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I. PURPOSE: To establish policies and procedures regarding the planning and documentation of planning to provide services to individuals.

II. APPLICATION: All mental health services programs of Community Mental Health for Central Michigan (CMHCM) as well as those under contract with CMHCM for the provision of mental health services and supports.

III. REFERENCES: 
A. Administrative Rule 330.7199
B. Michigan Mental Health Code Act 258 of the Public Acts of 1974 as amended 330.1712.
C. Michigan Department of Health and Human Services Medicaid Provider Manual

IV. POLICY: 
A. CMHCM values and is committed to ensuring that all services to individuals/families include a person-centered/family-centered planning process that promotes integrated physical and behavioral health care, housing first philosophy, employment, self-determination, and honors the individual/family strengths, needs, and choices. 
B. Individuals/families shall receive comprehensive information about risks and benefits of services, the freedom or right to participate in decision-making regarding their physical and mental health treatment, the right to select among available options, and the goal to promote recovery and least restrictive setting. 

V. PROCEDURE:  
A. Programs will develop specific procedures and time frames within the following guidelines:
1. Individual consumer assessment will be offered on the same or next business day but no longer than 14 calendar days of the initial contact and completed as collaborative documentation when contact is completed. Documentation to meet requirements are outlined in the policy (Clinical Performance and Supervision Standards-2.300.011). A  preliminary plan must be completed within seven days of the commencement of services. When an assessment cannot be initiated or completed within the required time frames, justification for the delay and/or lengthy assessment period will be recorded in the consumer electronic medical record in the Family Centered Assessment/Plan of Service under the heading of “Presenting Problem.”
2. Individual consumer assessment will include:
a. Relevant historical background including childhood history on all individuals
b. Consumer’s evaluation of the problem.
c. Consumer’s dreams, desires and/or goals.
d. Educational and vocational needs, preferences, and interests reviewed. 
e. Input of family, friends, agencies or others when appropriate.
f. Statement of consumer’s strengths and resources.
g. Need for an Advance Directive for physical and/or mental health and a Crisis Plan of Action when appropriate.
h. Statement that demonstrates physical health and other possible human services needs were considered, listing any such needs.
i. A nutritional assessment that includes notation of weight gain or loss of ten pounds or more in the past three months. If nutritional assessment is indicated, at minimum, the screening includes questions about: food allergies, weight loss or gain of ten pounds or more in the last three months, decrease in food intake and/or appetite, dental problems, eating habits or behaviors that may be indicators of an eating disorder such as bingeing, or inducing vomiting and referrals must be documented.
j. Listing of medications currently used by consumer.
k. Health screen including an assessment of pain.
l. Date of the individual’s most recent physical examination and summary of the results. If the individuals exam exceeds one year information about the process to assist in coordinating an opportunity for the individual to obtain a current exam should be included.
m. Summaries of results of psychological or other tests utilized or requested by the agency
n. Consumer’s cultural background shall be recognized and valued in the decision making process.
o. Diagnostic formulation, including supporting clinical evidence, and staff observations
p. All components of this section will become a part of the consumer’s electronic medical record (Reference: Individual Plan of Service-2.300.003).
q. Substance use.
3.  The individual treatment/support plan will:
a. Include goals that are derived from the consumer assessment and authorizations for all services determined to be medically necessary.
b. Contain amount, scope, and duration consistent with the service grid (SPMI-LOCUS, SIDD-SIS, SED-CAFAS) or ample clinical justification for exceptions, which must be submitted to the supervisor or Utilization Management.
c. Demonstrate a collaborative effort to coordinate services with other service providers identified in the plan, and the responsible Mental Health agency, and provides for the consumer's choices, preferences, and options.
d. Include goals that are, whenever possible, positively stated based on individual’s strengths and abilities and using consumer’s specific language.
e. Be person-centered and provided in an environment that promotes maximum independence, communication, connections and quality of life.
f. Estimate a time framework for goal attainment.
g. Identify the Stage of Change for all co-occurring individuals.
h. Identify the evidence-based practice appropriate for the individual’s diagnosis.
i. Progress toward goal attainment is to be reviewed during every contact.
j. Describe procedures and services/interventions that support goal attainment.
k. Involve family members, friends, advocates and professionals as the consumer chooses or requires.
l. Demonstrate on-going coordination of care with the consumer’s primary health care professional.
m. Establish a date of review of plan with regard to goal attainment. 
n. Utilize outcome tools as appropriate to the population.
o. All components of this section will become a part of the electronic medical record.
p. All changes/updates to goals, services, and authorizations will be completed through an addendum.
q. Be updated on or before the 365th days of the last individual treatment/support plan.
r. In the case of ABA services, provide consumers/families with alternative service providers (i.e., back-up plan) for times when current staffing isn’t available. 
4. Progress notes will:
a. Be prepared collaboratively and concurrently with the consumer/family.
b. Be completed in accordance with CMH/MDHHS requirements regarding frequency and timeliness and become part of a consumer’s electronic medical record.
c. Identify dates and duration of contact.
d. Concentrate on the implementation and/or modification of the treatment plan evaluating its effectiveness in achieving treatment goals. Specifically document the goals and objectives addressed during each contact, incorporating the individual’s feedback and noting the Stage of Change when applicable.
e. Note any change in goal(s) or treatment plan, with reasons for such changes.
5. Consumer’s progress is reviewed on a semi-annual basis, unless otherwise noted, and specified in the plan of service (Reference: Individual Plan of Service-2.300.003).
6. For plans that are more than six months in duration (case management/home-based), at least semi-annually, and more frequently if indicated, the consumer’s progress and the person-centered plan will be reviewed via a periodic status review within the electronic medical record. This review will include a summary of progress toward desired goals or outcomes, a summary of significant changes in the consumer’s circumstances, review of risk status and any changes to the consumer’s diagnosis or person-centered plan. 
7. To the extent possible, continuity will be maintained in professional worker assignments. Changes in the worker assignments will be based on the best interest of the consumer and will involve as little disruption as possible.
8. All cases will be reviewed through supervision, consultation, and/or case conferencing as appropriate. All supervisory and psychiatric provider case conferences and consultations will be documented via signed consultation notes in the consumer’s electronic medical record.
9. Additional periodic reviews conducted by identified teams, specialists, reviewers and signators will be carried out in order to establish and maintain eligibility for third part reimbursement for services provided.
10. Ongoing review through a random sample of selected cases from all Board programs will be conducted by Quality staff and will take place according to procedures developed to assure appropriate sampling and staff involvement.
11. All actions of this section shall be documented in the electronic medical record.
12. Individuals who have court appointed legal guardians or are court ordered into treatment shall participate in the person-centered planning process to the maximum extent possible.
13. Parents and significant family members of a minor are integral to the planning process and shall participate in cases where appropriate. Situations involving substance use disorder services, or a minor over 14 requesting services without parental knowledge and consent, will be served in accordance with the MDHHS code.
14. The consumer, guardian, or parent of a minor may request a review at a time outside the normally scheduled review. In such instance, the review request will be respected and carried out within 30 days of the request.
B. Programs providing residential services that include residential programming paid for by the agency will:
1. Develop the individual treatment plan (or individual plan of service) through an interdisciplinary team approach. The team will provide a comprehensive examination and diagnosis of the physical and mental conditions. Resources, including emotional and financial support, shall be addressed. Primary input is required from the resident, parent, or guardian to develop the plan.
a. Plan of service shall be formulated within 72 hours of admission to an inpatient facility or within 48 hours in the case of a court ordered admission.
b. Preliminary plan of service will be formulated within three working days of a residential admission, with a long-term plan formulated within 60 days. Physical assessment will be referred.
2. Encourage a pre-admission examination.
3. Regularly review progress in residential services at least semi-annually and provide information to the resident or the parent or guardian regarding that progress or any change in treatment plan, as requested.
4. Include copies of all components of this section as a part of the record.


C. A consumer shall remain in a progressive treatment and care program until sufficiently rehabilitated for release to the community, or until a discharge is required by law, or until the consumer has, in the judgment of the treatment team, received maximum benefit from the program. Justification for a change from one type of treatment to another within the program shall be noted in the consumer’s plan of service in the record.
1. A consumer shall be consulted regarding a change in treatment.
2. Program procedures shall provide for a review of a determination of change in the type of treatment upon request. The review will be conducted by the treatment team.
3. A consumer involuntarily admitted, or admitted on a formal voluntary or administrative status in a residential setting based on application of a parent, person in loco parentis, or guardian shall be provided treatment and care which consists of not less than:
a. Weekly therapeutic consultation with a mental health professional for a documented time;
b. Habilitation or rehabilitation services.
D. A program shall adopt procedures that provide for a consumer, parent, guardian, or person in loco parentis to request and receive a review of the appropriateness of treatment and care a consumer is receiving except in the case of minors excluded by Section 707 of the Mental Health Code.
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