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Pennsylvania Community Providers Association 
Problematic Regulation Summary 

December 2011 

Department/Office 
 

Program Type Type of 
regulation (State 
Regulation, 
Federal 
Regulation, State 
Bulletin, State 
Standard…) 

Citation Issue Summary 

OMAP Outpatient Bulletin MAB 99-97-06 Reimbursement The 60 minute MA hour vs. the 45/55 minute insurance hour limits the 
therapist’s ability for timely documentation. The 45-55 minute hour is 
often used in private sector and should be accepted by MA. Concurrent 
documentation practices adopted by many providers have somewhat 
ameliorated this issue. However, if extensive documentation is required, 
the time should be reimbursed.  

OMHSAS Psychiatric Outpatient 
Clinics 

State Regulation 5200.31(2) Treatment 
Planning 

Regulations state that treatment update/review is done every 15 visits or 
120 days, whatever comes first. This dual tracking increases paperwork. 
Change regulation to review every 120 days only. This would decrease 
paperwork and time required to track documentation needs.  
 
Many MCOs require that treatment plans should be completed to cover 
the period of authorization. The state does not accept these forms and 
they must be modified or a state plan and a managed care plan must be 
completed.  
 
The provider should not have to update a plan for an inactive patient.  

OMHSAS Outpatient Regulation 5300.31(2) Treatment 
planning 

Frequent updates to the treatment plan should not be required for 
individuals who receive only medication management services. The time 
spent in crafting a treatment plan that has no real value is wasteful, 
costly, and would be better spent in providing a needed service. The plan 
should be reviewed annually and updated as needed.  

OMAP Outpatient  State Regulation 1153.14(8) Reimbursement Lack of reimbursement for care management, coordination of care, 
psycho educational and family education groups interferes with the 
provision of services that could provide positive support for individuals 
and help maintain them in the community, resulting in cost savings 
through reduced hospital admission. Many clients’ needs are very 
complex. Supportive, clinical care management and coordination are 
essential to the provision of quality outpatient services and should be 
reimbursed.  
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OMHSAS Outpatient  State Regulation 5200.22 Use of 
Telepsychiatry 

Telepsychiatry has proven effective. Many waivers have been granted for 
use of telepsychiatry. Regulations should be updated to accommodate 
the effective utilization of telepspychiatry, allowing for use of 
telepsychiatry time to meet required psychiatric time. A bulletin has been 
under development for some time. The bulletin should be issued for 
detailed guidance and regulations should be updated to incorporate the 
service.  

OMHSAS Outpatient State Regulation 5200.22 Psychiatry time The requirement for 16 hours of psychiatric time in outpatient settings 
should be rescinded. CRNPs should be used to complete much of the 
work traditionally done by the psychiatrist. The requirement impedes the 
effective implementation of co-occurring services for substance use and 
mental health. It is unclear how the 16-hour requirement originated. 

OMAP Psychiatric Outpatient 
Clinic 

State Regulation 1101.62 Reimbursement The department's maximum fees or rates are the lowest of the upper 
limits sets by Medicare or Medicaid. Psychiatric services are the most 
costly to provide. Low reimbursement affects the viability of the agency. 
This impacts the amount on monies available for salaries and makes it 
difficult to recruit and retain psychiatrists. Psychiatric outpatient clinics 
are closing, in part due to inadequate payment rates that do not capture 
the costs of direct service or the additional services that are needed for 
access to medications, care management services related to the 
outpatient visit, peer support services, and coordination of behavioral and 
physical health services. 

OMHSAS Psychiatric Outpatient 
Clinics 

State Regulation 5200.31(2); 
5200.23; 5200.22 
(c) 

Use of 
Psychiatrists 

A psychiatrist should not be required to supervise a licensed clinician 
working within his scope of practice. A team approach is valuable with 
those having the relevant expertise signing the appropriate documents. A 
psychiatrist should not be required to sign treatment plans, for example, 
when the psychiatrist has limited, if any involvement in the services that 
are provided.  
  

OMHSAS Psychiatric Outpatient 
Clinics, D&A 
Outpatient 

State Regulation 5200.31; 1223.2 Individualized 
Treatment 

A 5-15 minute unit of service for medication management/chemotherapy 
clinic visit would allow flexibility for those who may need less time to 
meet their needs. Conversely, providers should be able to bill an 
additional unit(s) to meet more complex needs, or a modifier should be 
approved for a more complex visit. Medication checks for children that 
involve family, schools, and other providers should be permitted to 
routinely bill for 2 units of service, or a code modifier should be 
approved.  

OMAP Outpatient State Regulation 1153.2; 1223.2 Staffing Request that psychiatric nurse practitioners be permitted to conduct 
psychiatric evaluations under the supervision of a Board Certified 
Psychiatrist and sign treatment plans within their scope of practice. 
Similarly, CRNP/physician assistant should be permitted to conduct 
comprehensive medical evaluation.  

OMAP Outpatient Drug & 
Alcohol Clinic Services 

State Regulation 1223.14 Location of 
Services 

MA regulations need to be developed for partial hospitalization programs 
fitting "partial programs" into outpatient regulations leads to potential 
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denial of payment for important services that are not in the 1:1 
counseling model, such as life skills & other problem solving groups. Also, 
the MA requirement that all groups must be on-site requires some 
providers to stop taking clients to community AA, NA, and other support 
activities even though this is an important experience for people in 
recovery. 

OMHSAS, D&A Licensing Outpatient Therapy Bulletin OMHSAS-06-03 Oversight Requirements for DOH and OMHSAS are not equal and can create access 
issues when providers cannot meet disparate requirements. 

OMAP Outpatient Therapy  State Regulation MH-1153.52(7) 
1153.52(7) (i) 
D&A 1223.52(a) 
(6)(I) 

Treatment 
Planning 

Treatment plan developed and signed by the psychiatrist within 15 
consecutive calendar following intake. Calendar days as opposed to 
business days make this a very tight timeframe. Subsequent sessions 
could be delayed waiting for the psychiatrist's signature.  

OMHSAS Outpatient and 
residential regulations 

PDL and pharmacy 
policy 

 Prescriptions Problem with doctors (psychiatrists and medical) prescribing medications 
which then the insurance won't cover resulting in extra work/phone calls 
to pharmacist, etc.  In addition, the inability to get refills on meds until 
they are almost out results in residential staff needing to make daily trips 
to pharmacy and individuals running out of meds when weather is 
inclement and pharmacy is inaccessible.  

OMAP Outpatient Therapy, 
Partial Hospitalization 

 1153.14(13) 
D&A-1225.52(a) 
(6) 1153.14 

Reimbursement Services not specifically included in the MA program fee schedule are 
non-compensable. Assessments are a necessary part of treatment 
planning and the determination of client's appropriateness for treatment. 
Providing this service without reimbursement adds to the overhead cost 
of providing services. 

OMHSAS Psychiatric Outpatient 
Clinics, Partial 

Hospitalization 
Programs 

State Regulation 5200.3; 5210.3; 
5210.21(a), (b) 

Staffing Definitions for Mental Health professionals and Psychiatric Social Worker 
should include "Licensed Mental Health Professional" or "Licensed Clinical 

Social Worker". These licensed professionals should be accorded the 
same privilege and responsibilities as Licensed Psychologists.  They 
should also be broadened to accommodate individuals with extensive 
experience, if program director is licensed.  In addition, the requirement 
for staff, e.g., the need of one other mental health professional in 
addition to the program director, is often a difficult requirement to fulfill. 

OMHSAS Psychiatric Outpatient 
Clinics 

State Regulation 5200.31 Treatment Plan Physician signature is required within 15 days of entry into the program. 
Some individuals attend only 1-2 sessions during that time which is often 
not sufficient to develop a treatment plan with the individual. Either more 
time is needed to develop a plan in regulation, or exceptions must be 
approved for those times that an individual does not attend enough to 

develop a plan within the required timeframe.  

OMAP D&A Outpatient State Regulation 1223.52 Payment 
Conditions 

It is unrealistic to require a complete psychosocial evaluation prior to 
provision of services, particularly for those with heroin addiction. 

OMAP D&A Outpatient State Regulation 1223.53 Limitations on 
Payment 

Payment should be permitted for counseling and dosing on the same day.  
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OMAP D&A Outpatient State Regulation 1223.53 Limitation on 
Payment 

Only 42 visits per year are allowed for opiate detox. This should be 
clinically driven with a range of perhaps 60 – 180 visits per year 
permitted. 

OMAP D&A Outpatient State Regulation 1223.53 Limitations on 
Payment 

The limit of eight hours per month of psychotherapy is a barrier to 
effective treatment. Some individuals need more. 

OMAP D&A Outpatient State Regulation 1223.53(6) Limitation on 
Payment 

Only one psychiatric evaluation or a comprehensive medical examination 
can be provided in one year. Both should be available if they are needed.  

OMHSAS Partial Hospitalization, 
Psychiatric Outpatient 
Clinics 

State Regulation 5210.21(b), (c); 
5310.31(c); 
5200.22 

Staffing Regulation requires staff to consumer ratio to be dependent on the 
licensed capacity, but daily census may not approximate capacity.  In an 
acute partial hospital program where the lowest licensing possible is 15 
consumers, the FTE of staff must be 2.5. The ratio should be based on 
average daily census so that staff could be flexible to serve other agency 

needs when census is low or minimum license requirement needs to be 
lessened from 15 minimum.  The ratio based on licensing number adds 
cost to the program when the census remains low. This requirement 
impedes provision of specialized services for targeted populations (For 
example, census fluctuates by season in acute partial and year-to-year in 
school-based partial.  This requirement leads to waste and inefficiency. 
Providers should be permitted to staff more cost effectively based on the 
needs of those served.)   
 
Regulations require 2 hours of psychiatry time per 5 individuals in partial 
hospital program capacity. This requirement is costly and wasteful in 
meeting requirements based on capacity, rather than census. Psychiatry 

staffing should be based on average weekly census.  
 
In addition, in Ch 5200.22, Staffing patterns-psychiatric time per week is 
16 hours.  The goal is to refer clients who are not using antipsychotics or 
mood stabilizers to go to their PCP once they are stable on meds.  
Individuals tend not to remain with their psychiatrist for long periods of 
time and some MCO’s will not allow it.  Suggest decreasing 16 hours as it 
is cost prohibitive and difficult to hire and maintain psychiatrists in some 
geographic areas and to allow physician extenders (i.e. psychiatric nurse 
practitioners) to count for part of this time.  Expansion of psychiatric 
hours once the FTEs go past 8 is also a similar issue as it again becomes 
cost prohibitive.  The psychiatric time per week should be based on 
adequate staffing to meet consumer needs. Many waivers have been 
granted for psychiatric time. They should be reviewed and considered for 
regulatory change.  
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OMHSAS Partial Hospitalization State Regulation 5210.3 Reimbursement In school based partial hospital programs, transitioning to other 
education programs and to other levels of care results in service delivery 
being less than 3 hours yet the provider continues to manage 
medication/provide family support/provide individual therapy for the child 
and case management. Providers are unable to bill for any of these 
services.  This requirement penalizes programs that attempt to transition 
children from school-based partials into less restrictive school 
placements.   
 
For adults, partial is provided for a minimum of three hours. In a 
recovery-focused program, an individual may receive significant benefit 
from attendance at a program for less than three hours, yet regulations 
prohibit billing for less than three hours.  Some of the most acutely ill 

individuals cannot remain for three hours due to emergent situations (i.e. 
302), or have difficulty becoming engaged and require extensive staff 
services, yet may not stay for the full three hours. Providers should be 
able to bill for hourly increments and for transition purposes when 
stepping down to lower levels of care. 

OMHSAS Partial Hospitalization State Regulation 5210.54 Barriers to 
Provision of 
Service 

The requirement is that Partial Hospitalization facilities have separate and 
distinct programs. It would be more cost effective and consumer friendly 
if individuals at the outpatient level of care could attend a group within 
the partial hospitalization program (i.e. once a week) on a particular topic 
that suits their need. An example of this would be a group run once a 
week within the partial program on anger management. The partial has a 
license capacity of 15. There are 8 people in the program today, but 3 
outpatient consumers could benefit from the group. It is a duplication of 
resources to begin an outpatient group on the same topic for these three 
consumers if they could attend the partial hospital group and staff within 
the license capacity. Utilization of existing resources should be maximized 
and flexible for greater cost benefit. 

OMAP Partial Hospitalization State Regulation 1153.14(6), 
1153.52(d) 

Location of 
Services 

Does not allow for any community inclusion and working with the 
children in outside environments.  This work is crucial to the retention 
and carryover of skills developed as part of the partial hospitalization 
setting.  Transition and community skill building interventions need to 
occur off site. 

OMHSAS Partial Hospitalization State Regulation 5210.22; 
5210.24(b) 

Use of 
Psychiatrists 

It is unrealistic to expect the psychiatrist to be the "team leader" and to 
be responsible for signing and monitoring all treatment plans, particularly 

when the psychiatrist is only part time. (The mental health therapist 
should be the team leader for his/her own caseload, since that therapist 
performs the functions.) 

OMHSAS Partial Hospitalization State Regulation 5210.7 Accreditation Requirement for accreditation by JCAHO is costly with little real value to 
individuals and providers.  
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DPW County Mental Health 
and Mental 
Retardation Fiscal 
Manual 

State Regulation 4300.108(b) Fiscal The limit on retained revenue to 3% should be replaced with a policy that 
will allow 5% retained revenue.  This retained revenue will be 5% of a 
provider's total corporate statewide revenues from PA accrued over a 
rolling five-year period.  This must not only be permitted by the 4300s, 
but also must be built into any new fiscal regulations as an expectation 
and a rule that cannot be changed by counties. There is a need for 
adequate capitalization of providers through the development of fund 
balances, as well as a need for reserves to meet unanticipated 
revenue/expense changes. Providers accept much more financial risk 
than when the 4300s were developed. 

DPW County Mental Health 
and Mental 
Retardation Fiscal 
Manual 

State Regulation 4300.83 Fiscal The salary levels used in the 4300 Regulations have not been adjusted 
for inflation in many years, are not adequate now, and will be less 
adequate in the future. Compensation should be disconnected from the 
state salary compensation grid.  It is also important that the term 
"compensation" include both salary and benefits and that new policy 
require the consistent use of this definition by the state and by all county 
joinders.  The policy must also be written in a way that will allow yearly 
adjustment of salaries, tied to some type of recognized index or survey. 

DPW County Mental Health 
and Mental 
Retardation Fiscal 
Manual 

State Regulation 4300.28(a) Fiscal The statement on negotiating the lowest possible rate consistent with 
good program quality should be removed.  The prudent and cost-
conscious provider standard is sufficient. Rates paid to providers must 
reflect the true cost of doing business to ensure a strong provider 
network that can effectively provide consumer choice. Inadequate rates 
impede access to services and impact the quality of service that can be 
provided. 

OMHSAS All State Regulation 
and Policy 

 Billing Errors A simple process is needed to correct billing errors if they occur. Proof of 
service provision should be accepted to correct billing errors.  

OMHSAS Mobile Services State Regulation 
and Policy 

 No shows When travel is involved and the individual scheduled to receive services is 
not available (no show), the provider should receive a fee to compensate 
for time spent and vehicle use.  

OMHSAS, ODP  State Regulation 4305.3(b), 
4305.14, 
Appendix A, B 

Liability The prevailing IRS dependent deduction amount is not used by county in 
determining liabilities. This regulation stipulates that 1986 standards are 
used and only changed by amendment. This should be indexed to 
maintain some approximation of current levels. The requirements limit 
accessibility to MH services for the working poor who are not eligible for 

MA.  

OMHSAS/ODP All   Reviewer 
Interpretation 

Multiple comments. Difficulties occur with the reviewers' interpretation of 
the regulations. This often varies from year to year depending on the 
reviewer. Different reviewers focus on different aspects of regulations 
and have different expectations. These expectations are sometimes 
contradictory from reviewer to reviewer and program to program.  
 
If DPW expects the same information to be presented in the same 
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format, then required forms and processes should be provided so that 
consistency can be achieved.   
 
Provider experience with the state annual licensing audits has been that 
the team of auditors (different each time) interprets regulations and 
subsequent compliance in an arbitrary and inconsistent fashion. Reviews 
of medical records use no standardized audit tool/instrument so that 
results can be quantified, measured and, most importantly, used to 
improve care. Most auditors for other organizations/accrediting bodies do 
use such an instrument. Many of the demands placed on providers 
subsequent to licensing review provide little to no positive impact on 
quality, but do add costs. 
 

Development of interpretive guidelines with regular updates for the range 
of regulations used in licensing could provide more consistent 
interpretations for both licensing staff and providers.  
 

OMHSAS General   Evidence Based 
Services 

The use of evidence based services requires additional staff training, 
ongoing and unreimbursed consultation. Reimbursement at a higher rate 
is needed for evidence based practices and ongoing consultation to 
ensure fidelity with practice.  

OMHSAS All State Regulation  Criminal 
Background 
Checks 

Clarify prohibitive offenses that bar employment. Permit employment of 
individuals who have been convicted of a felony more than 5 years 
previously with no offenses within the past 5 years.  

OMHSAS General Bulletin MHB OMH-94-04 
and  
OMHSAS-06-02 

Eligibility Currently, PA has a definition for adults with serious mental illness; 
however, there is not a strong special priority definition for older persons 
in regulation. By not focusing on special needs of older persons with 
mental illness, including those with dementia accompanied by behavior 
problems, depression, delusions, anxiety and other issues, a barrier for 
effective service is often created. This barrier is often a disincentive for 
cooperating or partnering or collaboration with other services attempting 
to address the needs of at-risk older persons. The MOU required with 
county plans is somewhat helpful, but a regulation supported by 
adequate funding for services beyond the SMI population is needed.  

OMHSAS, ODP General State Regulation 4300.108(b) Fiscal In rural counties, that are fast growing and developing infrastructure to 

meet population growth; county MH/MR programs should be able to 
allow more than 3% retained revenues toward the next year's demands 
for service. Base allocations should more closely track population shifts. 
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All All  None Inconsistent 
Regulations/ 
Bulletins, etc. 

The inconsistencies in the regulations and bulletins are subjects that have 
been discussed at numerous PCPA meetings but continue to be 
problematic in training staff. For example, incident management 
categories, time frames, forms, etc. all differ. More consistency is needed 
across programs, with requirements that are easily understandable. 

All All  None Documentation Multiple service plans/treatment plans instead of an integrated plan add 
unnecessary costs to programs. 

All All  None Documentation Expansiveness of documentation is costly and often does not add value 
or become useful in quality improvement. 

All All  None Multiple 
Oversight 

There are multiple oversight organizations - county, licensing, MA audits, 
Program Integrity, MCOs, accrediting bodies-to name a few. Costs 
(money and time) are significant. 

All All State Regulation 20.31 Annual Licensure Licensing frequency should be reviewed. Licensing inspections every two 
years rather than annually would be sufficient for many programs. 

OMAP General State Regulation  Documentation The MA Encounter Form could be eliminated. Individuals are required to 
sign a statement that they received a service. Other documentation could 
be used to confirm receipt of service without requiring a separate form to 
be signed and tracked.  

OMHSAS General State Regulations 
and Waivers 

 New Regulations Multiple requests for waivers of requirements should trigger a review to 
determine whether new regulations or other guidance is needed and 
development of the indicated solution.  

OMHSAS  General Regulations  Complaint 

Process 

Complaint processes should be streamlined for ease of use and rapid 

response and resolution. 

OMHSAS Mental Health 
Procedures Act 

State Regulation 5100.81 Enforcement Outpatient commitment: These regulations are not enforced by the 
county. The regulations need more teeth. 

OMHSAS Intensive Case 
Management & 
Resource Coordination 

State Regulation, 
Bulletin 

5221.33(5) (i)(B); 
5221.33(5) (A), 
(B); 5221.51(G) 
(3), (5)(A); 

Multiple 
Oversight 

Termination of participation may be agreed upon by the consumer that 
Resource Coordination is no longer needed. In state regulation-previous 
approval by the county is needed when the resource coordinator and 
supervisor deem services are no longer appropriate and the consumer 
does not consent to the termination. However, the county requires all 
terminations to have prior approval. Some individuals choose termination 
of services by ceasing to participate and obtaining signatures for 
individuals and family can be extremely difficult. The closure process for 
services to individuals is a cumbersome system. 



 

9    

OMHSAS Intensive Case 
Management 

State Regulation 5221.41(a); 
5221.33(2) (ii)(A) 

Documentation Regulations state if the provider is a part of a multiple service agency-
which maintains records of hospitalizations, medical history, etc. the ICM 
file should not have to duplicate this information-just have it available if 
the record is requested.  Recommend that ICM be a separate section of 
the individual's record, not a separate record. Documentation 
requirements must address use of electronic health records that are very 
different from maintenance of paper records.  

OMHSAS Intensive Case 
Management & 
Resource Coordination 

State Regulation, 
Bulletin 

 Multiple 
Oversight 

The addition of County mandated requirements that are in excess of 
state regulations add cost and are often unnecessary.  

OMHSAS, MCO Intensive Case 
Management, MH/SA 

State Regulation 5221.33 Billable services As technology and practice change, regulations and policies must 
accommodate and encourage change and development. Policies prohibit 
payment for services such as retrieving voicemail messages and for time 
spent in checking and responding to emails related to case management 
for individuals. Telephone, voicemail, email, social media, and face-to-
face communications are all viable communication mechanisms to meet 
the needs of a variety of populations and should be compensated. 

OMHSAS Intensive Case 
Management 

State Regulation 5221 Appendix A Scope of 
Services 

ICM is not permitted to bill for services provided to individuals in 
hospitals, skilled nursing facilities and  ICF. However, often consumers 
need these case management supports while in a rehab setting and will 
eventually transition back into the community. Managed care & county 
standards require/encourage hospital inpatient contracts. Regulatory 
conflict should be addressed. 

OMHSAS Resource Coordination Bulletin MHB OMH-93-09 Eligibility Transition age Autism Spectrum Disorder clients are in need of resource 

coordination but often do not meet criteria because they are not engaged 
in emergency acute services and are compliant with meds. 

OMHSAS Intensive Case 
Management 

State Regulation 5221.31(10) Staffing Training should be evaluated and modified to maintain relevance to 
practice needs.  

OMHSAS Blended Case 
Management 

Bulletin OMHSAS-10-03 Caseload The caseload for blended case management is 30. For caseloads that 
include more individuals with lesser intensity needs, the upper limit 
should be 45-50 based upon the clinical needs of individuals served. 

OMHSAS Intensive Case 
Management, 
Resource 
Coordination, Blended 
Case Management, 
and Family-Based 
Services 

State Regulation 
Bulletin 
Draft Regulation 

5221.12; Draft 
5260; OMHSAS-
10-03; OMH-93-
09 

Eligibility An Axis I diagnosis is needed prior to authorization/initiation of service. 
Yet families need case management in order to access care in order to 
get the diagnosis. A waiver system is needed to allow provision of case 
management service to get the evaluation and diagnosis within an 
established timeframe and to allow payment for these services. Current 
regulations are needed. 

OMHSAS Blended Case 
Management, ACT, 
Family Based Services 

Bulletin, Draft 
Regulation 

OMHSAS-10-03, 
OMHSAS-08-03, 
Draft Regulations 

Billing Phone calls and other communications with collateral individuals to 
coordinate services are frequently successive calls. OMHSAS should 
permit the calls to be bundled into one service when done in succession 
and billed to MA.  
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OMHSAS Psychiatric 
Rehabilitation 

State Regulation  Regulations Final psychiatric rehabilitation regulations are needed. The regulations 
are in process and should be made available as soon as possible. 

MCO  Psychiatric 
Rehabilitation 

Standards None Reimbursement Rates generally do not cover costs.  

OMHSAS Psychiatric 
Rehabilitation 

Standards  Location of 
service 

Psychiatric rehabilitation should include services provided in the 
community, not limited to in-facility services. Experience in the 
community is essential for recovery. New regulations as discussed in the 
PRS Work Group should address this issue.  

OMHSAS Psychiatric 
Rehabilitation 

Standards (I)(B)(1)(d) (iii), 
(III)( C)(1)(h) 

Documentation The final regulations are needed. In current standards the monthly note 
requirement is redundant.  Information can be found elsewhere in the 
chart, specifically in the daily notes and on the goal plan.  This 
requirement should be eliminated.  Monthly notes decrease the time staff 

have available to meet with individuals and time spent documenting is 
not billable.  PRS paperwork is more intensive than Outpatient, and 
requires that staff be skilled in both clinical & rehabilitation, driving up 
hiring costs of finding someone able to do both.  Originally this was to be 
the only notations done on consumer contact, but staff must do daily 
notes, in addition to monthly notes. Quality of services is not increased 
by this documentation. 

OMHSAS Psychiatric 
Rehabilitation Services 

Standards (I) Admission Eligibility Access to PRS. Although "readiness" is an integral aspect of the Boston 
University Model (Best Practices Model), readiness in current standards is 
an excluded category for entrance into PRS programs... There are those 
who are not yet fully engaged in structured goals, but who with a friend 
and focused "readiness" interventions would qualify for the service. 
These individuals should be included in PRS. The final PRS regulations are 
needed.  

OMHSAS Psychiatric 
Rehabilitation 

Standards (I)(B)(1)( c)(iv) Staffing The final regulations package developed with input from the stakeholder 
work group is needed. The requirement for a 1:10 ratio of staff to 
individuals served can be a major barrier to complying with regulations 
given current workforce issues. 

OMHSAS Psychiatric 
Rehabilitation 

Standards Proposed 
Regulations 

Staffing Requiring a percentage of staff to be certified does not recognize staff 
turnover and the shortage of CPRPs.  

OMHSAS Psychiatric 

Rehabilitation 

Standards  Population 

served 

Services should be provided for individuals aged 15 – 18 years in addition 

to the adult (18+) age group. This would help to prepare transition age 
youth to decrease the need for traditional services, foster use of natural 
and community resources, and support independence. 

MCO Psychiatric 
Rehabilitation 

Standards  Reimbursement Final PRS regulations are needed. The units of services are too rigid.  
Flexibility is needed for a group that is effective at 90 minutes and one 
that is better suited as a 30-minute group.  A 15-minute unit is needed 
for individual service-review of treatment plan, treatment plan 
development that cannot be done in a group. 
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OMHSAS Psychiatric 
Rehabilitation 

Standards  (I)(B)(1)     
(c)(ix) 

Staffing Licensure requires weekly supervision and notes of the supervision  
meeting to be done. For programs that are small in size, the supervisor is 
easily able to stay on top of cases. Twice monthly supervision is 
adequate, with monthly staff meetings, or weekly staff meetings, with 
monthly individual supervision, and group supervision. 

OMHSAS Psychiatric 
Rehabilitation 

Standards (III)(B)(2) Staffing Only allowing the orientation training offered by certified trainers is fine 
when trainings are provided, but problematic when they are not 
available.  OMHSAS should also recognize in-house trainings that the 
director and/or management implement when other trainings are not 
available. 

OMHSAS Psychiatric 
Rehabilitation 

Standards (I)(B)(1)(c) (ix) Staffing The final psychiatric rehabilitation services regulations are needed. 
Inefficient use of staff time - staff who are already schooled in the model 
used are quite competent at working independently without formal 

supervision for up to three weeks at a time.  Supervision every three 
weeks, with a PR staff meeting where program processes/updates are 
discussed held once a month would be adequate. 

OMHSAS Psychiatric 
Rehabilitation 

Standards  Payment Policy Lunch should be covered for PRS participants without members having to 
work on a goal while they eat.  

OMHSAS  Peer Support Services Bulletin OMHSAS 09-07 Reimbursement Peer support services should be used in a variety of settings and be 
reimbursable. The value of peer support has been established and should 
be available in outpatient, crisis, inpatient, and other settings and be 
reimbursed. 

OMHSAS Peer Support Services Bulletin OMHSAS 09-07 Certification Peers should be eligible for hire with completion of training and 
certification within six months of hire.  
 

OMHSAS Peer Support Services Bulletin OMHSAS 09-07 Rate The rate paid for peer support services should increase to better cover 
costs for provision of services and to allow for increased wages to offset 
loss of benefits, such as Medical Assistance and housing supports. 
 

OMHSAS Peer Support Services Bulletin OMHSAS-09-07 Staffing The director with a CPRP or Bachelors degree and at least 5 years of 
mental health experience should be permitted to supervise without the 
need for an additional mental health professional.  

OMHSAS Community Residential 
Rehabilitation 

State Regulation 5310.81(3) (iii) Prescriptions It is prudent for medications to be kept in original RX containers, but 
exceptions should be made when individuals must leave the premises and 
take needed medications with them.  The necessary quantity of 
medications needed during the absence should be packaged separately 
for transport and maintained in the locked storage area until departure.  

OMHSAS Community Residential 
Rehabilitation 

State Regulation 5310.6 Staffing Mental Health Professionals must have a graduate degree. In some 
geographic areas it is difficult to find sufficient numbers of qualified 
professionals with graduate degrees.  An education and experience 
requirement should be considered to broaden the availability of qualified 
mental health professionals. 
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OMHSAS Community Residential 
Rehabilitation 

State Regulation 5310.33(e) Eligibility Requires each resident to spend a major portion of his/her time out of 
the residence. This does not allow for the fact that some individuals in 
serious need of supervised housing may be resistant to leaving the 
residence due to psychiatric symptoms (e.g., depression, paranoia, etc.), 
medical issues or aging issues. OMHSAS requirements should recognize 
that this goal may not be met by everyone, or it may take an extended 
period of time for some individuals to meet this goal. Unfortunately, 
individuals with serious need are sometimes denied access to CRR 
services because they cannot meet this goal. A variety of housing and 
service options are needed to meet the needs of individuals for housing, 
personal care supports, physical illnesses, and behavioral health issues.   

OMHSAS Community Residential 

Rehabilitation 

State Regulation 5310.14(e) Staffing Employee physicals every two years - insurance does not cover every two 

years-can this time frame be extended? 

OMHSAS Community Residential 
Rehabilitation 

State Regulation 5310.33(d)(i) Treatment 
Planning 

Currently must review after 30 days and every 60 days thereafter. Extend 
the 60 days to 90 or 120 unless client or staff sees the need for an 
emergency meeting.  

OMHSAS Long Term Structured 
Residence 

State Regulation  Staffing Permit CRNP and PA to perform functions of a psychiatrist. Permit 
psychiatric services to be performed by telepsychiatry in the LTSR. 
Decrease the required physician hours. 

OMHSAS Long Term Structured 
Residence 

State Regulation 5320.42 Staffing Permit RN to qualify as mental health professional for the eight hour per 
day requirement.  

OMHSAS Long Term Structured 
Residence 

State Regulation 5320.41(2) Staffing Hepatitis screens are required, even when the person that has already 
had the screen can provide documentation of receiving the injection. This 
is a waste of resources when the vaccination has been completed.  
 

OMHSAS Long Term Structured 
Residence 

State Regulation 5320.42(3),(4) Staffing Minimum of two staff at all times does not account for when there are 
only 1-2 individuals in the house. Requiring two staff is costly and not 
necessary... If there is a clinical need for more than one staff member, 
only then should it be required. 

OMHSAS Long Term Structured 
Residence 

State Regulation 5320.53(5) Prescriptions Review of the individuals’ medications-requiring them to be reviewed and 
signed off every 30 days by the family physician is a difficult and 
cumbersome requirement. A quarterly review would be more manageable 
and cost effective. Use of electronic health record could make this more 
effective.  

OMHSAS Long Term Structured 
Residence 

State Regulation 5320.11 Co-licensure Permit the use of 2-5 beds within the LTSR for short term crisis respite. 
Use could prevent hospitalization and realize cost savings. 

OCYF/OMHSAS Child Treatment 
Facilities 

State Regulation 3800.58(d) Staffing Requires 40 hours of annual training for all full-time, part time, and 
temporary staff. Recommend pro-rating the 40-hour requirement for 
part-time and/or relief staff. 
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OCYF/OMHSAS/ODP/OCDEL Children’s Services Bulletin 3490-08-03 FBI Background 
Checks 

Both DPW and PDE require FBI checks for individuals to work with 
children. Each has a portal to process the clearances that return the 
same information. However, DPW will not accept FBI clearances obtained 
through the PDE portal. Providers that serve children in schools under 
DPW regulation may be required to have 2 separate FBI clearances from 
2 different agencies at twice the cost that is necessary.  

OMHSAS BHRS State Regulation  Regulations Regulations are needed that are simple, straightforward, address health 
and safety issues, and do not prescribe clinical processes. Clinical process 
evolves over time and should be allowed to do so for the most effective 
care and service. Overly prescriptive requirements add costs, not value.  

OMAP BHRS Bulletin MAB 01-00-13 Authorization The need to obtain authorization has created a delay in services for 
children. 

OMAP Behavioral Specialist 
Consultant 

Bulletin 01-94-01 Credentials In order to meet children’s needs, many services and supports are 
needed. For children with Autism Spectrum Disorders (ASD) behaviorist 
services are needed. A master level mental health clinical degree, as 
required in the bulletin, does not provide the appropriate education and 
skills to meet these needs. Rather, an education degree with emphasis on 
behavior is much more applicable. Regulations are needed that address 
current practice and allow for future evolution, as evidenced by the 
development of services for persons with ASD. 

OMAP BHRS Bulletin MAB 01-01-05 Staffing TSS must have weekly supervision and a minimum of monthly face-to-
face consult. It is more important to document weekly case consult and 
monthly supervision. Supervision can cover a wide array of topics. It is 
important that the TSS stays on the same page with the clinical lead.  
Additionally, the requirement that part time TSS working less than 20 

hours per week must have 20 hours of training and 30 minutes of 
supervision per week is excessive.   

OMHSAS BHRS Bulletin  Psychiatric 
Evaluation 

A requirement that individuals must have a psychiatric evaluation in order 
to receive functional family therapy adds more cost and inconvenience 
than value. The evaluation is helpful for some, but not for all individuals 
to receive services in a systemic, rather than medical model program. 
The requirement wastes medical time and agency funds. Many FFT 
families will accept home-based therapies, but will not go to the clinic for 
an evaluation. 

D&A Licensing D&A Regs/Healthcare 
Facility 

State Regulation 711.53(c) (4) 
[ch.255.5] 

Confidentiality Restrictions on type of D&A information that can be released. More 
stringent than federal requirements and in current healthcare 
environment, it is impossible to provide care without release of 
appropriate information to payers and others. 

OMHSAS Assertive Community 
Treatment 

Bulletin OMHSAS-08-03 Involuntary 
Commitment 

Permit involuntary commitment to ACT and court ordered medication 
used in rare instances, consistent with the original Wisconsin ACT 
recommendations. 

OMHSAS Family Based Mental 
Health Services 

State Regulation 5260.12 Access Although the regulation regarding having only psychiatrists and 
psychologists complete the Prescription letter for Family Based Services is 
understandable, it can be difficult for some families to schedule an 
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evaluation when they need it. There is sometimes a long lapse between 
the time that Family Based is indicated (i.e.; after a hospitalization or a 
family/child crisis) and when a psychiatric evaluation is actually 
scheduled/completed. If a family is not already involved in a service at an 
agency that employs the services of a psychiatrist or psychologist, it can 
be difficult for them to access an evaluation. Families have been turned 
away by community mental health agencies because they have no 
affiliation with that agency. This "agency-specific" policy should be 
addressed to allow for better access to psychiatric care. Final regulations 
are needed for this service.  

OMHSAS Family Based Mental 
Health Services 

State Regulations 5260 All Regulations are needed for Family-Based Mental Health Services that are 
clear and understandable, focus on health and safety, and are not 
prescriptive.  For example current expectations regarding supervision and 

staff training are burdensome, costly, and do not allow flexibility in 
operations.  Condense codes similar to that of mobile psychiatric 
rehabilitation services and ACT for ease of documentation in electronic 
records.  

OMHSAS Psychiatric Residential 
Treatment Facilities 

State Regulations, 
Bulletins, Final 
Forms 

 Need for final 
regulations and 
documents 

Reviewers use draft federal interpretive guidelines to audit the PRTF. 
Interpretation varies and is very stringent. Interpretation of the use of 
restraints varies, with hardship to the provider in frequency of 
evaluations (every 5 minutes) needed. Final documents are needed.  

OMHSAS Crisis Intervention State Regulation 5240  Final crisis intervention regulations are needed. A work group met and 
developed recommendations for change. These should be reviewed and 
new regulations developed with further stakeholder input. 

MATP General     Medical Assistance (MA) should pay for transportation for any service that 
is paid by MA, whether it is a State Plan Service, or not.  

ODP Licensing State Regulation 6000.351, 
6000.24, 
6400.11, 
2380.11, 
2390.11, 20.31 
 

Annual licensure Licensing on an annual basis needs to be reconsidered. For an agency 
that obtains its license without any issues, re-licensing every 2 to 3 years 
should become the option. This would create savings in licensing and the 
providers’ costs related to licensing.  Every provider has to spend at least 
6 months every year either preparing for or dealing with or responding to 
the annual inspection. Many other states have long ago given licensing 
options of up to 3 years between inspections.  With the addition of the 
Provider Monitoring component this change to less licensing visits seems 
appropriate. The use of a Provisional License, with guidelines to enable 
consistent application, would be an option for agencies with issues that 

must be addressed. This guidance could include annual inspection until a 
pattern of successful licensing inspections is demonstrated.  There is an 
issue of inconsistency of opinion and regulations interpretation among 
licensing staff which creates costly review and revision by providers. 
There is inspector inconsistency with regard to what is acceptable 
training for provider staff to meet the 24 hour requirements. The 
recommendation is licensing staff need to receive consistent and 
repeated trainings regarding the ODP system, its changes, and how 
regulations should be interpreted. 
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ODP All State Regulation 4300 
 

Fiscal With ODP's transition to the cost-report based prospective payment 
system for direct service providers and to state-set rates for supports 
coordination organizations, the current 4300 Fiscal Regulations do not 
apply and revised fiscal regulations have not yet been developed. 
Examples of Fiscal Regulations needing developed for the ODP funded 
system includes: *Therapeutic Leave or Occupancy Factor which is 
provider specific; Continuing Use Allowance on provider purchase of 
buildings and capital assets which is more cost effective then 
leasing/renting; Adequate cost coverage of Medicaid Ineligible Room and 
Board; Program Start Up Costs Policy; Retained Revenue policy of 5% 
over a rolling 5 year period to assist survival of cash-strapped agencies; 

Rapid Rate Appeal Process to prevent closure of services for individuals 
 

ODP All State Regulation 4300.83 Fiscal The salary levels used in the 4300 Regulations have not been adjusted 
for inflation since 1987, are not adequate now, and will be less adequate 
in the future. Compensation should be disconnected from the state salary 
compensation grid. It is also important that the term "compensation" 
include both salary and benefits and that new policy require the 
consistent use of this definition by the state and by all county joinders. 
The policy must also be written in a way that will allow yearly adjustment 
of salaries, tied to some type of index or survey. 
 

ODP All State Regulation 4300,28(a) Fiscal The 4300's are not applicable to the new ODP payment system. But 
regardless of the payment system used, the rates must reflect the true 
cost of doing business to ensure a strong provider network that can 
effectively provide consumer choice and prevent the closure of programs 
or elimination of services, which will lead to costly lawsuits which must be 
paid by DPW and the state. 
 

ODP All State Regulation 6400.181 a-f, 
2380.183, 
2390.153 
 

Reviewer 
Interpretation 

Does each ISP include specific activities and services that meet the need 
of individuals? This is very subjective. ISP assessments are often 
duplicative and therefore costly. Guidelines must be developed to assure 
this does not occur. While assessments are appropriate for an individual 
initially receiving a licensed service, it becomes duplicative once the 
comprehensive ISP is in place. Timeframes are also needed regarding the 
various components, such as sending required documents to providers so 

services can begin.  Regulations should address health and safety issues. 
The new ISP Regulations appear to overlay existing licensing and are 
unclear, confusing, with too much open to individual interpretation. 
 

ODP   6400.112(e) 
 

Reviewer 
Interpretation 

An example of a problem with the interpretation of a regulation existed at 
a site in regard to regulation 112(e) A fire drill shall be held during 
sleeping hours at least every 6 months. Records indicated that a drill had 
been done at 11:50 pm and that all individuals were asleep. The agency 
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was cited as being noncompliant because the licensers would not accept 
an asleep drill that was not done between midnight and 6 am. Nowhere 
in regulations is that stated. This again focuses on the personal licensing 
agents’ interpretation of current regulations and shows the need for 
consistent trainings and guidelines for licensing. 
 

ODP   2390.40(b), 
2380.36, 
 

Staffing 24 hours of annual training should only be required for staff with less 
than three years of experience in the facility. There should be a minimum 
of 10 hours training for staff with more than 3 years experience and 
these trainings should not be duplicative (i.e., how to use a fire 
extinguisher) but relevant to the types of care being provided. ODP can 
help cut providers costs and therefore system cost by providing needed 
trainings and offering them by webcast which can be viewed at anytime 

by new and current staff.  

ODP   2390.143 
 

Staffing Work performance reviews should not be required for un-funded clients 
in the Handicapped Employment program. Reviews should only be 
required for funded clients. This category may be outdated or have very 
limited use in the ODP system. 
 

ODP   2380 Licensing Under the Adult Training Facility 2380 licensing there is a requirement 
under "licensing exemptions" to be dually licensed by both DPW and the 
Department of Aging/Office of Long Term Living if serving 4 or more 
consumer over the age of 60. The time, labor and financial resource drain 
for licensing under the Older Adult Daily Living Center (Chapter 11) 
regulations for a few individuals makes little economic sense.  The dual 

license does not bring anything additional to meet the individual's needs; 
it does not increase service quality. This is creating extra costs and 
requirements and could be easily fixed with a Memo of Understanding 
between DPW and PDA. Multiple service plans required by different 
offices/departments create unnecessary costs to the system; All 
information should be accessible through one system for review and 
updating.  
 

ODP Eligibility   Intellectual 
disability 
recertification 

If the requirement to annually recertify a person as being intellectually 
disabled is not a federal Medicaid requirement, then it should be 
eliminated. Intellectual disability is a lifelong, non-curable, non-recovery 
disability. Requiring annual physician certification of this disability is time 
consuming, costly to obtain, and wasteful.  

 

ODP    Bulletins vs 
Regulation 

ODP's bulletins often conflict or are confusing in regard to existing 
regulations, i.e., Incident Management Bulletin has discrepancies in 
definitions which leads to different interpretations by ODP, county 
MH/IDD, and licensing; Individual Support Plans (ISPs) are becoming 
more complicated and not person-centered with reviewers offering 
inconsistent interpretations/opinions 
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ODP    Multiple 
oversight bodies 

Increased oversight including licensing reviews, provider monitoring by 
county MH/ID, provider qualifications can create cost duplication 
 

 


