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CSHCS MPRs and Indicators: What LHDs need to know for Cycle 9 
 
Michigan Department of Health and Human Services’ Children’s Special Health Care Services (CSHCS) program, in 
partnership with the Michigan Public Health Institute, has embarked on a process to revise the CSHCS Michigan 
Local Public Health Accreditation Program Minimum Program Requirements (MPRs) and Indicators for Cycle 9 of 
Accreditation. The workgroup, in cooperation with stakeholders, assessed the strengths and limitations of the 
current CSHCS MPRs and Indicators, and made revisions as necessary to ensure that they are meaningful, 
measurable, and efficient. Below is a summary of changes made to the draft MPRs and Indicators for Cycle 9, along 
with the reason behind the changes. Before MPRs and Indicators are finalized, the Accreditation Program’s 
Standards Review Committee review and discuss the draft, then hold an official vote to approve changes. If you 
have any questions about the changes, please contact Amanda Larraga at LarragaA@michigan.gov. 
 
MPR/ 
Indicator Description of Change: 

 
Reasoning for Change: 

1.1 Removed requirement of full staff roster 
being submitted in advance of review. 
Removed requirement of staff roster change 
correspondence and personnel records 
submission.  
 
Updated Caseload ranges on visual chart. 

Accreditation Specialist receives notification of 
staffing changes to Contacts at a Glance and tracks 
everything on a spreadsheet. Accreditation Specialist 
will ask for roster information on site only if 
needed.  
 
Caseload ranges adjusted to match data from age 26 
expansion and 22% allocation increase for LHDs. 

1.2 Updated from “printed certificate” to LHD 
New Staff Orientation form and removed 
requirement to submit in advance of 
Accreditation.  
Removed requirement of CSHCS Annual 
Meeting attendance sign in sheets.   

The LHD New Staff Orientation Verification Form 
replaced the need for printed certificates and is 
submitted to Accreditation Specialist once training is 
completed, which is tracked in a spreadsheet by the 
Accreditation Specialist.  
CSHCS Annual Meeting attendance is now in a 
hybrid format and is recorded for staff to view at 
any time. Accreditation Specialist can obtain viewing 
and attendance records through the meeting 
facilitator.  

2.1 Added language “During or prior to” onsite 
review for staff to demonstrate proficiency 
in CSHCS Database.  
 
Revised list of what staff will be asked to 
identify within the CSHCS Database. 

Adding this language will allow more flexibility to 
Reviewers of when this may be assessed with the 
possible involvement of CSHCS analyst. 
 
Updated list of what to identify in the Database is 
more relevant and helpful to LHD staff. 

2.2 Added language “During or prior to” onsite 
review for staff to demonstrate proficiency 
in the Document Management Portal (DMP.  
 
Added list of what staff will be asked to 
identify within DMP. 

Adding this language will allow more flexibility to 
Reviewers of when this may be assessed with the 
possible involvement of CSHCS analyst. 
 
Adding list of what to identify in the DMP is more 
relevant and helpful to LHD staff. 

2.3 Changed “should” be submitted in advance 
of review to “must”. 

Submission of client record is essential for 
Reviewers to have in advance of onsite review. 
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MPR/ 
Indicator Description of Change: 

 
Reasoning for Change: 

2.4 Added evaluation question regarding 
electronic formats used to communicate 
with families.  

Added question reflects conversations that 
Reviewers regularly have with LHD staff currently 
on onsite review day.  

2.5  Added onsite interview with staff regarding 
accessibility for CSHCS families.  
Added evaluation questions regarding 
accessibility and how often families come to 
LHD in person.  

Added interview and questions reflect conversations 
that Reviewers regularly have with LHD staff 
currently on onsite review day. 

3.1 Added language regarding staff familiarity of 
the CSHCS Comprehensive Agreement 
(CA) and tied in existing policy and 
procedure requirement into this indicator. 

Reviewers noted that policy and procedure 
requirements were occasionally missed when not 
tied back to an actual indicator. This connection 
aims to resolve any further oversight.     

3.2 Changed “should” be submitted in advance 
of review to “must”. 

Submission of policies and procedures are essential 
for Reviewers to have in advance of onsite review. 

3.3 Adjusted list of required documentation 
examples. 
Refined language within evaluation questions. 

More comprehensive examples of documentation 
added to provide more clarity. 
Evaluation questions adjusted for increased 
relevancy and more meaningful conversations. 

4.1 Tied in existing policy and procedure 
requirement regarding diagnostic evaluations 
into this indicator. 

Reviewers noted that policy and procedure 
requirements were occasionally missed when not 
tied back to an actual indicator. This connection 
aims to resolve any further oversight.     

4.2 
 

Additional examples of referrals and 
partnerships added.  

Additions further highlight possible efforts of LHD 
staff. 

4.3 Additional examples of documentation 
added. 

Additions further highlight possible efforts of LHD 
staff. 

5.1 Tied in existing policy and procedure 
requirement regarding renewal follow up 
into this indicator. 

Reviewers noted that policy and procedure 
requirements were occasionally missed when not 
tied back to an actual indicator. This connection 
aims to resolve any further oversight.     
 

5.2 Inserting “diverse” follow up activities to 
attempt to contact families.  
Added evaluation question asking about 
diverse attempts to contact. 

Changes reflect conversations that Reviewers 
regularly have with LHD staff currently on onsite 
review day. 

5.3 Inserting “diverse” follow up activities to 
attempt to contact families.  
Added evaluation question asking about 
diverse attempts to contact. 

Changes reflect conversations that Reviewers 
regularly have with LHD staff currently on onsite 
review day. 
 

6.1 Tied in existing policy and procedure 
requirement regarding rights and 
responsibilities into this indicator. 

Reviewers noted that policy and procedure 
requirements were occasionally missed when not 
tied back to an actual indicator. This connection 
aims to resolve any further oversight.     

6.2 Moved examples of TEFRA (4.2) and 
Language Interpretation (2.5) to other 
indicators.  

Examples were more appropriate in other 
indicators. Evaluation question focuses in on 
creating goals in the Plan of Care based on care and 
service needs.  
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MPR/ 
Indicator Description of Change: 

 
Reasoning for Change: 

Added evaluation question regarding care 
and service needs goals in the Plan of Care. 

6.3  Removed “when already in contact with the 
family” regarding transition assistance.  
Adjusted examples of further 
documentation and evaluation questions to 
reflect current best practices.  

Aligns with current expectations of reaching out to 
families of clients during transition. 
Provides more clear examples of current 
documentation currently utilized. 

6.4 Language made more concise. Updated 
examples of further documentation to 
include current NEMT Authorization 
Addendum.  

Updates align with the current form in use.  

6.5 Added Out of State Approvals report to 
examples of further documentation.  

Providing additional documentation as another way 
to meet this indicator.   

6.6 Added “Plan of Care developed by a 
registered nurse or licensed social worker, 
including all essential elements.” 
Added “appropriate” client specific billing. 
Added evaluation question regarding the 
individualization of a Plan of Care. 

Changes reflect current expectations and 
conversations that Reviewers regularly have with 
LHD staff on onsite review day. 

 


