
 
PCPA Problematic Regulation Summary 

Department/ 
Office/etc. 

Program Type Type of regulation 
(State Reg, Fed Reg, 
State Bulletin, State 

Standard…) 

Citation    Issue Summary OMHSAS Response

OMAP Outpatient Bulletin MAB 99-97-06 Reimbursement The 60 minute MA hour vs. the 45/55 minute insurance hour limits 
the therapists ability to do timely documentation and meet 
productivity requirements when seeing MA clients. The 45-55 
minute hour is considered best practice, used most often in private 
sector and should be accepted by MA. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS Psychiatric Outpatient
Clinics 

 State Regulation 5200.31(2) Treatment 
Planning 

Regulations state that treatment updates/review every 15 visits or 
120 days, whatever comes first. This increases paperwork. Change 
regulation to review every 120 days only. This would decrease 
paperwork and time required by staff to keep track. Managed Care 
companies have a requirement that their own treatment plan should 
be completed that covers the period of authorization. The state does 
not approve of these forms & we either have to modify them or do a 
state plan & a managed care plan. The provider should not have to do 
a plan on an inactive patient. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMR  Residential
Agencies/Facilities/ 
Services 

State Regulation 6000.351, 6400 Annual Licensure There is one regulation that requires immediate change and that is 
the regulation that requires annual licensing under the 6400 regs. 
Every provider has to spend at least 6 months every year either 
preparing for or dealing with or responding to the annual inspection. 
Most other states have long ago given licensing options of up to 3 
years between inspections. The expense involved for the state to 
maintain this system must be exorbitant, given the current fiscal 
climate. 

Regulations/requirements are not in OMHSAS’ jurisdiction.; 
refer to OMR. 

1    



OMHSAS  Partial
Hospitalization 

State Regulation 5210.21(b), (c) Staffing Regulation requires staff to consumer ratio to be dependent on the 
license 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 could 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 reduces the 
likelihood of new outpatient programs opening, if the agency is too 
small to support the losses or if the agency serves a specialized 
population and thus does not feel that they will be able to generate 
enough referrals to reach the break-even point.  (For example, 
Census fluctuates by season in Acute partial and year-to-year in 
School Based partial.  Providers could staff more cost effectively 
without this requirement.)  In addition, under Chapter 5200, 
regulation 5200.22: Staffing patterns-psychiatric time per week is at 
16 hours.  The goal, due to costs, is to refer clients who are not on 
anti-psychotics or mood stabilizers to go to their PCP once they are 
stable on meds.  Clients do not remain with their psychiatrist for long 
periods of time anymore.  Some MCO’s will not allow it.  Suggest 
decreasing this number (16) as it is cost prohibitive 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 type issue as it again becomes cost 
prohibitive.  The psychiatric time per week should be based on 
adequate staffing to meet consumer needs not related to the staffing 
patterns of the agency. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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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.  The change to a fee for service funding mechanism, a 
change since the 4300s were first developed, clearly dictates the 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 are now accepting much more 
financial risk than when the 4300s were developed. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

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 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. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

DPW County Mental Health
and Mental 
Retardation Fiscal 
Manual 

 State Regulation 4300.28(a) Fiscal The statement on negotiating the lowest possible consistent with 
good program quality should be waived.  Rates must reflect the true 
cost of doing business to ensure a strong provider network that can 
effectively provide consumer choice.  

OMHSAS is willing to consider revising this 
regulation/requirement. 
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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 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 who 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. 

OMHSAS is willing to consider revising 
regulation/requirement; request will be reviewed by the 
Family Based Mental Health Services workgroup. 

OMHSAS   General Bulletin MHB OMH-94-
04 

Eligibility Currently, PA has a definition for adults with serious mental illness; 
however, there is not a special priority definition for older persons, 
like there is for children. By not focusing on special needs of older 
persons with mental illness, including those suffering from dementia 
accompanied by behavior problems, depression, delusions, 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. 
Also, it should be noted that the 1976 PA mental health procedures 
act also includes language that is unfortunate ("senility") and in 
excluding "senility" from being a definable mental illness, an 
additional barrier is created. 

OMHSAS is willing to consider revising this 
regulation/requirement; the purpose of the priority group is to 
influence planning and service development goals; OMHSAS 
can directly address this issue in conjunction with planning 
activities.  The Bureau of Policy and Program Development 
will work with the Bureau of Operations and stakeholders to 
resolve. 

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. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
UPL regarding OP clinic rate-setting is a federal Medicaid 
requirement. 

MCO  Psychiatric 
Rehabilitation 

Standards None Reimbursement Rates clearly don’t cover costs.  Issue must be resolved at a local level. 
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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. Incident management categories, time 
frames, forms, etc. all differ.  

OMHSAS requires additional information and specific details 
from PCPA in order to respond to this question; OMHSAS 
will schedule a meeting to discuss. 

All   All None Documentation Multiple service plans instead of an integrated plan. Unnecessary 
cost to programs. 

 OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

All   All None Documentation Expansiveness of documentation OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

All   All None  Multiple
Oversight 

There are multiple oversight bodies-county, state, managed care 
organizations-to name a few. Costs (money and time) are significant.

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 

All   All None Annual Licensure Licensing frequency should be reviewed. Licensing every two years 
instead of annually could be sufficient for many programs. 

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 

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 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 need previous approval regardless. The closure process 
is a cumbersome system. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

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.  
Additionally, records maintained a part from other records does not 
consider electronic record where client has only one chart. 

It is programmatically unsound to waive this requirement for 
all providers. 
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OMHSAS Psychiatric Outpatient
Clinics, Partial 
Hospitalization 
Programs 

 State Regulation 5200.3; 
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 w/ extensive experience, if Director of the 
Program 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 a difficult requirement to fulfill. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

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 is punishment to programs that are 
attempting to transition children from school-based partials into less 
restrictive school placements.  For adults, partial is provided for a 
minimum of three hours. Looking at recovery focus, a client may be 
in programming for less then three hours but still benefit from the 
time here. According to the regulations, we cannot bill for less then 
three hours, so even if a client is here for 2 and 1/2 hours, we would 
not be able to bill for that service.  Some of the neediest consumers 
are only able to stay due to emergent situations (i.e. 302) yet are 
labor intensive for staff; should be able to bill for hourly increments. 
Also for transition purposes when stepping down to lower levels of 
care. 

 

OMHSAS is willing to consider revising this 
regulation/requirement.  Additionally, providers may request a 
program exception from OMAP on a case-by-case situation; 
OMHSAS is in the process of developing a Medicaid state 
plan option to permit flexible, mobile OP psych services and 
that would address this issue. 
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OMHSAS   Psychiatric
Rehabilitation 

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

  Documentation The monthly note requirement is redundant.  Information on monthly 
notes can be found elsewhere in the chart, specifically in the daily 
notes and on the goal plan.  This requirement should be eliminated.  
Monthly notes take away from the time staff have available to meet 
with consumers.  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. This is no longer the case. Staff have to do daily notes, in 
addition to monthly notes. Staff time spent on documentation is not 
billable. Quality of services is not increased by this document...in 
fact, it takes away from the time staff have available to meet with 
consumers. It is a cumbersome and unnecessary document. 
Recommend every other week with a team meeting during those 
meetings. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS Psychiatric Outpatient
Clinics 

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

Use of 
Psychiatrists 

If a clinical holds an independent license at the highest level of the 
state, that professional should not require supervision by a 
psychiatrist. The psychiatrist does not require supervision, why 
should the licensed professional. In order to show psychiatric 
oversight the provider has to obtain signatures from the psychiatrist, 
and this is time consuming and has nothing to do with the quality of 
care. Managed care companies also individually credential clinicians. 
Many other states do not have this requirement. Some patients are 
not on medication and not managed by a psychiatrist therefore the 
clinical should be able to sign off on the treatment plan. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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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. 

OMHSAS is willing to consider revising this 
regulation/requirement; OMHSAS is in the process of 
developing a Medicaid State Plan option to permit flexible, 
mobile outpatient psych services and that would address this 
issue. 

OMHSAS, OMR  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. The old rate of $1080 is still used 
and this is unfair to clients.  Fiscal regs use a different chart for 
resident and treatment liabilities. It is unfair to client and does not 
take into consideration wide variety of residential options. It would 
make more sense if liabilities were just for treatment.  These 
requirements limit the accessibility to MH services to the working 
poor who are not eligible for MA. Specifically the living allowance 
of $9000 & the IRS dependent deduction amount based on those 
identified 1986 are not current or appropriate.  These regulations 
were written long before outpatient clinics were functioning in a fee-
for-service environment. There is no guidance as to whether 
consumer liabilities could apply to co-payments and co-insurance 
costs that the consumers must now incur.  

OMHSAS is willing to consider revising this 
regulation/requirement. 
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OMHSAS/OMR    Reviewer 
Interpretation 

Multiple comments (separated by *) Difficulties occur with the 
reviewer's interpretation of the regulations. This often varies from 
year to year depending on the reviewer. Different reviewers focus on 
different aspects of regs and often put their bias on what should 
occur with that particular reg. Their particular bias may contradict 
another's bias within the same regulatory body and also across 
regulatory bodies (DPW and JCAHO for example).  *DPW has made 
comments on our company job descriptions and required us to 
change them to the desire of the reviewer. If they want certain job 
descriptions they should supply them so all programs are consistent.  
*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 client care. Virtually every other 
auditing organization comes with at least such a tool. As a result, 
feedback that has been provided to us has been anecdotal at best, 
based on auditors' impressions rather than on specific data.  
*Interpretation of regulations can vary significantly from one 
reviewer to the next and from one year to the next. This issue often 
has no positive impact on quality improvement, while it takes 
valuable time and costs money.  *The 3800 regulations have written 
interpretive guidelines that have been updated at least once. Other 
regulations do not have written interpretive guidelines and the 
interpretation often changes without advance written notice. 
Additionally each reviewer interprets the regulations from his/her 
unique perspective and we sometimes receive contradictory 
messages. Written interpretive guidelines for each set of regulations 
would be helpful, provided the guidelines are updated as indicated. 

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 

OMHSAS  Intensive Case
Management & 
Resource 
Coordination 

State Regulation None   Scope of
Services 

ICM & RC are two separate and distinct services. When a consumer 
becomes stable or does not get eligibility criteria they must move to 
RC. Usually this includes a new case manager who they are 
unfamiliar with. A blended case management model would provide 
more continuity of care. The relationship between client and case 
manager is one of the most powerful reinforcements for the service 
(see all the satisfaction data), yet we negate that relationship and 
force the client to start over with a new case manager. 

OMHSAS is willing to consider revising this 
regulation/requirement; OMHSAS is currently conducing a 
“Blended” TCM project that will be evaluated for statewide 
application. 
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OMAP BHRS Bulletin MAB 01-94-01 Reimbursement Mobile therapy cannot currently bill for collateral contacts in order to
develop the treatment plan, crisis plan, and behavior plan and ensure 
continuity of care with treatment team members. Nor can they bill 
when providing case consultations with the Therapeutic Staff 
Support, Behavioral Specialist Consultant, Psychologist, Psychiatrist 
and/or Primary Care Physician of the client. 

 There may be a misinterpretation of what is allowed – 
administrative costs including treatment team meetings is 
included in the rate; A MT can bill MA for collateral contacts 
that occur during the course of billable activities; refer to the 
Children’s Behavioral Health Task Force. 
 
 

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

OMHSAS is willing to consider revising this 
regulation/requirement; issue will be referred to the Children’s 
Behavioral Health Taskforce. 

OMHSAS  Community
Residential 
Rehabilitation 

State Regulation 5310.6 Staffing Mental Health Professionals must have a graduate degree-where as a 
qualified mental retardation professional does not-add a statement to 
include those who have been in the field for a specified amount of 
time, making them eligible to be considered a qualified mental health 
professional. 

OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

OMAP General State Regulation 1153.2 Staffing Request that psychiatric nurse practitioners be permitted to conduct 
psychiatric evaluations under the supervision of a Board Certified 
Psychiatrist and also to be able to recommend Wrap Around services 
(currently only allowed by a MD or Licensed Psychologist.) 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS  Intensive Case
Management & 
Resource 
Coordination 

State Regulation, 
Bulletin 

None  Multiple
Oversight 

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

Issue must be resolved at the local level.   

OMAP Outpatient Therapy  State Regulation 1153.14(8) Reimbursement Lack of reimbursement for case management, coordination of care, 
psycho educational and family education groups interferes with the 
provision of services that could provide for positive support to the 
client and help maintain them in the community and reduce 
admissions to the hospital. Clients’ needs are more complicated. 
Reimbursement for these services could help build family 
understanding and support for the client. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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OMHSAS  Psychiatric
Rehabilitation 

Standards (I) Admission Eligibility Access to PRS. Although "readiness" is an integral aspect of the 
Boston University Model (Best Practices Model), readiness is an 
excluded category for entrance into PRS programs as per regulations.
There is a group of persons who are not yet fully engaged in 
structured goals, but who with a friend and focused "readiness" 
interventions would qualify for the service. Many PRS programs are 
struggling with fewer participants in PRS because of this group of 

 

people. As a result, consumers are left at two extremes: Soc Rehab or 
PRS. Nothing in between is the problem. True rehabilitation would 
include this group as a part of the services. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMAP, MCO Psychiatric 
Rehabilitation 

State Regulation, MCO 1150.51(h)(6) Reimbursement Cannot bill for treatment team/phone time, or the incredible amount 
of documentation that needs to be done (including the monthly note). 
Payment should be made for these services. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMR  Adult Training
Facility 

State Regulation 2380.161(d) Seclusion/ 
Restraint 

"An individual shall be released from the manual restraint within the 
time period specified in the restrictive procedure plan not to exceed 
30 minutes within any 2 hour period." Although this is rarely an 
issue for our individuals-this does create a safety issue for the staff 
and MR individuals alike. Should an individual be involved in an 
extensive behavioral problem that exceeds 30 minutes, the 
implementation of passive physical restraint would be against 
regulations (although it would be needed to maintain safety and 
security of the individual as well as the staff.) It was also mentioned 
to our staff during a recent survey that should an individual be 
restrained for more than 30 minutes, he/she must be removed from 
the program (day program) immediately. The individual can return 
once under control. If this interpretation is correct, this is a huge 
liability and safety issue.  

Refer to OMR. 

OMAP BHRS Bulletin MAB 29-02-03 Documentation Eliminate the requirements for supervisor signature on individual 
TSS progress notes. It does not ensure quality but does use excessive 
time for the supervisors. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMAP BHRS Bulletin MAB 01-98-20 Documentation Eliminate or change the requirement for BSC signatures on Plan of 
Care Summaries and Family Choice Notification forms.  

OMHSAS is willing to consider revising this 
regulation/requirement. 
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OMHSAS BHRS Managed Care RFP RFP 3-96-113 
(May 18, 1998) 

Authorization Allow Mobile Therapy to be prescribed by the month instead of only 
by the week. 

OMHSAS willing to consider revising regulation/requirement; 
refer issue to the Children’s Behavioral Health Task Force. 

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. 

Requirement is clinically sound; relief and part time staff need 
to be trained to address the complexity of the residents that are 
in their program; reduction of the hours of training required 
would negatively affect the quality of care given to residents. 

OMHSAS  Community Hospital
Integration Project 
Program 

 None Authorization MH/MR jurisdictions should be permitted to exercise discretion in 
utilizing CHIPP dollars to work with local hospitals in extending the 
inpatient stay of some patients. This would be a help in further 
significantly reducing referrals for state hospitalization. Many people 
need just a bit more time in the local hospital to stabilize. Referrals to 
state hospitals are inherently disruptive to recovery and the 
continuity-of-care process. A whole new set of people come into 
play and almost always another doctor gets involved with another 
perspective and a new set of drugs, time needed for adjustment to 
drugs extending the state hospital stay, another clinical opinion, etc. 
Most of the time state hospitalization is an unfortunate impediment 
to efficient, community based care, continuity of care, and 
stabilization of the client and her/his situation. "Penny wise and 
pound foolish" sums it up. 

This recommendation is not programmatically sound; CHIPP 
is intended to move people out of hospitals into community 
settings. 

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. 

Issue needs to be resolved at the local level.  The RC Bulletin 
allows the County MH/MR Administrator , with written 
approval from the regional OMH office, to authorize 
admission of individuals in need of RC who do not meet the 
eligibility criteria.   

OMHSAS BHRS Bulletin MAB 00-01-01 Documentation Requirement to report Kirk T. monthly. This report includes client 
name, when services were prescribed, the amount of services 
prescribed, the amount of services delivered, the reason the services 
were not delivered as prescribed. This reporting is mandated monthly
by the state but does not add to the quality of care clients receive but 
necessitates enormous documentation and tracking to report on. 

 

OMHSAS is willing to consider revising this 
regulation/requirement; OMHSAS and DPW Office of Legal 
Counsel is in the process of revising paperwork requirements. 
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OMAP BHRS Bulletin MAB 01-01-05 Staffing Right now a TSS must have a weekly supervision and a minimal 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.  Can 
these requirements be prorated based on the number of hours 
worked?    

OMHSAS to provide a more detailed explanation of the 
rationale behind requirement and explain its flexibility. 

OMAP BHRS Bulletin MAB 01-02-07 Documentation Multiple forms need to be completed at each interagency team 
meeting. One form in particular is the prescriber collaboration form, 
which is a three- page document that is mostly repetitive of the 
psychological evaluation. This takes time, which adds cost but gives 
little if any added quality, especially if there is no change in the 
prescription. 

Issue must be resolved at local level. 

OMAP BHRS Bulletin MAB 01-01-07 Documentation The excessive paper work and unnecessary documentation causes 
extreme staffing and funding issues. Clinical time that is needed is 
lost due to the excessive paper work and forms required in this 
service. 

OMHSAS willing to consider revising regulation/requirement; 
will discuss with Children’s Behavioral Health Task Force 
(CBHTF) and joint OMHSAS/OMAP policy meetings with 
the Secretary. 

OMHSAS  Intensive Case
Management 

State Regulation 5221 Appendix 
A 

Scope of 
Services 

The scope of identified ICM/RC activities does not include direct 
skills teaching. The addition of mobile psych rehab in some cases 
just adds another layer/more intrusion into person's life.  
Additionally, 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. This has been included as part of benchmark yet 
it conflicts with the regulations. 

Comment is not clinically sound. 

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 and can provide documentation of receiving the 
injection. What is the purpose of having this review at the biennial 
exam?   

OMHSAS is willing to consider revising this 
regulation/requirement. 
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MCO/County  Intensive Case
Management & 
Resource 
Coordination 

MCO/County None Documentation The paperwork and processes required to refer, open, outreach a 
client is time consuming and expensive. If the client resists the plan, 
outreach can be extensive which further adds cost.  All of this 
additional paperwork makes a 75% productivity expectation quite 
difficult, if not unreasonable. 

It is programmatically unsound to waive this requirement for 
all providers; OMHSAS may consider an exception request 
from individual providers. 

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 carry over of skills developed as part of the partial 
hospitalization setting.  This inhibits the generalization practice 
needed.  When out in the community, more stringent staff ratios are 
required and more knowledgeable staff to be able to provide the 
therapeutic support needed for successful experiences.  Transition 
and community skill building interventions need to occur off site. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS  Partial
Hospitalization 

State Regulation 5210.22; 
5210.24(b) 

Use of 
Psychiatrists 

It is unrealistic to expect the psychiatrist, who is expected to be the 
"team leader" to be responsible for all of these things if the 
psychiatrist is only part time. (The mental health therapist should be 
the team leader for his/her own caseload, since that therapist 
performs all of the above anyway.) 

Comment is not clinically sound. 

OMHSAS  Psychiatric
Rehabilitation 

Standards (I)(B)(1)( c)(iv) Staffing The requirement for a 1:10 ratio of staff to consumers. With staffing 
issues as they are, this can be a major barrier to complying with 
regulations. 

OMHSAS is willing to consider revising 
requirement/regulation; OMHSAS may be able to provide an 
individual waiver for a provider. 

OMHSAS/OMA
P 

Intensive Case 
Management & 
Resource 
Coordination 

   Billing Requirements limited when ICM/RC client is in Family 
Based services. Tracking eligible units difficult, time consuming, and 
often lost. 

It is programmatically unsound to waive this requirement for 
all providers. 

MCO  Psychiatric
Rehabilitation 

Standards  Reimbursement The units of services are too rigid. One hour for a group does not 
take into account a group that is better organized as a 90-minute 
group or in other cases a 30-minute group.   There is a need for a 15-
minute unit for individual service-review of treatment plan, treatment 
plan development. This cannot be done in a group. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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    Reimbursement When a program services a deaf/hard of hearing individual or any 
client with a communication delay/difference of some type, they 
must provide either Assistive Listening devices, interpreters, or 
communication boards in order to accommodate the communication 
needs. And, due to the communication delay the provision of the 
service may take longer then normally authorized. Currently both fee 
for service and MCO will only allot you the same units they would 
allot to a "normal" communication client. They need to look at 
allowing for more units to be authorized or and increase in the 
reimbursement rate that will allow for the communication 
accommodation or out of the ordinary accommodations.  In general, 
fees do not keep up with the economy. 

OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

    Prescriptions Problem with doctors (psychiatrists and medical) prescribing meds 
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 residents running out of meds 
when weather is inclement. 

OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

OMHSAS, OMR  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. Population shifts across the state: OMHSAS 
should consider reducing base dollars in counties losing population 
and re-allocate to the fastest growing under per capita counties. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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OMHSAS  Intensive Case
Management 

State Regulation 5221.22(c) Staffing Requires an ICM or supervisor to be present when an involuntary 
commitment is being considered to insure that all appropriate 
avenues to hospitalization are considered. This does not take into 
account the travel time involved in these situations, particularly 
during evening hours when ICM’s are traveling from their homes, 
which may be a considerable distance from the crisis center or other 
location where the decision is being made. The ICM or supervisor 
should provide immediate input via phone contact, rather than travel 
to the site, which would hold up the process or result in the decision 
being made before the ICM or supervisor arrives and has the 
opportunity to provide his/her feedback. 

Issue needs to be resolved at the local level. 

OMAP Psychiatric Outpatient
Clinics 

 State Regulation 1153.14(6), 
1153.52(d) 

Location of 
Services 

The requirement (or policy) that outpatient services must be facility-
based in order to qualify for M.A. reimbursement is problematic. 
Contemporary and future community-based public mental health 
services need to be mobile in order to more effectively and 
efficiently service the public. This is particularly true for rural areas 
and for providing timely and appropriate mental health care services 
provided by public are reluctant to self-refer for services, particularly 
mental health service provided by public subsidy. OMHSAS, in 
consultation with the MH/MR jurisdictions, should be able to design 
a process of accreditation and accountability that would still permit 
outpatient services to be predominantly mobile in lieu of continuing 
to be exclusively facility-based.   For children, licensed providers 
should be able to provide outpatient services anywhere in the 
community. This will improve access and likely reduce utilization of 
BHRS and Family Based services (currently the only services 
permitted to provide treatment outside of a licensed facility). 

OMHSAS is willing to consider revising this 
regulation/requirement; OMHSAS is in the process of 
developing a Medicaid State Plan option to permit flexible, 
mobile outpatient psych services and that would address this 
issue. 

OMHSAS  Community
Residential 
Rehabilitation 

State Regulation 5310.32(2) (ii), 
5310.32 
(C)(2)(ii) 

Barriers to 
Provision of 
Service 

It is often difficult to get a medical evaluation that is within six 
months prior to the clients enrollment. Often it is necessary to 
schedule something immediately. 

Medical evaluation is clinically and programmatically 
important; barriers providers have can be discussed at the 
local level. 
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OMHSAS  Intensive Case
Management 

State Regulation 5221.31(10) Staffing Required case management training (5 days). Pieces of training are 
of no value to case manager. The case manager misses 5 days of 
productivity. Entire state training needs to be re-vamped. 

OMHSAS is willing to consider revising this 
regulation/requirement; OMHSAS can directly address this 
comment to resolve problem; clarify process for addressing 
curriculum. 

OMHSAS  Intensive Case
Management 

State Regulation 5221.23(f) Staffing For providers who already run either outpatient or partial 
hospitalization in the Commonwealth, they need to waive regulations
regarding the need for a full time staff. By adding even a small 
number of  case managers to outpatient or partial hospitalization to 
monitor and link to communities these specialized populations( i.e. 
transition age, and MH consumers) consumers can have more 
comprehensive integrated treatment rather then having services unde

 

r
different providers.  

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS  Psychiatric
Rehabilitation 

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

Staffing Licensure requires weekly supervision and notes of this 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. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

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 is willing to consider revising this 
regulation/requirement. 

OMHSAS   Resource
Coordination 

Bulletin MHB OMH-93-
09 

Staffing Requires a minimum caseload of 30 for RC. This does not take into 
account the serious issues (e.g. co-occuring disorders) experienced 
by many RC consumers or the special needs of some populations 
(e.g., children, young adults, non English speaking individuals, etc.) 
Although many of these individuals may not meet eligibility 
requirements for ICM or are unable to receive ICM services because 
there may not be an opening in ICM, they may require a great deal of 
intervention. Recommend reducing the minimum caseload size for 
RC to 20 to ensure individuals with serious needs are able to receive 
services appropriate to their needs. 

It is programmatically unsound to waive this requirement for 
all providers; OMHSAS will consider exception requests for 
individual providers. 
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OMHSAS  Intensive Case
Management, 
Psychiatric Outpatient 
Clinic, Community 
Residential 
Rehabilitation 

State Regulation 5221.33, 
5200.31(2), 
5310.33(d) 

Documentation Case management service plan reviews must be done every 6 
months, psychiatric outpatient service plans must be reviewed every 
4 months, and CRR service plans must be reviewed every 2 months. 
Too much. 

OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

MCO  BHRS   Staffing CCBHO requires the care manager to attend all initial interagency 
meetings. This means that the other staff have to manage their 
schedules around one care manager.  

OMHSAS is willing to consider revising this 
regulation/requirement; will discuss with the Children’s 
Behavioral Health Task Force and joint OMHSAS/OMAP 
policy meetings with the Secretary. 

MCO/County     BHRS/Residential
Treatment Facility 

Use of
Psychiatrists 

 Our MD's are asked to submit the psych eval when we recommend 
another level of care. For those providers without an outpatient 
license, there is no mechanism to bill. In addition, providers who 
contract with MD according to licensing hour requirements so that 
time spend completely comprehensive psych eval pull psychiatrist's 
from treatment for kids remaining in the program. 

Issue must be resolved at local level. 

OMHSAS  Community
Residential 
Rehabilitation 

State Regulation 5310.73(F) (4) Reviewer 
Interpretation 

Inspectors often have different expectations when it comes to their 
view of cleanliness, and what is in good repair. Slight mildew in the 
shower, dirty foil under a burner can often result in a citation. 
Reviewers need to be consistent as well as realistic. 

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 

OMHSAS    Community
Residential 
Rehabilitation 

Reviewer
Interpretation 

 Reviewers don't base their recommendations on the regulations. 
Often reviewers will impose what they think is appropriate, ie proper 
documentation, when in fact there is no indication in the regulations. 
An example would be the reviewer not liking the appearance of a 
cover sheet, when there is no definition of what one should look like 
other than what it should contain. 

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 

OMHSAS  Community
Residential 
Rehabilitation 

State Regulation 5310.81(3) (iii) Prescriptions Meds must be kept in original RX containers. Not always practical. 
Room should be made for exceptions such as resident had to leave 
early in A.M., but you don’t want them to pack and have the meds 
with them overnight. You would like them to have the resident pack 
the night before and be able to leave them at staff department for 
early A.M. pick-up 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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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 OMHSAS is willing to consider revising this 
regulation/requirement. 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. 

OMHSAS Family Based Mental 
Health Services 

Draft State Regulation 5260.12 Eligibility Time limit of 6 to 8 months. Some families need more time, and thus 
have multiple referrals to FBMH over time. It would enhance service 
and be cost effective and efficient if service could be continued as 
needed, rather then terminate and re-start. 

OMHSAS willing to consider revising regulation/requirement; 
request will be reviewed by the FBMHS Regulations’ 
Workgroup.  

OMHSAS Family Based Mental 
Health Services 

Bulletin MHB OMH-91-
19 

Staffing Recommend a 60/40 percent ratio of team-delivered units to team 
member delivered units. This is further reinforced by the rate setting 
process which utilizes these ratios. Monitoring these ratios requires a 
great deal of time and expense with no clinical benefit. The decision 
to provide team delivered or team-member delivered services should 
be based upon the unique needs and preferences of the family being 
served; the nature of the service being provided at that point in time 
and/or the demands of the caseload (e.g. several families 
experiencing a crisis at the same time). 

OMHSAS is willing to consider revising this 
regulation/requirement; request will be reviewed by the 
FBMHS Regulations’ Workgroup. 

OMHSAS  Intensive Case
Management 

State Regulation 5221.12(b) Eligibility In some cases, consumer may not meet eligibility requirements, but 
is in need of services. Waivers can be obtained, but sometimes take a 
great deal of time. Need to improve waiver process. 

Issue must be resolved at the local level.   

OMHSAS  Intensive Case
Management 

County  Documentation The expectations of the county with their additional paperwork not 
required by regulations (GAF score sheet, criteria page). Time 
consuming. Too much. 

Issue must be resolved at local level. 

OMHSAS Long Term Structured
Residence 

 State Regulation 5320.42(7) Staffing Providing eight hours of a qualified mental health professional 
everyday, especially on weekends is excessive, costly, and difficult 
in rural settings. 

OMHSAS requires more information from PCPA to address 
this comment. 
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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 is 
only one individual in the house requiring two staff. This is costly 
and not logical. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS Long Term Structured
Residence 

 State Regulation 5320.51(I) (ii) Documentation Requiring the LTSR to "indicate what least restrictive alternatives 
were considered and why they were not utilized." Should this be the 
responsibility of the referring agency? 

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will meet with PCPA to 
discuss. 

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. 

 It is clinically unsound to waive this requirement for all 
providers. 

OMHSAS     Outpatient State Regulation 5200.31(2) Treatment
Planning 

Intensive daily outpatient services are provided to autistic children 
by providers. Children with the problems of Autism and the 
associated significant difficulties in socializing and communicating 
make small, but significant gains over time. Treatment plans are 
reviewed every three weeks for children who receive daily services. 
Meeting every three weeks for children who receive daily service is 
excessive. This time requirement impacts the child's family and the 
multidisciplinary team (up to 7 additional people). Family members 
experience difficulty taking time out of work or home activities at 
this level of frequency. Team members could be focusing on 
developing intervention materials. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS  Partial
Hospitalization 

State Regulation 5210.25(4) Documentation Requires daily progress notes. Attendance should be documented on 
a daily basis, however it would be preferable to have a 
comprehensive clinical progress note written on a daily basis. The 
time presently devoted to writing the required daily progress notes 
interferes with staff ability to develop and plan effective treatment 
interventions, hold case references and provide case management 
services for those individuals who are not enrolled in targeted case 
management. 

It is programmatically unsound to waive this requirement for 
all providers. 

20    



OMR  Residential
Agencies/Facilities/ 
Services 

State Regulation 6400.125(5) Reviewer 
Interpretation 

Does each IPP include specific activities and services that meet the 
need of individuals? This is very subjective. Activities that are 
acceptable to one OMR staff is not the next. Does this and other 
similar regulations fall under the guidelines of health and safety 
which is what the regulations are to insure. 

Refer to OMR. 

OMR   ICF/MR State Regulation None - probably 
interpretation 
during review 

Confidentiality The most important problem with the DOH interpretation of the 6600 
regulations are that in many instances where individual safety is a 
concern the interpretations put individual rights ahead of the 
individual's safety. For instance, if an individual has eloped or has a 
history of elopement it is against their rights to put window alarms 
on their windows in an attempt to prevent further occurrences or at 
least give staff enough notice so that they can intervene. To be able 
to do this, all required consents must be obtained which leads to an 
extended amount of time before this safe guard can be put into place. 
The solution to the problem is deemed as "better supervision", which 
when attempted, this is against the clients "rights" and does not foster 
"independence". Client safety should be the first concern of all 
involved. It is difficult to follow regulations that can be interrupted 
differently by whom ever is interpreting them. Some regulations are 
vague and can be interpreted in different ways. Regulations should 
be "black and white" and not have gray areas, which can be 
interpreted in different ways. 

Refer to OMR. 

OMHSAS    Psychiatric Outpatient
Clinics 

Reviewer
Interpretation 

 Absurdly measurable & behavioral treatment goals are not relevant 
for 90% of our clients-who are much higher functioning.  This 
comment is based on a recent DPW surveyor who didn't personally 
like the way the treatment goals were written.  She seemed to be 
most comfortable with goals that stressed making one's bed in the 
morning, eating a good breakfast, managing to tie one's shoes, etc. 

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 
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OMR  Residential
Agencies/Facilities/ 
Services 

State Regulation 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). Is a fire drill held 
during asleep hours semi-annually? Records indicated that a drill had 
been done at 11:50 pm and that all individuals were asleep. The 
agency 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. 

OMHSAS can directly address this problem for resolution.  
The Bureau of Policy and Program Development will work 
with the Bureau of Operations to resolve the issue. 

MCO/County  Resource
Coordination 

  Documentation Both county and CCBHO stipulate the provider must send certified 
mail or mail confirmation when encouraging contact for continued 
service or discharge. This is a cumbersome and costly burden for the 
agency. 

Issue must be resolved at the local level.   

County  Resource
Coordination 

  Documentation During the engagement/re-engagement process, it is stipulated that 
the provider must send certified letters to the consumer's attention. 
This is done to encourage contact for continued service for 
discharge. This is an expensive and cumbersome process. 

It is programmatically unsound to waive this requirement for 
all providers. 

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? 

It is clinically and programmatically unsound to waive this 
requirement for all providers; this issue can be resolved at the 
local level. 

OMHSAS  Community
Residential 
Rehabilitation 

State Regulation 5310.33(d) Treatment 
Planning 

Currently must review after 30 days and every 60 days thereafter-
maybe extend the 60 days to 90 or 120 unless client or staff sees the 
need for an emergency meeting [this topic is covered in 5310.33(I)] 

It is programmatically unsound to waive this requirement for 
all providers. 

OMHSAS Crisis Intervention Draft State Regulation 5240.24(b) (2) Reviewer 
Interpretation 

One provider asked to use the OP Initial Assessment form developed 
in their agency as the format of the initial paperwork with the Crisis 
worker completing the sections that apply to the consumer crisis. 
They were told by an OMHSAS representative that it was too 
extensive and we had to pay to develop a separate Crisis note in their 
electronic consumer record that uses the exact wording of the 
regulation in 5240.24 (b) 2 for each section of the note. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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OMHSAS Family Based Mental 
Health Services 

Draft State Regulation 5260.23(B) (3), 
(C)(1) 

Staffing Eliminate the need for degreed individuals to have worked in CASSP 
system; one year BA's; and 2 years Master level. Creates need for 
waivers and is challenging to recruit, train, and retain employee's in 
Family Based to begin with. 

OMHSAS is willing to consider revising this 
regulation/requirement; request will be reviewed by the 
Family Based Mental Health Services workgroup. 

OMHSAS Family Based Mental 
Health Services 

Draft State Regulation 5260.21(b) Staffing Prevents treatment team members and program director from being 
employed in any other mental health program with the exception of 
the program director, who may also supervise a family preservation 
program. It is unclear why the Program Director may supervise a 
Family Preservation Program but no other program. This negatively 
impacts an agency that may have several small children's programs 
but no Family Preservation Program. We recommend that the 
requirement limit the number of individuals directly supervised by 
the Program Director, not the type of program the program director 
supervises. When staff are not on-call or working, they should be 
able to manage their personal time as they wish (e.g. relief work in 
RTF as opposed to a MR program). This requirement is problematic 
for the individual staff as well as the mental health system in general.

OMHSAS is willing to consider revising this 
regulation/requirement; request will be reviewed by the 
Family Based Mental Health Services workgroup. 

MCO/County    General Documentation No standardization of required forms from Allegheny County, 
managed care companies, etc. Increasing paperwork. Allegheny 
County now requires its own forms which duplicate information 
already recorded on agency forms and releases. Multiple audits every 
few months are overwhelming supervisors and staff. 

Issue must be resolved at the local level.   

OMHSAS     ICM/RC State Regulation 5221.23D Supervision
Units 

1. ICM/RC sign off on supervision notes not necessary. 2. 
Supervising 7 case managers should not exclude supervisor from 
providing other agency activities. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMAP General State Regulation  Documentation The MA Encounter form could be eliminated. This form requires all 
MA clients to sign a statement that they have received a service. This 
is never looked at during State Licensure inspections and is difficult 
to keep updated. No other insurance requires this. Additionally it is 
time consuming for office staff. 

OMHSAS is willing to consider revising this 
regulation/requirement. 
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OMHSAS  Intensive Case
Management 

State Regulation 5221.12(a) (1) Eligibility The ability to only register the consumer for services prevents 
working with the family of adult consumers through ICM/RC when 
the consumer doesn’t want services. Decreases engagement/outreach 
to the person's "system". 

Client must be eligible and receiving services for MA to 
reimburse.  MH Administrator may opt to use base funds for 
this activity.  OMHSAS requires additional information from 
PCPA in order to respond to this question; OMHSAS will 
schedule a meeting to discuss. 

OMHSAS  Intensive Case
Management 

State Regulation  Scope of 
Services 

For individuals receiving the services in long term settings 
(rehabilitation, nursing home, state hospital, etc.) Case management 
is responsible for communicating with the treatment team for 
discharge planning, however these kinds of services are not 
reimbursable in long term care settings. 

OMHSAS is willing to consider revising this 
regulation/requirement.   

OMHSAS  Intensive Case
Management 

State Regulation 5221.23(d) Staffing Supervisor should be able to supervise eight ICM’s. The current 
regulation of "no more than seven ICM’s makes it difficult on small 
ICM providers. It would certainly be manageable & would not 
jeopardize the quality for a supervisor to oversee eight staff with the 
small caseload size or allow supervisors to manage with other 
program responsibilities. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

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 requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

OMHSAS  Partial
Hospitalization 

State Regulation 5210.25(4) Documentation Need to unify progress note expectations across payers. OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

OMHSAS  Psychiatric
Rehabilitation 

Standards  Interpretation It is apparent that psychiatric rehabilitation services are still different 
things to different people. Many other providers talk about the 
service they provide as Psychiatric Rehabilitation and it is what other 
providers are doing in most of their base funded Social 
Rehabilitation (SR) program. Most of these SR programs include 
highly structured skill teaching, which is what most folks do in their 
PR  Need more direction.  

OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

OMHSAS    Psychiatric
Rehabilitation 

Standards (I)(B)(1)(c) (ix)  Staffing 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 is willing to consider revising this 
regulation/requirement. 
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OVR Vocational Facilities State Regulation 2390.40(b) 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 
maximum of 10 hours training for staff with more than 3 years 
experience. 

Refer to OVR. 

OVR Vocational Facilities State Regulation 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. 

Refer to OVR. 

    Transportation State government needs to refine in law and regulation who precisely 
is responsible for transporting persons to community hospital 
emergency rooms for examination to determine dangerousness and 
need for emergency involuntary psychiatric hospitalization. In my 
opinion this is the role of the police. Civilians in the employ of 
community mental health programming and others are not 
sufficiently trained nor mandated by law. MH/MR jurisdictions 
should not be left to deal with this issue and wrestle with risk 
management issues associated with transporting disturbed persons 
without the proper training and legal mandate. 

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS  Intensive Case
Management 

MCO/County  Reimbursement When a consumer dies, case must be closed immediately. Often, 
there is still supportive work to be completed, which cannot be billed 
for. The ICM must complete this work without pay.  

MA eligibility ends with death.  The county MH/MR 
Administrator should be contacted in order that state funds 
may continue to pay for the ICM supportive functions.   

OMHSAS Family Based Mental 
Health Services 

Draft State Regulation 5260.21(a) 2 and 
(b) 

Staffing Requires a full time program director but allows the program director 
to also supervise a family preservation program.  

OMHSAS is willing to consider revising this 
regulation/requirement. 

OMHSAS   Intensive Case
Management & 
Resource 
Coordination 

Bulletin MHB OMH-93-
09 (General 
Provisions) 
(Service 
Description) 

Scope of 
Services 

Lack of on-call component to RC confuses crisis services and 
consumers about who to contact in crisis. 

Issue must be resolved at the local level.   

MCO  Intensive Case
Management & 
Resource 
Coordination 

  Staffing Managed Care now requires 24 hour on-call for RC. It is unrealistic 
to have 2 case managers on call. ICM's should be able to bill for RC 
consumers when on call. 

Issue must be resolved at the local level.   
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OMHSAS  Resource
Coordination 

Bulletin  Staffing Lack of on-call staff in RC makes that service reimbursed at a 
different, lesser amount which again makes flexibility with 
transferring between ICM & RC more fiscally difficult. 

OMHSAS requires additional information from PCPA in 
order to respond to this question; OMHSAS will schedule a 
meeting to discuss. 

OMHSAS/BDAP
/D&A Licensing 

   Documentation
Burdensome 

 Requirements for documentation and multiple audits every few 
months adds unnecessary costs. 

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 

D&A Licensing, 
OMHSAS 

 State Regulation 711.92(b),
711.63(g), 
711.93(a) (12), 
711.62(a) (4), 
709.53(a) (g) 

 Documentation Several issues relating to documentation: Letters of Agreement-what 
is the purpose for treatment providers (not case management 
providers)? Log of Services-this information is collected in multiple 
sites throughout the chart. The requirement for a Case Consultation 
note is another duplicative process in Detox and Rehab, multiple 
staff are observing and interacting with the client and entering 
recommendations, etc. on the chart daily.  

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP issued a letter dated 10/15/03 indicating their 
willingness to explore this concern and convene a workgroup 
to review Chapter 1223.   No meetings have been scheduled to 
date; OMHSAS recommends moving forward with convening 
this workgroup and review 55 Pa. Code § 1223. 

BDAP  BDAP Contract 
Specification Manual 

  Documentation Interim service requirements add multiple new forms and required 
handouts for people who are not admitted into treatment. The goal is 
desirable but for counselors already overloaded with documentation 
requirements for people in the program, this adds phone and intake 
demands and much additional paper to be maintained, handed out 
and faxed for non-billable hours. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
refer to DOH. 

BDAP  BDAP Contract 
Specification Manual 

  Documentation Requirements for publicizing state priorities is needlessly intrusive 
and compromises PR material with mandated, confusing language. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
refer to DOH. 

OMAP    BHRS Bulletin Documentation Providers are required to report Kirk T. monthly. This report includes
client name, when services were prescribed, the amount of services 
prescribed, the amount of services delivered, the reason the services 
were not delivered as prescribed. This reporting is mandated monthly 
by the state but does not add to the quality of care clients receive but 
necessitates enormous documentation and tracking to report on. 

 OMHSAS is willing to consider changing 
regulation/requirement. 
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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. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
refer to DOH. 

D&A Licensing D&A Detox Interpretation State 
Regulation 

Licensing Alert 
3-02 

Staffing Too prescriptive/micromanaging.  Definition of primary care hours 
as 24 hours a day seven days a week.  Also, statement that 
designated staff may not have any duties other than detox unit.   

Regulations/requirements are not in OMHSAS’ jurisdiction; 
refer to DOH. 

D&A Licensing D&A Regs/NTP's State Regulation Ch. 715 Conflicting 
Standards 

Many standards in this chapter were obviously written specifically 
for methadone maintenance treatment. Standards applicability are 
confusing and irrelevant in many cases for programs that are Detox 
only. A more defined separation between standards applicable to 
Detox vs maintenance would better save program management for 
Detox. 

Refer to DOH Licensing and ask for a regulation 
interpretation. 

D&A Licensing Drug and Alcohol State Regulation 704.7 Staffing Too rigid in interpreting reg-an individual can have Associates 
Degree in liberal arts plus 18 credits and a certificate in addiction 
studies and still be rejected yet, have an Associates degree in music 
therapy and be approved.  35 to one outpatient client ratio; if every 
patient was seen weekly and they showed for their appointment, the 
rationale is understandable, but when clients are seen in a group 
setting, this ratio is unreasonable.  Recommend that the ratio should 
be based on services/week, not patients per week. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing General  255.5 Confidentiality Managed care wants more information on clients than permitted by 
D&A regs. Insurance companies not abiding by PCPC evaluations 
for level of care. Denying appropriate level of care. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH; DOH Deputy Secretary of Quality Assurance 
has convened a workgroup between providers and MCOs to 
discuss. 

D&A Licensing General State Regulation None Documentation Documentation-illness focused and forces workers and persons in 
recovery to focus on pathology rather than wellness. Creates a crisis 
orientation that keeps people in a continual cycle of looking outside 
of themselves for resources. 

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 
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OMAP, D&A 
Licensing 

General State Regulation,
Federal Regulation 

 Ch. 5100.34, 
255.5 

Confidentiality D&A state and federal requirements regarding releases of 
information. The standard requires a verbal consent to release 
information if patient is unable to sign consent (with witnesses). 
There are no provisions in state/federal requirements of this kind and 
issues arise as to release of information forms in co-occurring 
treatment programs. 

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 

OMHSAS  Intensive Case
Management & 
Resource 
Coordination 

State Regulation, 
Bulletin 

Can't find a 
citation stating 
that the child 
must be engaged 
in acute 
emergency 
services. 

Eligibility Transition Age ASD 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. 

Issue must be resolved at the local level.   

D&A Licensing MISA State Regulation 255.5 Confidentiality Strictness of D&A confidentiality can be a barrier to a seamless 
system for dually-diagnosed 

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH; 
OMHSAS supports comment. 

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 regs leads to 
potential 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 and 
NA meetings even though this is a important experience for people 
in recovery. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

D&A Licensing Outpatient Therapy State Regulation 709.92 Treatment 
Planning 

Requires the treatment plan be reviewed and updated every 60 days. 
Requiring treatment plan updates based on calendar days rather than 
client participation (i.e. number of visits) can result in treatment 
plans which are less reflective of client participation if the 
individual's attendance is not consistent and therefore the individual 
is not present when the treatment plan is due. Recommend basing 
updates on the number of sessions attended, not calendar days.  

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
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OMHSAS, D&A 
Licensing 

Outpatient Therapy State Regulation  Multiple 
Oversight 

BDAP & OMHSAS requirements are not the same and create access 
problems for clients since many programs do not want to follow the 
stringent requirements for D&A. BDAP and D&A licensing requires 
more and more paperwork, which is a hardship for programs. It 
would be nice to have both programs follow the same, less stringent 
requirements. Also with D&A licensing the requirement for the low 
caseload makes productivity and cost to programs difficult and often 
not financially feasible. 

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 

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 requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 

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. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

D&A Licensing Outpatient State Regulation Consent to Tx, 
Duty to Warn 

Confidentiality Consent to release information-there appears to be a contradiction 
between HIPAA and D&A licensing around consent to treatment. 
Duty to warn-drug and alcohol guidelines requiring a Court Order is 
burdensome. Should follow MH guidelines.  

OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 

D&A Licensing Physical Plant 
Standards 

State Regulation 705.10(1)  Monthly fire drills. Staff becomes lackadaisical in their response to 
having fire drills so frequently. They don't always respond as quickly 
as they should. They assume its just another drill. 

Issue must be resolved at the local level. 
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OMAP Psychiatric Outpatient
Clinic 

 State Regulation   WAIVE permanently the maximum number of hours; i.e.7 per 
month; so that an intermediary model of service; i.e., Intensive 
Outpatient can be provided short term to those in acute need. 
Sometimes due to lack of intensive up front higher level of care may 
be needed in the long run; equaling more costs than benefits to 
consumer and system. 

OMHSAS is willing to change regulations/requirements. 

OMHSAS, 
County 

Resource 
Coordination 

Draft Bulletin, County  Multiple 
Oversight 

State requires Strengths Assessments to be done initially and 
included as an integral part of the goal plan. The county is requesting 
a separate Strengths Assessment to be done yearly. 

Issue must be resolved at the local level. 

D&A Licensing D&A Programs State Regulation 704.7 (a) & (b) Staffing Describes acceptable majors for BA or Associated degrees. These 
limitations make it difficult to find counselors with both the correct 
degrees and majors and appropriate D&A experience. Should at least 
include education as a major and "b" (associate) should have no 
limitations. These regulations especially work against hiring African 
American counselors who have good recovery experience but not the 
right majors or the degrees. A category should be added for full 
counselor (not counselor assistant)that recognizes documented 
experience. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
 

D&A Licensing D&A Programs State Regulation 704.24(b)  Requires written letters of agreement for a wide range of services. 
This reg. Results in waste of staff time sending letters and referral 
agreements back & forth every year. Eliminate. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing D&A Programs  State Regulation 704.11(c)(I) Staffing Requirements for non-clinical staff and volunteers to receive 
HIV/AIDS & TB/STD training does not impact care what so ever 
though it is quite expensive to implement, especially for large 
facilities. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing D&A Programs State Regulation 704.12 Staffing No flexibility in-staffing ratios- i.e., a unit can have 1 patient on the 
non-hospital Detox unit and 3 on the rehab unit but we are still 
required to have 2 FTE's cover the shift. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
 

D&A Licensing D&A Programs State Regulation 704.12b Staffing Utilization of counselor assistant doesn't make sense. According to a 
surveyor interpretation, a counselor assistant can't function 
independently post training but can be included in the FTE ratio. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

30    



D&A Licensing D&A Programs State Regulation 704.7 Staffing 25 hours of training yearly is burdensome when other staff are 
licensed and have licensure requirements which are much less 
stringent, e.g., LSW=30 hours every 2 years vs D/A counselor 25 
hours/year. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing D&A Programs State Regulation 255.5 Confidentiality Providers cannot include medication that the client is taking on 
correspondence with the primary care physician because this 
information is not allowed to be shared according to State D&A 
confidentiality regulations. 

OMHSAS will request a clarification from DOH. 

D&A Licensing  State Regulation 704.12(6) Staffing Mandates a maximum caseload of 35. This standard equates an 
individual who needs to be seen every other week with an individual 
who requires weekly sessions, does not recognize that individuals 
who require treatment may need a brief respite due to life stressors 
(e.g. recuperating from surgery, child care issues, inpatient 
psychiatric treatment) and does not acknowledge that some 
individuals may benefit from continued attempts at reengagement 
before their case is closed. Unfortunately, this standard either denies 
access to a new client or forces premature closing of an existing 
client even though resources could be managed effectively (e.g. 
scheduling a new client every other week or during cancellations) 
because the provider must maintain a 35:1 ratio.  Also, this ratio does 
not take into consideration no shows, cancellations and group 
therapy session.  Either the ratio must change to more accurately 
reflect these issues or the way in which the ratio is calculated must 
be changed. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
 

D&A Licensing D&A Outpatient State Regulation 715.19 Requirements Required counseling services should be clinically driven not 
regulation driven.  

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
 

D&A Licensing D&A Outpatient   State Regulation 715.25 Prohibition Prohibition of medication units. Limited accessibility. Should be 
allowed. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH; OMHSAS is willing to work with DOH to 
resolve. 
 

D&A Licensing  State Regulation  709.28 Confidentiality Agencies are frequently cited for exceeding confidentiality when 
providing information required to obtain authorization for services. 
State drug and alcohol confidentiality standards exceed federal 
requirements and were developed prior to the requirements for 
service authorization. These regulations should be reviewed and 
updated. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH; DOH Deputy Secretary of Quality Assurance 
has convened a workgroup between providers and MCOs to 
discuss. 
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D&A Licensing, 
MCO 

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

 Conflicts with managed care requirements. OMHSAS requires more information from PCPA before 
question can be answered; OMHSAS will refer to DOH. 

D&A Licensing D&A Outpatient State Regulation 705.28 Requirements Conducting monthly fire drills is excessive.  Quarterly more 
appropriate. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
 

OMAP D&A Outpatient State Regulation 1223.2 Definitions 1. Chemotherapy clinic visit defined as 15-minute service. No 
clinical justification. Remove defined time.  2. Comprehensive 
medical evaluation provided only by licensed physician. Should 
include CRNP's and PA's. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

OMAP   D&A Outpatient State Regulation 1223.14 Non-covered 
Services 

Prohibits methadone programs from working collaboratively with 
Halfway Houses and other residential programs. Remove. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH; DOH Deputy Secretary of Quality Assurance 
has convened a workgroup between providers and MCOs to 
discuss. 

OMAP    D&A Outpatient State Regulation 1223.52 Payment
Conditions 

CRNP's and PA prohibited from examinations. Should allow. Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

OMAP    D&A Outpatient State Regulation 1223.52 Payment
Conditions 

Unrealistic to require complete psychosocial evaluation prior to 
provision of services especially for heroin addicts.  

Refer to DOH Licensing and ask for a reg interpretation. 

OMAP D&A Outpatient State Regulation 1223.53 Limitations on 
payment 

Should allow for payment of counseling on same day as dosing. Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

OMAP D&A Outpatient State Regulation 1223.53 Limitations on 
payment 

Allows only 42 visits per year for opiate detox. Should be clinically 
driven. Could range 60-180. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223; 
OMHSAS supports this comment. 

OMAP D&A Outpatient State Regulation 1223.53 Limitations on 
payment 

Limit of eight hours per month of psychotherapy. Clinically 
inappropriate. Sometimes need more. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

OMAP D&A Outpatient State Regulation 1223.5(6) Limitations on 
payment 

Limit psychiatric evaluation or comprehensive medical exam in one 
year period. Prohibits appropriate care. Allow for both in one year. 

Regulations/requirements are not in OMHSAS’ jurisdiction; 
OMAP has convened a workgroup to review Chapter 1223. 

D&A Licensing D&A Outpatient State Regulation 709  Annual licensure visits are too frequent.  Audits every two years 
more appropriate. Also, inconsistencies in audit results.  One year 
auditor reports compliant next year non compliant same regulations 
and no change.   

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing Free-Standing State Regulation 709.21-709.33  Far too much micro managing.  Administrative requirements, most 
should be eliminated after initial licensing application 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH Regulations/requirements are not in OMHSAS' 
jurisdiction; refer to DOH. 

D&A Licensing D&A Outpatient State Regulation 709.91-709.94  Again, need consistency. One licensing agent audits and commends 
agency – next year different agent cites agency for same. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing D&A Outpatient State Regulation 709.94  Far too much micro managing.  Eliminate most after initial licensing 
application. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
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D&A Licensing D&A State Regulation 704.3 Staffing 
requirements 

General requirements inappropriate in staffing regs. Micro 
managing. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing D&A State Regulation 704.5 Staffing 
requirements 

Project Director and facility director should be determined by 
governing body, not by regulation requirement. 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 

D&A Licensing D&A State Regulation 704.11 Staffing 
requirements 

Staff development program far too prescriptive.  Eliminate.  Should 
state “There shall be qualified staff and supporting personnel in 
sufficient numbers to provider the services.” 

Regulations/requirements are not in OMHSAS' jurisdiction; 
refer to DOH. 
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