(g) is as follows:

Case Management means a substance use disorder case management program that
coordinates, plans, provides, evaluates and monitors services or recovery from a
variety of resources on behalf of and in collaboration with a client who has a
substance use disorder. A substance use disorder case management program
offers these services through designated staff working in collaboration with the
substance use disorder treatment team and as guided by the individualized
treatment planning process.

The action plan guideline (APG) has established the requirement of having a CSM program
available in each PIHP region by September 30, 2009. To ensure that ecach PIHP and their
providers develop an identifiable case management program and satisfy APG requirements, the

A ansing mmirat e fmomamesntad o #ha Ao alemmsmmt ~E G cmimlnae e oo
fu“uvvuls must o¢ incorporatea in tne dcvclupmcut 01 USIV1 SCIViCes piocess:

I. The program must be identifiable and distinct within the agency’s service configuration.
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STATE OF MICHIGAN

JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI
BOVERANOR Lansmg DIRECTOR
DATE: December 12, 2007
TO: Coordinating Agency Executive Directors

FROM: Donald L. Allen, Director
Office of Drug Control Policy

SUBJECT: Treatment Policy #08: Substance Abuse Case Management Program
Reguirements

Attached js the final version of the Michigan Department of Community Health (MDCH), Office
of Drug Control Policy (ODCP) Treatment Policy #08: Substance Abuse Case Management
Program Requirements. 'This policy was sent to all coordinating agencies on September 7, 2007
with a review period of 30 days. Macomb County Community Mental Health submitted

comments that were utilized in the finalization of the policy.

Attachment

LEWIS CASS BURLDING » FIFTH FLOOR « 320 SOUTH WALNUT STREET » LANSING, MICHIGAN 48813
www.michigan.goviodep = (§17) 373-4700
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* Anaudit of the treatment and recovery plan progress review to check for:

Progress note information matching what is in review.

Rationale for continuation/discontinuation of goals/objectives.

New goals and objectives developed with client input.

Client participation/feedback present in the review.

Signatures, i.e., client, counselor, and involved individuals, or documentation as to why
no signature.

M

REFERENCES

Mee-Lee, D., Shulman, G.D., Fishman, M., Gastfriend, D.R., and Griffith, J.H. (Eds.) (2001).
ASAM Patient Placement Criteria for the Treatment of Substance-Related Disorders, Second
Edition-Revised (ASAM PPC-2R). Chevy Chase, MD: American Society of Addiction
Medicine, Inc.

Miller, S.D., and Duncan, B.L. (2000). Paradigm Lost: From Model-Driven to Client-Directed,
Outcome-Informed Clinical Work. Institute for the Study of Therapeutic Change, Chicago,
[linois.

Miller, S., Mee-Lee, D., Plum, B., and Hubble, M. (2005). Making Treatment Count: Client-
Directed, Outcome Informed Clinical Work with Problem Drinkers. John Wiley & Sons, Inc.
Hoboken, N. J.

National Institute on Drug Abuse (2000). Principles of Drug Addiction Treatment. Washington,
D.C.: NIDA.

\( o~

Depuorah J. Hollis, E)xrecq{:
APPROVED BY:  Burtau of Substance Abuse and Addiction Services
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The plan and plan reviews not only serve as tools to provide care to the client, they help in the
administrative function of service authorization. Decisions concerning, but not limited to,
length of stay, transfer, discharge, continuing care, and authorizations by CAs must be based
on individualized determinations of need and on progress toward treatment and recovery goals
and objectives. Such decisions must not be based on arbitrary criteria, such as pre-determined
time or payment limits.

Policy Monitoring and Review

The PIHP will monitor compliance with individualized treatment and recovery planning and
these reviews will be made available to the Office of Recovery Oriented Systems of Care
(OROSC) during site visits. OROSC will also review for individualized treatment and
recovery planning during provider site visits. Reviews of plans will occur in the following
manner:

e A review of the biopsychosocial assessment to determine where and how the needs and
strengths were identified.

e A review of the plan to check for:

1. Matching goals to needs — Needs from the assessment are reflected in the goals on the
plan.

2. Goals are in the client’s words and are unique to the client — No standard or routine
goals that are used by all clients.

3. Measurable objectives — The ability to determine if and when an objective will be
completed.

4, Target dates for completion — The dates identified for completion of the goals and
objectives are unique to the client and not just routine dates put in for completion of
the plan.

5. Intervention strategies — the specific types of strategies that will be used in treatment —
group therapy, individual therapy, cognitive behavioral therapy, didactic groups, etc.

6. Signatures — client, counselor, and involved individuals, or documentation as to why
no signature.

7. Recovery planning activities are taking place during the treatment episode.

e A review of progress notes to ensure documentation relates to goals and objectives,
including client progress or lack of progress, changes, etc.
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Once the goals and objectives are jointly decided on, they are recorded in the planning
document utilized by the provider. Goals must be stated in the client’s words or based on the
client’s reported concerns. Each goal that is written down should be directly tied to a need that
was identified in the assessment. Once a goal has been identified, then the objectives — the
activities the client needs to perform to achieve the goal — are recorded. The objectives must
be developed with the client but do not have to be recorded in the client’s exact words. The
objectives need to be written in a manner in which they can be measured for progress toward
completion along with a targeted completion date. The completion dates must be realistic to
the client or the chances of compliance with treatment are greatly reduced.

Establishing Treatment Interventions

The next component of the plan is to determine the intervention(s) that will be used to assist
the client in being able to accomplish the objectives. In other words — what action will the
client take to achieve a goal, and what action will the counselor take to assist the client in
achieving the goal. This should be specific, not just generalized statements of individual or
group therapy. Again, these actions must be mutually agreed upon to provide the best chance
of success for the client.

Framework for Treatment

The individualized treatment and recovery plan provides the framework by which services
should be provided. Any individual or group sessions that the client participates in must
address or be related to the goals and objectives in the plan. When progress notes are written,
they reflect what goal(s)/objective(s) were addressed during a treatment session. The progress
notes recorded by the clinician, should document progress or lack of progress and any
adjustments/changes to the treatment and recovery plan. Once a change is decided on, it should
then be added to the plan in the format described above and initialed by the client or with
documentation of client approval.

Treatment and Recovery Plan Progress Reviews

Plans must be reviewed and documentation of such must be placed in the client record. The
frequency of the reviews can be based on the time frame in treatment (60, 90, 120 days) or on
the number of treatment episodes that have taken place since admission or since the last review
(8, 10, 12 episodes). The reviews must include input from all clinicians/treatment/recovery
providers involved in the care of the client, as well as any other individuals the client has
involved in his/her plan. This review should reflect on the progress the client has made toward
achieving each goal and/or objective, the need to keep specific goals/objectives or discontinue
them, and the need to add any additional goals/objectives due to new needs of the client. As
with the initial plan, the client, clinician, and other relevant individuals should sign this review.
If individual signatures are unable to be obtained, documentation explaining why must be
provided.
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process. Evidence of client participation includes goals and objectives in the client’s own words,
goals and objectives based on needs the client identified in the assessment, and evidence the client
was in attendance when the plan was developed.

PROCEDURE

Treatment and recovery planning begins at the time the client enters treatment — either directly or
based on a referral from an access system — and ends when the client completes or leaves formal
treatment services. Planning is a dynamic process that evolves beyond the first or second session
when required documentation has been completed. Throughout the treatment process, as the
client’s needs change, the plan must be revised to meet the new needs of the client.

Recovery planning is undertaken as a component of the treatment plan and should progress as the
client moves through the treatment process. It is important that the recovery plan be a viable and
workable plan for the client and, upon the end of formal treatment services, he/she is able to
continue along his/her recovery path with guidance from his/her plan. It is not acceptable that the
recovery plan be developed the day before a client’s planned completion of treatment services.

The treatment and recovery plans are not limited to just the client and the counselor. The client
may request any family members, friends or significant others be involved in the process. Once
each plan is developed, the client, counselor, and other involved individuals, such as significant
others, family and mental health providers, must sign the form indicating understanding of the plan
and the expectations.

Establishing Goals and Objectives

The initial step in developing an individualized treatment and recovery plan involves the
completion of a biopsychosocial assessment. This is a comprehensive assessment that includes
current and historical information about the client. From this assessment, the needs and
strengths of the client are identified and it is this information that assists the counselor and
client in establishing the goals and objectives that will be focused on in treatment. The
identified strengths can be used to help meet treatment goals based on the client’s individual
needs. Examples of strengths might be a healthy support network, stable employment, stable
housing, a willingness to participate in counseling, etc. After strengths are identified, the
counselor assists the client in using these strengths to accomplish the identified goals and
objectives. Identifying strengths of the client can provide motivation to participate in
treatment, assist in identifying the most appropriate modality of treatment (individual, group,
etc.), and may take the focus off any negative situations that surround the client getting
involved in treatment, i.e., legal problems, work problems, relationship problems, etc.

Writing the Plan
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TREATMENT POLICY # 06

SUBJECT: Individualized Treatment and Recovery Planning

ISSUED: September 22, 2006, revised February 29, 2012

EFFECTIVE: April 2,2012

PURPOSE

The purpose of this policy is to establish the requirements for individualized treatment and
recovery planning. Treatment and recovery plans must be a product of the client’s active
involvement and informed agreement. Direct client involvement in establishing the goals and
expectations for treatment is required to ensure appropriate level of care determination, identify
true and realistic needs, and increase the client’s motivation to participate in treatment. By
participating in the development of their recovery plan, clients can identify resources they may
already be familiar with in their community and begin to learn about additional available services.
Treatment and recovery planning requires an understanding that each client is unique and each
plan must be developed based on the individual needs, goals, desires and strengths of each client.

The planning process can be limited by the information that is gathered in the assessment or by
actual planning forms. All planning forms should be reviewed on at least an annual basis to ensure
that the information being gathered, or the manner in which it is recorded, continues to support the
individualized treatment and recovery planning process.

SCOPE

This policy impacts the PIHP and its provider network of substance use disorder services.
BACKGROUND

Expectations for individualized treatment planning had been advisory requirements in the contract
with the CAs from 2004 through 2006. This policy formalizes those expectations and introduces
the need for recovery planning as an essential part of this process.

REQUIREMENTS

The Administrative Rules for Substance Abuse Programs in Michigan promulgated under PA 368
of 1978, as amended, state, “A recipient shall participate in the development of his or her treatment

plan.” [Recipient Rights Rules, Section 305(1)].

All PIHP providers must also be accredited by one of the approved national accreditation bodies.
Accreditation standards also require evidence of client participation in the treatment planning
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RICK SNYDER - DEPARTMENT OF COMMUNITY HEALTH OLGA DAZZO
COVERNOR LANSING DIREGTOR
MEMORANDUM

DATE:  April 26,2012
To:l Substance Abuse Coordinating Agency Dixectors

FrROM:  Deborah J. Ho hjirector
" Bureau of Substakce Abuse and Addiction Services

suBJECT:  Treatment Policy #6: Individualized Treatment and Recovery Planning

Attached is the final version of Treatment Policy #6: Individualized Treatment and Recovery
Planning. This policy became effective April 2, 2012,

A draft of this policy was sent to all substance abuse coordinating agencies for review in
December 2011, Comments and feedback were received from the Detroit Bureau of Substance
Abuse Prevention, Treatment and Recovery, Mid-South Substance Abuse Commission, and
Genesee County Community Mental Health, which were utilized to finalize this policy. Some of
the feedback received indicaled that there was a preference for separate treatment and recovery
planning. BSAAS believes that it is important that these activities {ake place simultaneously to
ensure client input and the viability of recovery plamning. Concerns were expressed that
treatment goals and objectives that completely reflect the client’s words are not always
measurable.  Adjustments were made to the poliey to corrcet this issue. The policy also
provides clarification regarding required signatures on treatment plans and updates.

If you have any questions or need forther clarification, please contact Angie Smith-Butterwick,
at smitha8@michigan.gov or 517-373-7898.

DJH:ssb
Attachment

¢: Felix Sharpe
Jeff Wieferich

LCH-U3LF (01711 LEWIS CASS BUILDING + 320 SOUTH WALNUT STREET - LANSING, MICHIGAN 48913
www.michigan.gov/mdch-bsaas * (517) 373-4700
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APPROVED BY:  Burkau of Substance Abuse and Addiction Services
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Clinicians who wish to become proficient in the NADA protocols must study under a NADA
Registered Trainer, usually by participating in a 30-hour classroom/didactic training course
followed by 40 hours of hands-on work in a clinic. Upon completion of training, the trainee's
documentation is submitted to NADA for final approval and issuance of a certificate of training
completion as an ADS. Once certified and insured, the ADS is able to bill for services.

More information about the NADA Protocol, how to become an ADS, and training resources may
be found at www.acudetox.com.

REFERENCES:
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symptoms of post-traumatic stress disorder in veterans in the United States and refugees abroad.
Auricular acupuncture has been used successfully in treating pregnant substance abusing women
and drug-exposed infants who are experiencing withdrawal.

Non-auricular acupuncture points can also be used as part of an individualized acupuncture
treatment plan when performed by a registered acupuncturist.

Acupuncture may be performed as an adjunct therapy to any treatment modality in any setting.
Counseling, 12-step programs, relapse prevention, referral for supportive services, and life skills
training are all components of a comprehensive program that can include acupuncture. Auricular
acupuncture for substance use disorder treatment appears to work best in a group setting. In
keeping with the philosophy of TCM, the patient is encouraged to be actively involved in his/her
own treatment and to see substance abuse holistically, as part of total emotional, physical, and
spiritual health, and to recognize the relationship his/her disorder has to other people and the
environment.

REQUIREMENTS:

Michigan Law

Acupuncture may be performed by the following individuals: a) Medical Doctor, b) Doctor of
Osteopathy, and c¢) Registered Acupuncturist. An individual who holds a Certificate of Training
in Detoxification Acupuncture as an Acupuncture Detoxification Specialist (ADS) issued by
NADA and is under the supervision of a person licensed to practice medicine in the state may use
the NADA protocol for substance use disorder treatment. The supervising physician needs not be
trained in acupuncture nor be present when the procedure is performed.

Disposable sterile needles must be used for all acupuncture treatments.
The following Michigan Compiled Laws, from the Public Health Code, pertain to acupuncture:

333.16215  Supervision of Acupuncture
333.16501 Definition of Acupuncturist
333.16511 Exemption from Registration

PROCEDURE:

The recommended procedure for the use of acupuncture as a substance use disorder treatment
support is the protocol developed by NADA. This five point auricular protocol, which includes
the liver, kidney, lung, sympathetic nervous system and shen men points, is the only procedure
allowed to be performed by a NADA trained and certified ADS. Registered Acupuncturists and
physicians may use their professional judgment and expertise in determining the acupuncture
points to be used.
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TREATMENT POLICY #02
SUBJECT: Acupuncture
ISSUED: May 1, 1994, revised June 2001, March 2007, and July 2012

EFFECTIVE: November 1, 2012

PURPOSE:

To establish standards for the use of acupuncture when used as an adjunct therapy in substance use
disorder treatment.

SCOPE:

The Office of Recovery Oriented Systems of Care will allow community grant expenditures for
acupuncture as an adjunct therapy in any substance use disorder treatment setting. Acupuncture
may be used to support drug-free or medication-assisted treatment (MAT).

BACKGROUND:

In 1972, the use of auricular acupuncture for acute drug withdrawal was developed in Hong Kong.
Shortly thereafter, Michael Smith, M.D., a psychiatrist at Lincoln Hospital in the South Bronx,
New York City, started using it extensively. Dr. Smith developed a five-point auricular protocol,
which has been adopted by the National Acupuncture Detoxification Association (NADA). The
following ear points are used in the protocol: liver, kidney, lung, sympathetic nervous system, and
shen men (spirit gate). Stimulation of these ear points reduces stress and anxiety, which allows
the patient to be more receptive to counseling. [t also lessens depression and insomnia, and
alleviates the craving for substances, thus aiding in recovery. It should be noted that the term
“detoxification” is used as an eastern or Traditional Chinese Medicine (TCM) concept and is based
on the principle that illnesses can be caused by the accumulation of toxic substances (toxins) in
the body. Eliminating existing toxins and avoiding new toxins are essential parts of the healing
process. Used in this manner, detoxification principles should be implemented throughout the
treatment continuum and to prevent relapse rather than only in the initial stage of treatment.

Auricular acupuncture offers a low-cost way to enhance outcomes and lower the total cost of
substance abuse treatment. It has been shown to be effective in relieving the symptoms of
withdrawal from alcohol, heroin, and crack cocaine; making patients more receptive to treatment;
reducing or eliminating the need for MAT; and lessening the chances of relapse. Some clients
experience a decrease in depression and anxiety symptoms as a result of acupuncture, which can
contribute to their success in recovery. Studies have also shown success in decreasing the
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MEMORANDUM

DATE: October 19, 2012
TO:  Regional Substance Abuse Coordinating Agency Directors

FROM:  Deborah J. Hollis, Director
Bureau of Substance Abuse and Addiction Services

SUBJECT:  Revised Treatment Policy #02: Acupuncture

Attached is the final version of Treatment Policy #02: Acupuncture. This policy will become
effective November 1, 2012.

A draft of this policy was sent to all substance abuse coordinating agencies for review on August
24, 2012. Comments and feedback were received from Macomb County Community Mental
Health, which were utilized to finalize this policy. The feedback expressed the desire for
clarification regarding the ability of an acupuncture detoxification specialist to bill for services,
and at what point they were eligible to bill. Clarification is provided within the policy.

If you have any questions or need further clarification, please contact Angie Smith-Butterwick, at
smitha8@@michigan.gov or 517-373-7898.

DJH/asb

Attachment
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Treatment Policy #09

Outpatient Treatment Continuum of Services
Effective January 1, 2017

Treatment Policy #10

Residential
Treatment
Continuum
of Services

Effective
Jan. 16, 2017

Treatment Policy #12
Women’s Treatment
Effective October 1, 2010
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VL TREATMENT REQUIREMENTS

Treatment
Policy #02
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Treatment
Policy #06

Individualized Treatment and Recovery Planning—
Effective April 2,2012

Treatment Policy
#07 Access Management
System— Effective
November 1, 2006 has
been replaced by
contract attachment
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Management System
Amendment #1

Treatment Policy #08

Substance Abuse Case Management Program
Requirements—
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APPROVED BY: Burtau of Substance Abuse and Addiction Services

ﬁ@fm «/Lg, M



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program FY 18
Attachment PI1.B.A

Use an applicant screening process that helps maintain a safe and supportive environment for
a specific group of persons in recovery.

Foster mutually supportive and recovery-oriented relationships between residents and staff
through peer-based interactions, house meetings, community gatherings, recreational events,
and other social activities.

Encourage each resident to develop and participate in his/her own personalized recovery
plan.

Provide non-clinical, recovery support and related services.

Encourage residents to attend mutually supportive, self-help groups, and/or outside
professional services.

Maintain the interior and exterior of the property in a functional, safe, and clean manor that is
compatible with the neighborhood.

Provide rules regarding noise, smoking, loitering, and parking that are responsive to a
neighbor’s reasonable complaints.

The full NARR standards can be found at http://narronline.org/wp-
content/uploads/2013/09/NARR-Standards-20110920.pdf

In addition to the standards developed by NARR, recovery residences should maintain a
prevention license through the Michigan Department of Licensing and Regulatory Affairs. This
will help ensure a minimum level of housing standards throughout the state.

REFERENCES:

National Association of Recovery Residences. (2011). Standard for Recovery Residences.

Retrieved October 6, 2014, from http://narronline.org/wp-
content/uploads/2013/09/NARR-Standards-20110920.pdf

Oxford House International. (2011). Oxford House Manual. Retrieved May 25, 2012, from

http://www.oxfordhouse.org/userfiles/file/doc/man_house.pdf.

Ocean State Coalition of Recovery House Standards. (2011). Standards. Retrieved May 25,

2012, from http://www.recoveryhousingri.com/

U.S. Code of Federal Regulations, Public Health Service, 45 CFR Part 96 § 129. (2001).

Revolving funds for establishment of homes in which recovering substance abusers may
reside. Retrieved May 25, 2013, from http://www.gpo.gov/fdsys/pkg/CFR-2009-title45-
voll/xml/CFR-2009-titled435-voll-sec96-129.xml.
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return to a more independent and functional life in the community. These residences
provide varying degrees of support and structure. Participation is based on individual
need and the ability to follow the requirements of the program. (Excerpt from the
proposed Substance Use Disorder Benefit Package for the state of Michigan).

RECOMMENDATIONS:

From the review of standards available nationally, OROSC determined that there were certain
aspects of the establishment and maintenance of recovery housing that was necessary for
success. They are as follows:

Maintain an alcohol-and illicit-drug-free environment.

Maintain a safe, structured, and supportive environment.

Set clear rules, policies, and procedures for the house and participating residents.
Establish an application and screening process for potential residents.

Endeavor to be good neighbors and get residents involved in their community.

Recovery Housing Standards

After careful consideration of the options available, OROSC has come to the determination that
the levels of recovery housing and standards identified by NARR most closely fit the vision of
recovery housing for Michigan. The levels are as follows:

Level I - Peer Run — staff positions within the residence are not paid; setting is generally
single family residences; services include drug screenings and house meetings; and residence
is democratically run with policies and procedures.

Level I - Monitored — staff consists of at least one compensated position within the house;
setting is primarily single family residences, potentially apartments or other types of
dwellings; services include house rules, peer run groups, drug screens, and house meetings;
and residence is administered by house manager with policies and procedures.

Level I1I - Supervised — staff includes a facility manger, certified staff or case manager(s);
setting is all types of residential; services include clinical services accessed in the
community, service hours within the house, and in-house life skill development; and
residence has administrative oversight with policies and procedures.

Level IV - Service Provider — staff are credentialed; setting is all types of residential, often
a step down phase within care continuum of a treatment center; services include in-house
clinical services and life skill development; and residence has clinical and administrative
supervision with policies and procedures.

The following are samples of the standards identified by NARR; they are representative of the
interests and activities that OROSC supports. Recovery residences must:

Identify clearly the responsible person(s) in charge of the recovery residence to all residents.
Collect and report an accurate process and outcome data for continuous quality improvement.
Maintain an accounting system that fully documents all resident’s financial transactions, such
as, fees, payments, and deposits.
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TREATMENT TECHNICAL ADVISORY #11

SUBJECT: Recovery Housing

ISSUED: July 31, 2015

EFFECTIVE:  October 1,2015

PURPOSE:

The purpose of this advisory is to provide guidance to the field on developing and supporting
recovery housing for Prepaid Inpatient Health Plans (PIHPs) and interested programs.

SCOPE:
This advisory impacts PIHPs and their provider network.

BACKGROUND:

The Michigan Department of Health and Human Services, Office of Recovery Oriented Systems
of Care (OROSC) began researching opportunities for recovery housing in late 2011. A request
was sent to all states and several of the former coordinating agencies, for information regarding
their recovery housing standards and structures. In addition, the National Association of
Recovery Residences’ (NARR) standards were reviewed. Many states endorsed the Oxford
House model, while others had a combination of housing options available for their recovery
population. States that have been awarded Access to Recovery Grants had developed extensive
standards to monitor recovery housing and funding that went along with it.

Clarification regarding using Substance Abuse Block Grant (SABG) funds for recovery housing
was sought from the Center for Substance Abuse Treatment. SABG funds may not be used to
fund an individual’s lodging in recovery housing. However, SABG funding can be used in
conjunction with a treatment service category to provide room and board for any individual, to
the extent that it is integral to the treatment process. In addition, the SABG set aside for pregnant
and parenting women does allow payment to provide housing eligible women. Recovery
Housing for the pregnant and parenting population will ideally be offered through a designated
program to ensure that all of their needs are met.

Definitions
OROSC has defined “recovery housing” as follows:

Recovery housing provides a location where individuals in early recovery from a
behavioral health disorder are given the time needed to rebuild their lives, while
developing the necessary skills to embark on a life of recovery. This temporary
arrangement will provide the individual with a safe and secure environment to begin
the process of reintegration into society, and to build the necessary recovery capital to
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¢ Alcohol and Drug Education: May occur in a group setting as outlined above (educational groups),
or may be used as independent study, with the provider giving “assignments” to be discussed at the
next session.

* Referral/Linking/Coordination of Services: Office-based service activity performed by the primary
service provider to address needs identified, and/or to ensure follow-through with outside
services/community resources, and/or to establish the client with other substance use disorder services.

Please note that the above services are offered in many treatment settings, and may be utilized for those
clients seeking early intervention services. However, in order to be billed as an early intervention service,
a program must have a license for early intervention.

Clients may engage in more than one of the above interventions at a time, based upon individual need. If
it becomes evident that a client is in need of a higher level of care, arrangements should be made to transfer
that client into the appropriate level of service. Also to be taken into consideration at that point, is the
client’s readiness to change and willingness to engage in treatment.

The transferring of clients between treatment providers and counselors often results in client dropout. Thus,
what is frequently termed a “warm hand-off,” connecting the client with the new provider/therapist directly
by way of a three-way call or other appropriate communication, is preferred when transitioning clients.

Eligibility

Prevention: Persons identified and assessed as having indulged in illegal or age inappropriate use of
tobacco, alcohol and/or illicit drugs that do not meet the threshold for substance abuse or dependence, and
for whom no diagnosis is made; i.e., college or military substance abuse; alcohol, tobacco, and illicit drug—
impaired driving; children of alcoholics; children of substance abusing parents; Fetal Alcohol Spectrum
Disorder; and HIV/AIDs.

Treatment: As previously noted, clients seeking this level of care, must meet, at a minimum, Level 0.5 of
the ASAM PPC-2R, and be experiencing some problems and/or consequences associated with their
substance use. For example, those who are seeking services related to a first time DUI charge would not
be eligible without also meeting ASAM criteria. Clients already engaged in more intensive services, or at
a level of contemplation that makes them appropriate tor treatment, should not receive early intervention
services. However, those clients waiting for treatment services may access early intervention as an interim
service.

Funding

Funding for early intervention services comes from treatment and prevention. However, early intervention
services performed or provided within a prevention program shall not be funded with Community Grant
dollars. The Healthcare Common Procedure Coding System for early intervention services provided with
treatment funding is #0022, which encompasses many of the allowable services. The Medicaid Provider
Manual lists early intervention as an allowable service (12.1.B, 2011).

REFERENCES:
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e Dimensions 4, 5, and 6: one of the following specifications in these dimensions must be met.

* Dimension 4: the individual expresses a willingness to gain an understanding of how his/her
current alcohol or drug use may be harmful or impair the ability to meet responsibilities and achieve
goals.

» Dimension 5: the individual does not understand the need to alter his/her current pattern of use, or
the individual needs to acquire the specific skills needed to change his/her current pattern of use.

* Dimension 6: the individual’s social support system consists of others whose substance use
patterns prevent them from meeting responsibilities or achieving goals, or the individual’s family
members are abusing substances which increases the individual’s risk for a substance use disorder,
or the individual’s significant other holds values regarding substance use that create a conflict for
the individual, or the individual’s significant other condones or encourages inappropriate use of
substances.

Services should be focused on meeting the client where they are within the stages of change. Some clients
may be appropriate for a higher level of care, but uncomfortable engaging in formal treatment, or at a stage
of change that may not significantly benefit from formal treatment services. In this instance, early
intervention services would be allowable. Clients may be screened through the local Access Management
System (AMS) and, if appropriate, referred for early intervention services at the provider of their choice.
However, clients may also be screened through the early intervention program, as determined by the
appropriate coordinating agency. Treatment providers will perform, at minimum, a screening to determine
appropriate services for the client, as well as to measure future progress. The treatment provider and the
client will then establish goals to achieve during the course of treatment/intervention. Clients may then be
offered an appropriate intervention, based on their established goals. Some clients will require referral for
further assessment or to another level of treatment due to emerging concerns.

Early intervention services should be time-limited and short-term, and may be used as a stepping-stone to
the next level for those clients who need it. Early intervention may also be used as an interim service, while

an individual waits for their assessed level of care to become available.

Allowable Services in Early Intervention

e Group: Prevention and/or treatment occurring in a setting of multiple persons with similar
concerns/situations gathered together with an appropriately credentialed staff that is intended to
produce prevention of, healing or recovery from, substance abuse and misuse. Group models used in
early intervention prevention and treatment are not intended to be psychotherapeutic or limited, and
may include:

= Educational groups, which educate clients about substance abuse.

»  Skill development groups, which teach skills needed to attain and sustain recovery, for example:
relapse triggers and tools to sustain recovery.

*  Support groups, which support members and provide a forum to share information about engaging
in treatment, maintaining abstinence and managing recovery. These may be managed by peers or
credentialed staff.

= Interpersonal process groups, which look at major developmental issues that contribute to
addiction or interfere with recovery.

e Individual: One-on-one education and/or counseling between a provider and the client.
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has an approved certification. These individuals have responsibility for implementing a range of
prevention plans, programs and services.

Specially Focused Staff: Individuals responsible for carrying out specific activities relative to
treatment programs and are not responsible for clinical activities. May include case managers or AMS
staff. Staff works under the direction of specialists or supervisors. Certification is not required,
although appropriate licensure may be required depending on the scope of practice.

Stages of Change:

* Pre-contemplation: clients are not considering change at this stage, and do not intend to change
behaviors in the foreseeable future.

»  Contemplation: clients have become aware that a problem exists, may recognize that they should
be concerned about their behavior, but are typically ambivalent about their use, and changing their
behavior.

* Preparation: clients understand that the negative consequences of continued substance use
outweigh any perceived benefits and begin specific planning for change. They may begin to set
goals for themselves, and make a commitment to stop using,.

* Action: clients choose a strategy for change and actively pursue it. This may involve drastic
lifestyle changes and significant challenges for the client.

* Maintenance: clients work to sustain sobriety and prevent relapse. They become aware of
situations that will trigger their use of substances and actively avoid those when possible.

Substance Abuse Treatment Specialist (SATS): An individual who has licensure as identified in the
Credentialing and Staff Qualifications portion of the MDHHS PIHP contract, AND is working within
his or her licensure-specified scope of practice, OR an individual who has an approved certification.
These are clinical staff providing substance use disorder treatment and counseling, and are responsible
for the provision of treatment programs and services.*

Substance Abuse Treatment Practitioner (SATP): An individual who has a registered Michigan
Certification Board for Addiction Professionals (MCBAP) certification development plan, that is
timely in its implementation, AND is supervised by an individual with a Certified Clinical Supervisor
credential through MCBAP or a registered development plan to obtain the supervisory credential, while
completing the requirements of the plan (6000 hours).*

* The above definitions can be found in the SUD Services Policy Manual included in the
MDHHS PIHP contract agreement. Please refer to the contract agreement for a full
description of the credentialing requirements.

RECOMMENDATIONS:

Clients who are appropriate for this level of treatment, at the very least, shall meet the criteria in the current
edition of the 4SAM PPC-2R, for level 0.5 or its equivalent. The criteria are as follows:

The individual who is appropriate for level 0.5 services shows evidence of problems and risk factors
that appear to be related to subsiance use, bui do not meet the diagnostic criteria for a Substance-Related
Disorder, as defined in the current Diagnostic and Statistical Manual (DSM).

Dimensions 1, 2, and 3: concerns are stable or being addressed through appropriate services.
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Revisions to the Substance Abuse Administrative Rules have designated early intervention as a “substance
abuse treatment service category.” The Michigan Administrative Code, R325.14102(a)(1), defines early
intervention as a specifically focused treatment program, including stage-based intervention for individuals
with substance use disorders as identified through a screening or assessment process, and individuals who
may not meet the threshold of abuse or dependence.

ASAM PPC-2R defines early intervention as “services that explore and address any problems or risk factors
that appear to be related to the use of alcohol and other drugs and that help the individual to recognize the
harmful consequences of inappropriate use. Such individuals may not appear to meet the diagnostic criteria
for a substance use disorder, but require early intervention for education and further assessment,” (Mee-
Leeet. al., 2001). Ideally, early intervention services in Michigan will follow ASAM PPC-2R criteria while
staying within the guidelines of the administrative rules.

It is important to note that, while this is a new service category for the treatment field, the prevention field
has been providing this type of service for some time. “Prevention” refers to this level of service as Problem
Identification and Referral (PIR), and defines it as “helping a person with an acute personal problem
involving, or related to SUDs, to reduce the risk that the person might be required to enter the SUDs
treatment system” (U.S. CFR, 1996). Individuals eligible for PIR services are identified as having indulged
in illegal or age inappropriate use of tobacco, alcohol and/or illicit drugs. These individuals are screened
to determine if their behavior can be reversed through education. Designed to increase and enhance
protective factors that reduce and prevent SUDs, the assessment for, and the implementation of PIR
services, may be population-based or focused on the individual. These potential participants of PIR services
do not meet the threshold for substance abuse or dependence, and no diagnosis is made. PIR services
include, but are not limited to, interventions such as, employee assistance programs, and student assistance
and education programs targeting persons charged with driving under the influence (DUI), or driving while
intoxicated. The Institute of Medicine’s “Continuum of Care” model (Institutes of Medicine, 1994),
classifies prevention interventions based on their target populations. For example, PIR interventions
targeting individuals using substances, but not diagnosed with a substance use disorder, would be classitied
as “case identification” services, also described as “early intervention.”

Early intervention as a treatment service provides an intervention that is appropriate for the individual and
their stage of change, as well as access to clinical services. Clients are screened on an individual level only,
and a diagnosis is required, at least on a provisional basis. Intervention plans, or at minimum a participation
goal, are developed for this level of service. Participants are not required to meet abuse or dependence
thresholds for early intervention services.

DEFINITIONS:

Community Group Activist/Recovery or Other Volunteer: Not recognized as a credential category;
responsibilities determine credentialing requirement.

Intervention Plan: A minimal plan that sets forth the goals, expectations, and implementation
procedures for an intervention. Specific activities that intend to change the knowledge, attitudes,
beliefs, behaviors, or practices of individuals.

Prevention Professional: An individual who has licensure as identified in the Credentialing and Staff
Qualifications portion of the Michigan Department of Health & Human Services (MDHHS) CA
contract, AND is working within his or her licensure-specified scope of practice, or an individual who
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TREATMENT TECHNICAL ADVISORY #09

SUBJECT: Early Intervention

ISSUED: November 30, 2011

PURPOSE:

The purpose of this advisory is to establish the process and expectations for Level 0.5 of the American
Society of Addiction Medicine’s Patient Placement Criteria, 2™ Edition-Revised (ASAM PPC-2R) in
substance use disorder treatment.

SCOPE:

This advisory impacts all substance abuse PIHPs and their providers who offer substance use disorder
(SUD) services.

BACKGROUND:

Substance abuse treatment early intervention programs are effective with clients who are considered risky
users, those experiencing mild or moderate problems, as well as those who are experiencing some of the
symptoms of abuse or dependence (DHHS CSAP, 2002). Early intervention services would also be
appropriate for those individuals who are considered to be in the pre-contemplative stage of change.

Treatment and prevention service providers may offer early intervention services to clients who, for a
known reason, are at risk for developing alcohol or other drug abuse or dependence, but for whom there is
not yet sufficient information to document alcohol or other drug abuse or dependence. Those staff
providing early intervention services must be supervised by appropriately credentialed staff. The goals of
early intervention include:

Increasing protective factors that promote a reduction in substance use.
Improving a client’s readiness to change.

Preparing clients for the next level of treatment.

Integrating new skills into clients’ lives on a daily basis.

YV VY

The Center for Substance Abuse Treatment’s (CSAT) Treatment Improvement Protocol (TIP) 35 (DHHS
CSAT, 1999b), indicates providers can be helpful at any time in the change process by accurately assessing
the client’s readiness to change by utilizing the appropriate motivational strategies to assist their move to
the next level. Clients already engaged in more intensive services (outpatient [OP], intensive outpatient
[IOP], residential) should not receive early intervention services. However, clients who are at the level of
contemplation that makes them appropriate for treatment may receive early intervention services as an

Iinterim service.

A workgroup was convened to determine standards for early intervention treatment. The workgroup was
comprised of representatives from PIHPs, providers and the Office of Recovery Oriented Systems of Care.
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STATE OF MICRIGAN

RICK SNYDER DEPARTMENT OF COMMUNITY HEALTH OLGA DAZZO
GOVERNOR . LANSING DIRECTOR
MEMORANDUM

DATE: November 23, 2011

TO: Regional Substance Abuse Coordinating Agency Directors
Michigan Association of Substance Abuse Coordinating Agencies President
Association of Licensed Substance Abuse Organizations President
Salvation Army Harbor Light Director

FROM:  DeborahJ @&f&ﬁk, Director _
Bureau of Substance Abuse and Addiction Services

SUBJECT: Technical Advisory for Early Intervention Expectations

Attached is the final version of Technical Advisory #09 — Early Intervention, which will go into
effect on November 30, 2011,

The draft technical advisory (TA) #09 was submitied to the coordinating agencies (CAs),
Michigan Association for Substance Abuse Coordinating Agencies, Association of Licensed
Substance Abuse Organizations, residential providers, and the Salvation Army Harbor Light on
April 13, 2011, for a 90-day response period. Comments were received from Macomb County
Community Mental Health, and Oakland Substance Abuse Services, and incorporated into the final
document. :

This TA focuses on establishing minimal guidelines for early intervention treatment services,
while keeping traditional prevention services intact. Because this is a new scrvice calegory,
special care was taken to allow enough variability so that CAs could tailor their early
intervention programming to best meet the needs of their region, ‘

Should you have any questions or need further clarification on any issues in this advisory, please
contact Angie Smith-Butterwick at smithaB{@michigan.gov, or (517) 373-7898.

Attachment
DJH:ssb

¢: Felix Sharpe

LEWIS CASS BUILDING - 320 SOUTH WALNUT STREET * LANSING, MICHIGAN 48813
www.michigan.govimdch-bsaas - (517) 373-4700
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individual who meets the training requirements and is working within the program.
Documentation is required and must be kept in personnel files. Other arrangements can be
approved by the OROSC Women’s Treatment Coordinator. These hours are an approximation
only, and based on P-CAP requirements and consideration of the needs of Michigan’s population.

REFERENCES:
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Peer advocates' billable time for transporting clients to and from relevant appointments is
allowable and encouraged.

14. Develop referral agreement with community agency to provide family planning options
and instruction.

15. Screen children of appropriate age using the Fetal Alcohol Syndrome (FAS) Pre-screen
form attached to the Fetal Alcohol Spectrum Disorders Policy (OROSC Treatment Policy
#11).

16. Identify clients in Enhanced Women’s Services programming with the “HD” modifier.

Education/Training of Peer Advocates:

Individuals working and providing direct services for Enhanced Women’s Services must complete
training on the following topics within three months of hire:

e Fundamentals of Addiction and Recovery*

¢ Ethics (6 hours)

Motivational Interviewing (6 hours)

Individualized Treatment and Recovery Planning (6 hours)

Personal Safety, including home visitor training (4 hours)

Client Safety, including domestic violence (2 hours)

e Advocacy, including working effectively with the legal system (2 hours)

e Maintaining Appropriate Relationships (2 hours)

o Confidentiality (2 hours)

e Recipient Rights (2 hours, available online)
*Could be accomplished by successtul completion of the MAFE if no other opportunity is
available.

In addition, the following training must also be completed within the first year of employment:

e Relational Treatment Model (6 hours)

e Cultural Competence (2 hours)

e  Women and Addiction (3 hours)

e FASD (including adult FASD) (6 hours)

e Trauma and Trauma Informed Services (6 hours)
e (ender Specific Services (3 hours)

e Child Development (3 hours)

e Parenting (3 hours)

e Communicable Disease (2 hours, available online)

Peer advocates must complete the above trainings as indicated. Any training provided by domestic
violence agencies, the Michigan Dcpartment of Health & Human Services, or child abuse
prevention agencies would be appropriate. If these trainings are not completed within the one-
year time frame, the peer advocate would not be eligible to continue in the position until the
requirements are met. Until training is completed, peer advocates must be supervised by another
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advocate will actively look for clients when they have unexpectedly moved, and will utilize
emergency contacts provided by the client to re-engage her in services.

Enrollment Criteria

Any woman who is pregnant, or up to twelve months post-partum with dependent children, is
eligible for participation in Enhanced Women’s Services. This includes women who are involved
with child welfare services and are attempting to regain custody of their children. If a woman
enrolled in Enhanced Women’s Services permanently loses custody of her children, and is not
currently pregnant, she must be transferred to other support services, as she is no longer eligible
for women’s specialty services.

As identified in the Individualized Treatment Policy (OROSC Treatment Policy #06), treatment
must be individualized based on a biopsychosocial assessment, diagnostic impression and client
characteristics that include, but are not limited to age, gender, culture, and development. As a
client’s needs change, the frequency, and/or duration of services may be increased or decreased as
medically necessary. Client participation in referral and continuing care planning must occur prior
to a move to another level of care for continued treatment.

Service Requirements

In addition to the services provided through Women’s Specialty Services, the following are
requirements of Enhanced Women’s Services:

1. Maintain engaged and consistent contact for at least 18 to 24 months in a home
visitation/community based services model, expandable up to three years.

2. Provide supervision twice monthly.

3. Require maximum case load of 15 per peer advocate.

4. Continue services despite relapse or setbacks, with consideration to increasing services
during this time.

5. Initiate active efforts to engage clients who are “lost” or drop out of the program, and
efforts made to re-engage the client in services.

6. Coordinate service plan with extended family and other providers in the client’s life.

7. Coordinate primary and behavioral health.

8. Utilize motivational interviewing and stages of change model tools and techniques to help
clients define and evaluate personal goals every three months.

9. Provide services from a strength-based, relational theory perspective.

10. Link and refer clients to appropriate community services for clients and dependent children
as needed, including schools.

11. Continue to offer services to a woman and her children no matter the custody situation, as
long as mother is attempting to regain custody.

12. Provide community-based services; these are services that do not take place in an office
setting.

13. Provide transportation assistance through peer advocates, including empowering clients to
access local transportation and finding permanent solutions to transportation challenges.
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Substance Use Disorder — a term inclusive of substance abuse and dependence, which also
encompasses problematic use of substances.

RECOMMENDATIONS:

Components Required for Enhanced Women’s Services Programming

1. Any Designated Women’s Program is eligible to offer Enhanced Women’s Services to the
target population. Programs choosing to develop an Enhanced Women’s Services program
will be required to follow the guidelines of the Women’s Treatment Policy (OROSC Treatment
Policy #12), as well as those outlined in this technical advisory.

2. The Enhanced Women’s Services model will use a three-pronged approach to target the areas
where women have problems that directly impact the likelihood of future alcohol or drug-
exposed births:

e The first is to eliminate or reduce the use of alcohol or drugs. Individuals who are involved
with Enhanced Women’s Services are connected with the full continuum of substance use
disorder services to help the woman and her children with substance use and abuse.

* The second is to promote the effective use of contraceptive methods. If a woman is in
control of when she becomes pregnant, there is a higher likelihood that the birth will be
alcohol and drug-free. Referrals for family planning, connecting with a primary care
physician, and appropriate use of family planning methods are all considered interventions
for this aspect of programming.

o The third is to teach the woman how to effectively use community-based service providers,
including accessing primary and behavioral health care. The peer advocate teaches women
how to look for resources and get through the formalities of agencies in order to access
needed services, and how to effectively use the services.

3. Peer advocates in Enhanced Women’s Services must be peers, to the extent that they are also
mothers and may have experienced similar circumstances as their potential clients. They do
not need to have a substance use disorder (SUD), or be in recovery from a SUD. Agencies
should also follow their cultural competency plan for hiring peer advocates. The peer advocate
must meet current state training or certification requirements applicable to their position. An
additional list of training requirements is provided later in this document.

4. One of the core components of Enhanced Women’s Services is transportation. The program
requires that peer advocates be community-based and provide reasonable transportation
services for their enrolled clients to relevant appointments and services. Beyond the
transportation assistance that this provides to the woman, this has proven to be an excellent
time to exchange information.

5. A second core component is the persistence with which the peer advocates stay in touch with
their clients. A woman is not discharged from Enhanced Women’s Services because she has
not been in contact with her peer advocate for a month or more. It is expected that the peer
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Crisis Intervention — a service for the purpose of addressing problems/issues that may arise
during treatment and could result in the client requiring a higher level of care if intervention is not
provided.

Face-to-Face — this interaction not only includes in-person contact, it may also include real-time
video and audio linkage between a client and providers, as long as this service is provided within
the established confidentiality standards for substance use disorder services.

Fetal Alcohol Spectrum Disorders (FASD) — an umbrella term describing the range of effects
that can occur in an individual whose mother drank during pregnancy. These effects may include
physical, mental, behavioral, and/or learning disabilities with possible lifelong implications. The
term FASD is not intended for use as a clinical diagnosis. It refers to conditions such as fetal
alcohol syndrome (FAS), fetal alcohol effects (FAE), alcohol-related neurodevelopment disorder
(ARND), and alcohol-related birth defects (ARBD).

Individual Assessment — a face-to-face service for the purpose of identifying functional and
treatment needs, and to formulate the basis for the Individualized Treatment Plan to be
implemented by the provider.

Individual Treatment Planning — direct and active client involvement in establishing the goals
and expectations for treatment to ensure the appropriateness of the current level of care, to ensure
true and realistic needs are being addressed and to increase the client’s motivation to participate in
treatment. Treatment planning requires an understanding that each client is unique and each
treatment plan must be developed based on the individual needs, goals, desires, and strengths of
each client and be specific to the diagnostic impression and assessment.

Peer — an individual who has shared similar experiences of parenthood, addiction, or recovery.

Peer Advocate (for Enhanced Women’s Services) — an individual with similar life experience
who provides support to a client in accessing services in a community.

Peer Support — individuals who have shared experiences of addiction and recovery, and offer
support and guidance to one another.

Recovery — a highly individualized journey of healing and transformation where the person gains
control over his/her life. It involves the development of new meaning and purpose, growing
beyond the impact of addiction or a diagnosis. This journey may include the pursuit of spiritual,
emotional, mental, and physical well-being.

Recovery Planning — process that highlight’s and organizes a person’s goals, strengths and
capacities to determine the barriers to be removed or problems to be resolved in order to help
people achieve their goals. This should include an asset and strength-based assessment of the
client.
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aspect of PCAP. The PCAP model uses both the Stages of Change model and motivational
interviewing when working with individuals. The stage of change that the woman is at for each
of the identified problem areas of her life is taken into consideration when developing the plan of
service. The case manager/advocate uses motivational interviewing techniques to help the woman
move along the path toward meeting her goals.

In September 2009, BSAAS embarked on a recovery oriented system of care (ROSC)
transformational change initiative. This initiative changes the values and philosophy of the
existing service delivery system from an acute crisis orientation to a long term stable recovery
orientation. As part of this work, a set of guiding principles has been developed to describe the
values and elements that Michigan wants this new system to have. The PCAP model, with its peer
focus and strategies that include treatment, prevention, and recovery services delivered in a
community-based setting, demonstrates the critical components of a ROSC. The long-term
support gives clients a stable basis for a future healthy lifestyle without the need to use or abuse
alcohol and drugs. PCAP also fits into identified practices in the ROSC transformation process,
including peer-based recovery support services, strengthening the relationship with community,
promoting health and wellness, expanding focus of services and support, using appropriate
dose/duration of services, and increasing post-treatment checkups and support.

As part of sustaining evidence-based practices and core components of the PCAP model, and in
response to interest in the program by current non-PCAP funded PIHPs, this technical advisory
has been developed to provide guidance on implementing enhanced women’s services in the state.
This technical advisory identifies core components of PCAP needed for implementation of
enhanced women’s services, and should be considered as a supplement to the OROSC Women’s
Treatment Policy (OROSC Treatment Policy #12). In addition, implementation of these services
can also serve as evidence of ROSC transformation.

Definitions

Case Management — a substance use disorder program that coordinates, plans, provides,
evaluates, and monitors services of recovery, from a variety of sources, on behalf of, and in
collaboration with, a client who has a substance use disorder. A substance use disorder case
management program offers these services through designated staff working in collaboration with
the substance use disorder treatment team and as guided by the individualized treatment planning
process.

Community Based — the provision of services outside of an office setting. Typically these
services are provided in a client’s home or in other venues, including while providing
transportation to and from other appointments.

Core Components — those elements of an evidence-based program that are integral and essential
to assure fidelity to a project, and that must be provided.
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TREATMENT TECHNICAL ADVISORY #08

SUBJECT: Enhanced Women’s Services

ISSUED: January 31, 2012

PURPOSE:

The purpose of this advisory is to provide guidance to the field on developing an intensive case
management program for PIHPs and their designated women’s programs. It is designed to
incorporate long-term case management and advocacy programming for pregnant, and up to
twelve months post-partum, women with dependent children who retain parental rights to their
children.

SCOPE:

This advisory impacts the PIHP and its designated women’s programs provider network.

BACKGROUND:

In 2008, the Michigan Department of Health & Human Services, Office of Recovery Oriented
Systems of Care (OROSC) was awarded a four-year grant from the Center for Substance Abuse
Prevention (CSAP) to implement the Parent-Child Assistance Program (PCAP), an evidence-
based program developed at the University of Washington. PCAP is a three year case
management/advocacy program targeted at high-risk mothers, who abuse alcohol and drugs during
pregnancy, and their children. The eligiblity criteria for PCAP participation is women who are
pregnant or up to six-months postpartum, have abused alcohol and/or drugs during the pregnancy,
and are ineffectively engaged with community service providers.

Traditional case management services offered through designated women’s programs tend to be
for the duration of the woman’s treatment episode and only office-based interventions. These
interventions are frequently performed by the assigned clinician, and involve linking and referring
the client to the next level of care or other supportive services that are needed. Enhanced Women’s
Services are designed to encourage providers to take case management to the next level for
designated women’s providers. This is a long-term case management and advocacy program, and
outcomes such as increased retention, decreased use, increased family planning, and a decrease in
unplanned pregnancies have shown that the extended support time and commitment to keeping
women involved serves this population well.

The PCAP model shares the same theoretical basis, relational theory, as women’s specialty
services. Relational theory emphasizes the importance of positive interpersonal relationships in
women’s growth, development and definition of self, and in their addiction, treatment and
recovery. It is the relationship between the woman and the advocate that is the most important
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STATE OF MICHIGAN
RICK SNYDER DEPARTMENT OF COMMUNITY HEALTH OLGA DAZZO
GOVERNOR ) L aNSING ) DIRECTOR
MENORANDUM

pATE:  January 20, 2012

10: Regional Substance Abuse Coordinating Agency Directors
Michigan Association of Substance Abuse Coordinating Agencies President
Association of Licensed Substance Abuse Organizations President
Salvation Army Harbor Light Director

FROM:  Deborah s, Director
Bureau of Sibstance Abuse and Addiction Services

suBJECT: Technical Advisory for Enhanced Women’s Services Expectations

Attached is the final version of Technical Advisory #08 - Enhanced Women’s Services, which
will go into effect on Januvary 31, 2012.

A deaft of this technical advisory (TA) was submitted to the coordinating agencies, Michigan
Association for Substance Abuse Coordinating Agencies, Association of Licensed Substance
Abuse Organizations, and Salvation Army Harbor Light on October 11, 2011, for a 30-day
response period. Comments were received from network180, Lakeshore Coordinating Council
and Kalamazoo Community Mental Health and Substance Abuse Services, and incorporated into
the final document.

This TA focuses on establishing guidelines for enhanced women’s services, as an adjunct 1o
designated women’s programs. Also attached are the reporting requircments for Enhanced
Women’s Services programming and instructions for the report. The report is in addition to
current reporting requircments for designated women’s programs. Because this is a new service
opportunity, special care was taken to ensure that enhanced women’s services operate the same
across the state,

Should you have any questions or need further clarification on any issues in this advisory, please
contact Angie Smith-Butterwick at smitha8@michigan.gov, or (517) 373-7898.

Attachments
DJH:ssb

c: Felix Sharpe

Ll LEWIS CASS BUILDING + 320 SOUTH WALNUT STREET * LANSING, MICHIGAN 43813
www.michigan.govimdeh-bsaas » (517) 373~4700
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Tondora, Heerema, Delphin, Andres-Hyman, O’Connell, and Davidson. (2008). Practice
Guidelines for Recovery-Oriented Care for Mental Health and Substance Use Conditions,
Second Edition. Prepared for the Connecticut Department of Mental Health and Addiction
Services by the Yale University Program for Recovery and Community Health. Retrieved
October 2011 from http://www.ct.gov/dmhas/lib/dmhas/recovery/practiceguidelines2.pdf.

,

) faisl . 20

Deborah J. Hollis, Directf(‘r
APPROVED BY: Burrau of Substance Abuse and Addiction Services
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policy in response to peer relapse. As a part of this advisory, the agency is further encouraged to work with
the peer to develop a recovery re-engagement plan to facilitate the peer’s return to recovery.

Supervision of Peer Recovery Staff

The employment of peers as recovery coaches and recovery associates will place additional responsibilities
on agencies and their staff. There are several factors that must be considered to allow and support peers to
function in their jobs. Supervision is as important for peers as it is for clinicians. Peers need the support
and expertise a supervisor gives to be effective as a coach or an associate.

Peer recovery staff needs to be respected as equal members of an agency’s staff. They are as much a part
of an agency/organization as are support, clinical, and executive staff. Intentional and purposeful
acknowledgement, role delineation, and supervision are critical to the blending of roles, rules, and
regulations among staff. Peers come with a unique amount of knowledge and personal experience in
addictions and other co-occurring disorders. This experience makes them a valuable part of the
organization. It is important for management to orient existing staff to the roles that peers will have within
the agency. This will prevent or reduce misunderstandings for all staff. A resource that is helpful in this
regard is a document entitled, Manual for Recovery Coaching and Personal Recovery Plan Development
by David Loveland, Ph.D. and Michael Boyle, MA (2005).

REFERENCES:

Connecticut Community for Addiction Recovery (June 2011). Recovery coach academy, training
curriculum. Retrieved October 2011 from
http://www.ccar.us/pdf/Recovery Coach_Academy description_and learning_objectives_and_age
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Loveland, D. and Boyle, M. (2005). Manual for Recovery Coaching and Personal Recovery
Plan Development. Retrieved September 2012 from
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207-22-05.pdf

SAMHSA, Center for Substance Abuse Treatment (2009). What are peer recovery support services.
Rockyville, Maryland.

services. Retrieved October 1, 2011, from http://www.samhsa.cov/Grants/2010/T1-10-010.aspx.
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Breadth of Experience/Skill Level

A coach is expected to have a much wider variety | The associate may be very specific to a particular
of skills and knowledge base. task within the agency — example: follow-up calls.

Long Term Expectations

Coaches may view their position as a Associate may or may not have further
paraprofessional with or without aspirations of expectations. It may be their desire to “give back”
continuing on with a degree(s). to the recovery community.

Supervision Needs

An associate may not need the same extent of
“supervision” due to their limited
role/responsibility.

A recovery coach will have weekly (or more)
supervision.

Additional similarities/overlaps which may exist between a peer recovery coach and peer recovery associate
include:

» Knowledge of community resources (resource broker).

= Position may be paid or unpaid.

= Expectation of recovery background.

= Leadership of peer-run groups.

* Engagement in tasks: referring, linking, educating.

= Importance of honoring that there are many pathways to recovery.

Unique Challenges to Peer Recovery Coaches and Associates

Peers, because they are in recovery, may face a unique challenge that many in the SUD service workforce
do not. Due to the nature of this work, peers may be placed into situations, while they are providing
services, where they might encounter others from their past who were their “using friends” or “dealers.”
Hence, it is important to understand how to act in situations when these negative encounters occur.
Therefore, support for a peer who has a need because of these encounters should be available. Support can
come from the supervisor, another more experienced peer, or other agency staff with whom the peer feels
comfortable enough to discuss the issues.

The same is to be said for peer recovery coaches and associates with regard to the issue of relapse. It is
well-known that addiction is a relapsing, chronic brain disease. Agencies that utilize peers, whether they
are paid or unpaid, are therefore urged to recognize the nature of addiction and develop a non-punitive
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= Skills to manage sexual harassment,
= Crisis intervention.

»  Stigma and labels.

* How to tell your own stories.
»  Jssues of self-disclosure.

»  Referral skills.

= Pathways to recovery.

= Stages of change.

=  Motivational interviewing.

*  Cultural competence.

* Privilege and power.

»  Spirituality and religion.

» Resources and programs.

»  Self-care.

* Boundary issues and respect.
= Recovery wellness planning.

Attachment PIL.LB.A

Differences between a Peer Recovery Coach and a Peer Recovery Associate

There are significant differences within many facets of the training, preparation, and work provided by a
peer recovery coach versus a peer recovery associate. The table below highlights some of the variants:

Training

Coaches are expected to complete 40 hours of
CCAR training, or another like course as
previously defined in this TA.

Associates are to receive a shorter training
provided by the organization that will utilize their
assistance on more basic elements of service and
interaction (see page 9 for list of potential training
elements).

Length of Time in Recovery

An individual who is a peer coach should have
two to four years of stable recovery.

An associate position could be offered to someone
with a minimum of six months in recovery. Due
to being in early recovery, the individual should
be actively working their own recovery process
and have an established support system outside of
this role.

Level of Autonomy

A coach may engage in solo outreach efforts and
client interaction.

An associate will receive oversight by a recovery
coach or supervisor.
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= Possessing an attitude that there are many paths to recovery ~ none any better than another.

In order to be a peer recovery coach, individuals will need to complete a designated training. To accomplish
the goal of training and preparing peer recovery coaches, a model curriculum, the Connecticut Community
for Addiction Recovery (CCAR) Peer Recovery Coach Training course, has been identified. The CCAR
training will provide individuals with the desired standard of preparedness to become a peer recovery coach
and provide the tools necessary to perform the job. The CCAR training has a sound curriculum, good
outcomes and high acclaim from the state of New York, lowa, and Georgia, who all have been using the
CCAR training and curriculum. Upon conclusion of this training, participants will receive a certificate
indicating that they have successfully and satisfactorily completed the designated training and are qualified
as a peer recovery coach to provide PRSS in Michigan. If the CCAR training is not utilized, the certifying
program that is used must minimally include the same key focal elements found in the CCAR training.

To complete the entire scope of these elements, an average training would encompass 40 hours. The
following elements from the CCAR training are to be incorporated into all peer recovery coach trainings:

= Comprehensive overview of the purpose and tasks of a recovery coach.

= Tools and resources useful in providing recovery support services.

= Skills needed to link people to needed supports within the community that promote recovery.

= Basic understanding of substance use and mental health disorders, crisis intervention, and how to
respond in a crisis situation.

= Skills and tools for effective communication, motivational enhancement strategies, recovery action
planning, cultural competency, and recovery ethics.

= Clarity regarding the fact that recovery coaches do not provide clinical services. They do, however,
work with people experiencing difficult emotions and physical states.

The training must help the individual:

= Describe the roles and functions of a recovery coach.

= List the components of a recovery coach.

* Build skills to enhance relationships.

= Discuss co-occurring disorders and medication-assisted recovery.
»  Describe stages of changes and their applications.

*  Address ethical issues.

= Experience wellness planning.

=  Practice newly acquired skills.

Training modules must include:

= How to create a safe environment.

=  What recovery is (components of recovery, recovery core values, and guiding principles of recovery).
»  Skills to enhance relationships.

* Listening and communication skills.

*  Values and differences.

»  Skills to address transference/countertransference.
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s Receives a specialized level of training around a specific variety of skill sets designed to support
an enhanced level of interaction with the individuals with whom they work.

¢ Receives training most often outside of the given work environment.

e Operates and works effectively within any of the four types of support activities — emotional,
informational, instrumental, and affiliational.

2) Peer Recovery Associate:
s Receives a more generalized training typically provided by the entity in which they will ultimately
work.
¢ Provides the types of interactions designed to meet more immediate needs and facilitate access to
generalized community services.
¢ Operates typically within affiliational and instrumental types of activities, may include limited
emotional support.

As arecovery associate gains comfort working with peers, and strengthens their skill level regarding
effective interaction and boundary identification, this individual may consider training to become a
recovery coach.

Peers can be employed full- or part-time with an agency or volunteer to provide support services. All peer
recovery associates, whether they are paid employees or volunteers, should have some basic training in
order to assure the provision of quality services, and to assure that their activities “do no harm” to either
themselves or the individuals being served. All peer recovery coaches will be required to participate in a
designated peer recovery coach training.

Training Peer Recovery Coaches and Peer Recovery Associates

In order to provide services, a peer recovery coach or a peer recovery associate must meet certain
qualifications based on experience and education. In Michigan, peer recovery associates must receive
training appropriate to the tasks in which they will engage. Associates will be selected by the agencies in
which they will provide support services. The nature of the services to be provided will directly influence
the selection of the peers and the content of training that the peers will receive. The actual training and its
content will be at the discretion of the hiring agency. However, there are minimum criteria that should be
included in the training, such as:

* Gaining knowledge of community resources.

* Listening skills.

= Taking a non-judgmental stance {the ability io respond positively and provide assistance io an
individual regardless of personal opinions, experiences, and choices).

*  Understanding of confidentiality.

= Establishing boundaries.
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Instrumental Direct instrumental services (connections to get a person’s most basic needs met, i.e.,
food banks, clothing banks, housing/shelter)

Make warm connections to services and referrals (making an in-person introduction
or on-sight delivery to a site for needed services/support)

Open doors for an individual (making face-to-face contact with a person or
organization on behalf of the individual seeking assistance)

Hands-on advocating (taking responsibility to take another’s banner and push for
them so that systems can bend or change to meet that person's needs)

Navigate community resources (teaching individuals about the who, what, where, and
why of community services, so that they understand where to turn, where to go
and who to talk with)

Follow up on referrals
Outreach — recovery checkups

Arrange regular (weekly, etc.) meetings with individuals

Affiliational Alcohol- and other drug-free social/recreational activities

Recovery centers

Engagement centers

Drop-in centers

Recovery community connections

Social/recreational activities

Cultural activities — music, arts, theatre and poetry, picnics, networking, etc.

Faith-based recovery supports

(SAMHSA, 2009b)

Michigan’s Two Types of Peer Support Roles

Michigan will utilize two types of peer roles in the provision of PRSS. They are:

1) Peer Recovery Coach:
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Z2 2

Informational | Peer-led resource connector programs

Health and wellness classes and workshops
Education and career planning classes and workshops
Leadership development classes and workshops

System navigation (assisting someone to work through the layers/regulations of a
system to obtain services that are needed)

One-on-one teaching

Recovery plan development

Personal (individual) development

Problem-solving

Pursuing education

Life-skills classes, workshops, and trainings including;:

Dental

Mental health

Physical health

Nutrition

Legal

Keep recovery first (the importance of working one’s own recovery path needs to be
of paramount importance)

YVVYY

Various groups for instruction:

Parenting

12-Step Literacy
Navigating the 12-Steps
Stress management
Conflict resolution
Trauma

Job skills

Social skills in recovery
Others as needed

YVVVVVVYVYVYY
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Emotional

Listening to problems (identify resources to meet the need)
Leading/mentoring/coaching

Leading support groups

Relating stories

Offering hope

Validating client experience

Supporting self-assessment (identify where an individual is and where they want to
go)

Walking with the individual (find out the comfort level to complete a task or attend
an event)

Advocating

Empowering
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Demonstrate empathy, caring, or concern to bolster a

Peer mentoring

accomplish tasks.

Emotional person’s self-esteem and confidence. Peer-led support groups
. . cy 1 Parenting class
. Share knowledge and information and/or provide life g .
Informational . . L . Job readiness training
or vocational skills training. .
Wellness seminar
Child care
Provide concrete assistance to help others Transportation
Instrumental

Help accessing community
health and social services

Facilitate contacts with other people to promote
Affiliational learning of social and recreational skills, create
community, and acquire a sense of belonging.

Recovery centers

Sports league participation
Alcohol- and drug-free
socialization opportunities
Faith-based

(SAMHSA, 2009b)

Using the four SAMHSA types of support as a basis, an enhanced list of broad-ranging activities that peers

could provide has been compiled. Although this list is meant to be as thorough as possible, other activities
may be identified. As long as these activities fit the definition of PRSS, as stated earlier in this document,
they would be appropriate to add to this compilation. Table 2 provides the expanded compilation of

activities by the earlier identified types of support.

Table 2 - Activities by Service Categories and Types of Support
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e Participatory process — Making sure the recovery community directs, or is actively involved
in, project design and implementation, so that recovery community members can identify their
own strengths and needs, and design and deliver peer services that address them.

e Authenticity of peers helping peers — Drawing on the power of example, as well as the hope
and motivation, that one person in recovery can offer to another; providing opportunities to
give back to the community, and embracing the notion that both people in a relationship based
on mutuality can be helped and empowered in the process.

e Leadership development — Building leadership abilities among members of the recovery
community so that they are able to guide and direct the service program and deliver support
services to their peers. (SAMHSA, 2009b)

e Supporting integrated mental health and SUD services — Assuring that individuals with co-
occurring substance use and mental health disorders receive integrated healthcare.

Types of Peer Recovery Support Services

The CSAT Recovery Community Support Program’s PRSS Projects have developed and piloted a variety
of peer services. These pilots have concluded that not all programs can provide all services, and that some
peer leaders can provide one or more services. The placement of peers varies from recovery centers, stand-
alone peer programs, traditional treatment and prevention programs, and other sites that may include:
hospitals, correctional programs/institutions, mental health programs/facilities, doctors’ offices, veterans’
services, and counseling services (for profit and non-profit). The location where peers provide services can
also vary from community-based to office-based. Activities are targeted to individuals and families at all
places along the path to recovery. This would include outreach to individuals who are still active in their
disorder and or addiction, up to and including individuals who have been in recovery for several years.

PRSS can consist of a limitless array of services depending on the agency providing the services, the
funding source for the services, the training of the peers within the agency, and the individual, family, or
community being served. The different kinds of activities have been divided into four service categories:
emotional support, informational support, instrumental support, and affiliational support (SAMHSA,
2009a). Table 1 identifies and describes the types of support and provides a brief number of examples for
each support type.

Table 1-Type of Social Support and Associated Peer Recovery Support Services
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Recovery Community - Persons having a history of alcohol and drug problems who are in or seeking
recovery, including those currently in treatment; as well as family members, significant others, and other
supporters and allies (SAMHSA, 2009b).

Recovery Support Services - Non-clinical services that assist individuals and families to recover
from alcohol or drug problems. They include social support, linkage to, and coordination among,
allied service providers, and a full-range of human services that facilitate recovery and wellness
contributing to an improved quality of life. These services can be flexibly staged and may be
provided prior to, during, and after treatment. RSS may be provided in conjunction with treatment,
or as separate and distinct services, to individuals and families who desire and need them.
Professionals, faith-based and community-based groups, and other RSS providers are key
components of ROSC (SAMHSA, 2009b).

RECOMMENDATIONS:

Peer Recovery Support Services — Core Values

Within PRSS it is recognized that individuals in recovery, their families, and their community allies are
critical resources that can effectively extend, enhance, and improve formal treatment services. PRSS are
designed to assist individuals in achieving personally identified goals for their recovery by selecting and
focusing on specific services, resources, and supports. These services are available within most
communities employing a peer-driven, strength-based, and wellness-oriented approach that is grounded in
the culture(s) of recovery and utilizes existing community resources.

PRSS emphasize strength, wellness, community-based delivery, and the provision of services by peers
rather than SUD service professionals. As such, these services can be viewed as promoting self-efficacy,
community connectedness, and quality of life, which are important factors to sustained recovery.

This TA recognizes five core values developed by the Substance Abuse and Mental Health
Services Administration (SAMHSA) Center for Substance Abuse Treatment (CSAT), and adds a
sixth value:

* Keeping recovery first — Placing recovery at the center of the effort, grounding peer services
in the strengths and inherent resiliency of recovery rather than in the pathology of substance
use disorders.

e Chultural diversity and inclusion — Developing a recovery community peer support services

program that honors different routes to recovery and has leaders and members from many
groups at all levels within the organization.
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purpose of developing standards and implementation guidelines for the new licensing category: Peer
Recovery/Recovery Supports.

This program category was intended to recognize and thereby permit the implementation of peer recovery
support programs for persons with substance use disorders in Michigan. This licensing category was
developed to allow programs to provide services to assist individuals in the process of recovery through
program models such as using peers and other professionals in a community setting and providing a location
and other supports for activities of the recovery community. Peer recovery and recovery support services
are designed to include prevention strategies and support services to attain and maintain recovery and
prevent relapse.

As a result of the recovery oriented system of care (ROSC) transformation in Michigan, as well as the
evolution of peer support services and what they are perceived to be, BSAAS convened a second workgroup
in late 2010 to review and amend the guidelines for Peer Recovery/Recovery Support Services. The content
of this document was developed by the ROSC Transformation Steering Committee Peer-Based Recovery
Support Workgroup, a group of individuals who work to assist people with their recovery process by
utilizing a broad array of SUD services and supports. These individuals work in various capacities and
within the numerous factions found in a ROSC. Throughout the development process, the group utilized
sources of information from some of the best known experts, individuals, and organizations operating
within federal and state domains, who are engaged in the development and implementation of a ROSC,
specifically with regard to the provision of PRSS. Considerable thought, energy, and commitment
contributed to this process, leading to the end goal of creating a sustainable tool to further the establishment
by regulating and utilizing PRSS within a ROSC.

Terms and Definitions

The following terms and definitions are provided for understanding their application within the content of
this document:

Peer - A person in a journey of recovery who identifies with an individual based on a shared
background and life experience.

Peer Recovery Associate - The name given to individuals who assist the peer recovery coach by engaging
in designated peer support activities. These persons have been provided an orientation and brief training in
the functional aspect of their role by the entity that will utilize them to provide supports. These individuals
are not trained to the same degree as the peer recovery coach.

Peer Recovery Coach - The name given to peers who have been specifically trained to provide advanced
peer recovery support services in Michigan. A peer recovery coach works with individuals during their
recovery journey by linking them to the community and its resources. They serve as a personal guide or
mentor, helping the individual overcome personal and environmental obstacles.
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TREATMENT TECHNICAL ADVISORY #07

SUBJECT: Peer Recovery Support Services

ISSUED: March 17, 2008, revised July 16, 2012

EFFECTIVE: September 1, 2012

PURPOSE:

The purpose of this technical advisory (TA) is to provide guidelines to the substance use disorder (SUD)
field pertaining to the nature and structure of peer recovery support services and peer recovery support
persons. The TA includes the type of position and perspective on potential kinds of responsibilities; and
the identification of training and key elements to be within the training.

This TA will provide information on the nature of peer recovery support services (PRSS) for the state of
Michigan’s publically funded SUD service system. It further establishes the differences between the two
types of peers who would function within the SUD service system, and potentially within other
collaborative partner organizations. The TA presents information that will clarify the types of support
services provided by trained peer recovery support personnel, as well as the level and nature of training
needed to attain the skills and capacity to function effectively when providing PRSS. Additionally, this TA
is intended to create a level of continuity within the state with regard to PRSS and the peers who provide
these services.

This TA should be viewed as an initial step in formalizing PRSS for the SUD service system. It should be
expected that, as integration moves forward within the behavioral health system, required training and
education, the delivery of services, and even the titles of those providing services may change to be
consistent with the needs of integration.

SCOPE:
This TA impacts PIHPs and the publically funded provider network.

BACKGROUND:
Peer recovery and recovery support services were added to the administrative rules for substance use
disorders when the rules were revised in 2006. This revision recognized peer recovery and recovery

supporis as an expansion of ihe exisiing licensing categories that cover treatment and prevention services
in Michigan. The Michigan Departiment of Health & Human Services, Office of Recovery Oriented
Systems of Care (formerly the Office of Drug Control Policy) formed a workgroup in January 2007 for the
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STATE OF MICHIGAN

RICK SNYDER DEPARTMENT OF COMMUNITY HEALTH JAMES K. HAVEMAN
SOVERNOR Lansmiag DIRECTOR
MEMORANDUM

paTE:  OQctober 11, 2012
0! Regional Substance Abuse Coordinating Agency Directors

FRoM:  Deborah J. Hollis, Rirepfor
Bureau of Substan buse and Addiction Services

SUBJECT: Technical Advisory on Peer Recovery Support Services

Enclosed is Technical Advisory #07 Peer Recovery Support Services. Developed by a multi-
disciplinary group of individuals from the substance use disorder service field as part of the
ROSC transformation process, this document was distributed for review and comment on April
16, 2012. Comments were received from one coordinating agency and a peer from the same
region; they focused on various components of language and descriptors used in the document,
These comments were used to ensure that descriptors for affiliation support included faith-based
recovery, that peer recovery associates could provide emotional support as part of their role, and
that supervision for peers did not include any reference to it being “clinical” in nature.

Technical Advisory #07 Peer Recovery Support Services is now complete and has an effective
date of September 1, 2012. It replaces the previous technical advisory of the same number, titled
Peer Recovery/Recovery Support Services, which was released in March of 2008. This updated
advisory addresses the development and use of peer delivered support services and does not
address the general concept of recovery support services like the first version. This advisory
provides direction for the training and establishmént of two levels of peer delivered support
services, the recovery coach and the recovery associate.

It should be noted that, although this advisory provides guidelines to the field with current
information relative to the delivery of peer support services, changes in many areas may be
required as behavioral health integration moves forward.

If you have any questions with regard to Technical Advisory #07, please contact Lisa Miller at
Millerl 1 2@michigan.gov or 517.241.1216.

LEWIS CASS BUILDING - 320 SQUTH WALNUT STREET * LANSING, MICHIGAN 48913
www.michigan.govimdeh-bsaas - (817) 3734700
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specialized prenatal care or specialized women’s services, depending on the need of the
client. Assisting the client in maintaining recovery goes beyond counseling services and
ensuring that all other needs are appropriately met is an important component of success.

4. As a client progresses through treatment, there may be a time when the maximum
therapeutic benefit of counseling has been achieved. At this point, the client may be
appropriate to enter the methadone only (medical maintenance) phase of treatment if it
has been determined that ongoing use of the medication is medically necessary and
appropriate for the client. To assist the OTP in making this decision, TIP 43
“Medication-Assisted Treatment for Opioid Addiction in Opioid Treatment Programs”
offers the following criteria to consider when making the decision to move to medical
maintenance:

a. Absence of a significant, unstable co-occurring disorder.

b. Abstinence from all illicit drugs and from abuse of prescription drugs for a period
of at least six months prior to entry into methadone only status.

¢. No alcohol use problem.

d. Ability to maintain stability in their current living environment.

e. Stable and legal source of income.

f. Involvement in productive activities as defined in their individual plan of service;

e.g., employment, school, volunteering.

g. No new criminal or legal involvement for one year prior to the methadone only
phase.

h. Adequate social support system, including but not limited to, self-help groups and
sponsorship.

These guidelines are not inclusive of all of the areas to be considered when making this
decision. It is important to review each client on an individual basis when making this
decision and document in the medical record how the decision was made to move to
medical maintenance.

5. If a client has received counseling and successfully completed it, the client may receive
counseling again as long as it is based on the needs of the client and it is determined to be
medically necessary. Being involved in medical maintenance does not preclude the client
from again receiving or starting counseling services.

REFERENCES:

American Society of Addiction Medicine. (2001)Patient Placement Criteria for the Treatment of
Substance Abuse Disorders-Second Edition Revised. Chevy Chase, MD. American Society of
Addiction Medicine, Inc.

Center for Substance Abuse Treatment. (1995). Matching Treatment to Patient Needs in Opioid
Substitution Therapy. Treatment Improvement Protocol (TIP) Series 20. Rockville, MD: U.S.
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The following recommendations are being made to assist programs in making the adjustment to
this rule change and offer direction on how to provide needed services to clients. These
recommendations seek to emphasize individualized treatment and the need for counseling
services to be based on medical necessity. Further, these recommendations will also provide
guidance for programs on how client recovery can be supported in ways other than individual
counseling. The justification for the counseling services must be in the treatment plan with
specific goals and objectives indicating why the services are being provided and what is going to
be accomplished. The recommendations and guidance are as follows:

1. The amount and duration of counseling for the client should be determined based on
medical necessity as well as the individual needs of the client and not on arbitrary criteria
such as predetermined time, funding source, philosophy of the program staff, or payment
limits. Decisions on counseling should be determined in collaboration with the client, the
program physician, the client's primary counselor and the clinical supervisor. This
decision-making process should be documented in the clinical record and the treatment
plan should reflect the decisions that are made.

2. Counseling services must be included in the treatment plan. The treatment plan and the
treatment plan reviews not only serve as tools in guiding treatment, they help in the
administrative function of service authorizations. Decisions concerning the duration of
stay, intensity of counseling, transfer, discharge, referrals, and authorizations are based
on individualized determination of need and on progress toward treatment goals and
objectives. The client’s need for counseling, in terms of quantity and duration, must be
reflected in the treatment plan and the need that is being addressed in the counseling must
be identified by a comprehensive biopsychosocial assessment. The Michigan
Department of Health & Human Services/Office of Recovery Oriented Systems of Care
Treatment Policy #6-Individualized Treatment Planning can be used as a guide to assist
with this process.

3. Asclient needs change throughout treatment, adding counseling services or increasing
the frequency of contacts is not always the right answer. Many times support services can
be added or modified as necessary to assist the client in meeting his/her goals without
having to immediately depend on individual counseling services. These modifications
may be the addition of specialized treatment groups or community support services.
Attendance at community support groups should be incorporated into the client’s
treatment plan. This will enhance the formal counseling, if it is being provided, and help
the client develop on-going support as they complete counseling. Peer recovery support
should also be included when necessary and available. Case management and referrals
for medical and dental care, housing, vocational education and employment, resolutions
of legal issues, parenting classes, family reunification, etc. should be incorporated into
the treatment plan when the client is at an appropriate stage of change and is ready to
address these needs. Special needs of clients can be coordinated with another licensed
substance abuse treatment provider. These services may include residential care and
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TREATMENT TECHNICAL ADVISORY # 06

SUBJECT: Counseling Requirement for Clients Receiving Methadone Treatment

ISSUED: August 10, 2007

PURPOSE:

The purpose of this technical advisory is to clarify the substance abuse administrative rule
specific to the counseling requirements for clients receiving methadone as part of their substance
abuse treatment.

SCOPE:

This technical advisory provides direction to all Opioid Treatment Programs (OTPs) in Michigan
that receive public funds and can be utilized by non-funded programs for guidance, as well.

BACKGROUND:

Effective July 5, 2006, The Michigan Department of Health & Human Services Administrative
Rules for Substance Abuse Service Programs was revised in several areas for the first time since
their inception in 1981. One of the rule changes involved the requirements for counseling
services for clients receiving treatment through a methadone program. The new language for
counseling requirements is as follows:

Per R325.14419 (2) (g), if the client’s treatment plan identifies a need for counseling
services and includes the provision of these services, then signed and dated progress
reports by the counselor must be included in the clinical record.

The previous rule language for this section read as follows:
“Twice monthly progress reports by the counselor, signed and dated.”

The change in this rule was meant to emphasize the importance of individualized care for clients
receiving medication-assisted treatment in an OTP and that duration and frequency of counseling
must be based on medical necessity. The previous language established universal counseling
criteria for all clients without consideration of individual needs. As a result, clients could receive
counseling services that were not needed or could have been inadequate to meet the needs of the
clients based on the interpretation of this rule.

RECOMMENDATIONS:
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SEATE OF MICHIGAN

JENNIFER M. GRANHOLM DEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSKI
GOVEANOR [.ANSING DIRECTOR
DATE: August 10, 2007
TO: Regional Coordinating Agencies

Opioid Treatment Programs

FROM: Donald L. Allen, Jr.,, Director
Office of Drug Control Policy

SUBJECT: Technical Advisory — 06, Counseling Requirement for Clients Receiving
Methadone Treatment

Attached is Technical Advisory #6 — Counseling Requirements for Clients Receiving Methadone
Treatment that becomes effective August 10, 2007, The drafl policy was submitted to
coordinating agencies and opioid treatment programs on March 6, 2007, with a 60-day comment
period. Comments from the Michigan Association of Substance Abuse Coordinating Agencies,
Clinton-Eaton-Ingham Substance Abuse Services Program and Project Rehab-Life Guidance
Services were received and taken into consideration for the final document.

If you have any questions, please contact Marilyn Miller, State Methadone Authority, at
millermar@michigan. gov or by phone at 517-241-2608.

Attachment

cc:  Division of Licensing and Certification

LEWIS CASS BUILDING » FIFTH FLOOR » 320 SOUTH WALNUT STREET » LAMSING, MICHIGAN 48913
waww.michigan.goviodep ¢ (517) 373-4700
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PIHPs include consideration to welcoming principles in their provider network site visit protocols.
MDHHS/OROSC may review these provider network protocols during their visits to the PIHP,
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e All staff within the agency integrates and participates in the welcoming philosophy.

e The program is efficient in sharing and gathering authorized information between involved
agencies rather than having the client repeat it at each provider.

e The organization has an understanding of the local community, including community
differences, local community involvement and opportunities for recovery support and
inclusion by the service recipient.

e Consideration is given to administrative details such as sharing paperwork across
providers, ongoing review to streamline paperwork to essential and necessary information.

e A welcoming system is capable of providing follow-up and assistance to an individual as
they navigate the provider and the community network(s).

e  Welcoming is incorporated into continuous quality improvement initiatives.

e Hours of operati