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PNMI 101

 Goal: To be able to understand all standards required for PNMI 

compliance and how to ensure that the provided services are documented 
correctly.

 Part 1: Standards 1-24

 Random Moment Time Study 

 Treatment Plan Timeliness Overview 

 Standards 1-7 General Information 

 Standards 8-13 Authorization and Evaluation 

 Standards 14-24 Treatment planning 



Who, When, Why

 PNMI = Private Non-Medical Institutions

 PNMI Consultant Team 

 Conduct Reviews, Provide Trainings, Consultation and Technical Assistance, 

Ongoing Support 

 PNMI Reviews occur:

 Every 6 months for programs with <16 LBC, Once a year for programs with 

>16 LBC, Midterm for any under performing program

 Onsite review (2-3 days)

 DCF partners with DCF Licensed RTCs and TGHs

 Quality assurance of clinical and milieu rehabilitative services 74.5%

 Quality assurance of RMTS 85%

 Maximize federal financial reimbursement 



Random Moment Time Study (RMTS) 

 85% Compliance Rate per quarter is required 

 Completed by all staff within PNMI programs who spend more 
than 20% of their time with the youth

 Used to determine: 

 rate billed to Medicaid for PNMI programs

 % of time the staff spend doing reimbursable activities

 Program RMTS Liaisons Responsibilities:

 Enter staff work schedules by 15th before Quarter begins

 Complete Change of Status Requests as needed

 Monitor staff RMTS completion throughout Quarter

 Monitor overall program compliance throughout Quarter 

 RMTS technical assistance - UMASS (1-800-535-6741)



Treatment Plan Timeliness Overview 

(TPTO)
 Review all treatment plans since the last review 

 Authorized by Licensed Clinical Practitioner (LCP)

 Timeliness 

 Results include compliance percentages for: 

 Overall, Initial, 30 day, 90 day, Quarterly plans



Treatment Plan Timeliness Overview



Treatment Plan Timeliness Tool



MTPPR Tracking Tool



RecRev

Weighted-Unweighted Report 

An overall weighted result of 74.5% or higher is required

Example Weighted Overall Record Rating:  96.4%

Unweighted
Assigned 

Weight
Weighted

General Information (1-7): 100.0% 5% 5.0%

Authorization & Evaluation 

Documentation (8-13):
100.0% 15% 15.0%

Treatment Planning (14-24): 100.0% 40% 40.0%

Service Delivery &  Progress 

Documentation (25-35):
90.9% 40% 36.4%

Total: 97.1% 100% 96.4%



PNMI Exit Sheet



RecRev Full Report 



PNMI 35 Standards Packet 



General Information 

Standards 1 to 7 = 5%

Face Sheet

➢ Standard 1 - Full Name (first, middle, last) 
➢ No initials/nickname

➢ Standard 2 - Child’s Sex

➢ Standard 3 - Date of Birth

➢ Standard 4 - LINK Personal Identification Number (PID)
➢ NOT LINK Case Number 

➢ Standard 5 - Medicaid number

➢ Standard 6 - Admission Date

➢ Standard 7 - Actual Discharge Date
➢ Only if youth has discharged



Authorization & Evaluation Documentation 

Standards 8 to 13 = 15%

 Standard 8 – Reason for placement (Face Sheet)

 Focal Problem, pre-placement conditions/circumstances 

 Standard 9 – Psychosocial History

 Labeled:  Family History, Social History, Medical/Health History

 Including developmental history and psychiatric/treatment history information

 Stand alone, dated document within 30 days of admission

 Standards 10, 11 and 12 – CANS Registration

 Is it there, Level of Care, LCP signature, Diagnosis

 Standard 13 – All Authorization/Reauthorization         

forms from Beacon Health/CTBHP 



Treatment Planning 

Standards 14-24 = 40%

 Standards 14-16 - Treatment Plan Authorizations

 Standard  17 – Treatment Plan Participation

 Standard  18 – Sourcing the Diagnosis and Goals

 Standard  19 – Goals and Objectives

 Standards 20 & 21 – Clinical and Milieu Services

 Standard  22 – Re-Authorization by LCP

 Standard  23 – Goals and Objectives Progress 

 Standard  24 – Discharge Plan



Standards 14, 15, 16 

Initial, 30 Day, 90 Day/Quarterly
 Is the plan there? 

 Is the plan authorized?

 Authorizing Statement

 Dated Signature with Credentials by an LCP 

 Printed Name, Credentials, Agency Title of LCP

 Signed on time by the LCP

 Actual Date vs Effective Date

 Can be signed up to 30 days prior to the due date 



Authorizing LCP Requirements



Who is an Authorizing LCP?

 Medical Doctor (MD)/Doctor of Osteopathy (DO)

 Licensed Psychologist (PhD, PsyD)

 Licensed Marriage and Family Therapist (LMFT)

 Licensed Clinical Social Worker (LCSW)

 Licensed Alcohol and Drug Counselor (LADC)

 Licensed Registered Nurse (RN) with a minimum of one (1) year
experience

 Licensed Advanced Practice Registered Nurse (APRN)

C.G.S. 17b-262-748 6A-G



Standard 17

Treatment Planning Participation

 Beginning with the 30 day plan, plans are developed in 
conjunction with DCF, Youth, and Family Representative and 
documentation must include:

 Signature and date of participant

 Participation in plan development 

 Date copy was provided to participant

 Plan was presented to youth in language appropriate to their 
level of functioning

If any of the above information is missing or not applicable,  

an explanation is required in the plan by the LCP signature date



Standard 17 

Treatment Planning Participation Sample



Treatment Planning 

TEAM Approach

 Includes input and feedback from:

 Youth

 Parents

 DCF

 Family Representative

 Milieu/Program Staff

 Other Significant Adults (i.e. Mentor, Placement Resource, Fictive Kin) 

“Together Everyone Achieves More”



Standard 18

Sourcing the Goals

Sourcing = Where did the information come from to create the goals? 

 Each Goal needs to be linked to a Sourced Diagnosis and Associated Symptoms(s)

 Requirements for Sourcing Diagnosis

 Date AND Evaluator (1/1/16, Dr. Smith) AND/OR

 Specific Document (e.g. 1/1/16 CANS, Solnit Discharge Summary) 

AND/OR

 Each Goal needs to be linked to a Functional Impairment and the comprehensive 

evaluation/assessment which identifies the youths rehabilitation needs 

 Requirements for Sourcing Functional Impairment

 Date and Document Name (Psychological Evaluation 5/1/2015)



Sourcing the Goals Sample 



Standard 19

Goals and Objectives 

 GOALS:

 Clearly identified specific goals

 A global statement that describes improvement in the 

functional impairment

 i.e.: Youth will utilize effective communication skills

 Desired outcome/youth’s presentation when they achieve 

the goal

 Key words:  Exhibit, Display, Demonstrate



Standard 19

Goals and Objectives 

 OBJECTIVE: 

 Speaks of the work the youth will do to accomplish the goal 
(process oriented) 

 i.e. Youth will learn, youth will work on, etc. 

 Key words:  Learn, Work, Express, Explain

 Objectives must be measurable 

 “As evidenced by…”  (AEB)

 Reduce, increase, decrease

 Service Description: Can be utilized to provide staff strategies 
to teach skills to the youth



Goal and Objectives Sample



Standard 20 

Clinical and Milieu Services

 What is the service (intervention)

 i.e. individual therapy, group therapy, milieu intervention, etc.

 Who will deliver the service by title/agency role 

 i.e. Clinician, milieu staff, psychiatrist, etc.

 Service is linked to an objective(s)



Clinical Services Samples 



Standard 21 

Clinical and Milieu Services

 Each treatment plan service must include: 

 Frequency: how many times a week/month/day etc.

 Duration: how many minutes per session 

 “Per Service” Duration: If a service is time limited, indicate 

how long it will last (start and end dates)

 PRN/As Needed: Frequency must indicate PRN or “As Needed” 



Clinical Services Samples 



Milieu Service Samples 



Outside Clinical Services

 If services delivered by an outside provider are 

included on the treatment plan: 

 They must comply with Standards 20 and 21

 A progress note must be included in the record for all outside 

service sessions

 Source for the note can be from 

 Outside provider

 DCF staff

 Program staff

 Youth 



Treatment Plan Addendum 

 Addendums are required when goals, objectives 

and/or services are changed in the current 

treatment plan and need to include:  

 Effective end and/or start date of a goal, objective 

and/or service

 LCP authorizing signature

 Youth signature 

 Documentation copy provided to Youth, DCF and 

Parent/Family



Standard 22

Re-Authorization of Treatment Plan

 Beginning with the 90 day plan, each treatment 

plan must be authorized by the LCP

 Can be signed up to 31 days in advance 

 Must be signed by the due date 



Standard 23

Detailed Progress Review 

 Beginning with the 90 Day plan, a detailed progress 

statement must be included for each individual goal 

AND each individual objective

 Progress statements can be in a separate document 

but must be authorized by the LCP 



Progress Statements Sample



Standard 24

Discharge Planning

 Beginning with the 30 day plan, discharge planning 
must be documented to include:

 Discharge plan (reunification, independent living, etc.)

 Full projected discharge date (mm/dd/yyyy)

 Discharge Caregiver (Person not agency)

 Concurrent discharge plan, if applicable

 Services needed post discharge  

 Barriers to discharge, if applicable, and steps to address 
them



Discharge Planning Sample 



Thank you 

End of Part 1 

Contact your assigned consultant for technical 

assistance or questions. 

All resources from this training are available online: 

https://portal.ct.gov/DCF/PNMI/Home

https://portal.ct.gov/DCF/PNMI/Home

