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Below are the comments of the Michigan Association of Community Mental Health Boards (MACMHB) relative to Michigan’s 1115 Waiver application issued on June 21, 2016, and submitted to Centers for Medicare/Medicaid Services (CMS). MACMHB presents its support of the initiatives of the application; however, there are concerns with particular aspects of the application. MACMHB recommends these comments be seriously reviewed by (CMS).

Some of these comments present support for the application’s contents; some express concern; most contain recommendations for changes to the application.


A. Overarching Themes

The following recommendations apply to a number of sections of the waiver application; therefore specific sections of the application are not referenced.

1. Recommend that changes to the income disallow components of the current Medicaid Spenddown system be made to allow access to Medicaid funded care for those eligible Medically Needy enrollees who are prevented from accessing Medicaid coverage or who are provided such coverage only with expenditure, by the CMHSP system, of significant amounts of the very limited level of State General Fund dollars within the CMHSP system.

2. Support for funding caps, however, wish these were not necessary. Would like to see the elimination of funding caps in the future with greater funding but understand the necessity for them now due to fiscal limitations. 

3. Recommend that B3 services be more clearly represented in this application and the description of such services be included within the application.

4. Recommend that the following language be retained in the application: “Decisions regarding the authorization of a B3 service (including the amount, scope, and duration) must take into account the PIHP’s documented capacity to reasonably and equitably serve other Medicaid beneficiaries who also have needs for these services” (Michigan Medicaid Provider Manual, 2004, p. 120).

5. Support for the application’s inclusion of reference of three of the major large scale healthcare reform and redesign efforts in which the state is involved in the waiver application. These efforts include:
· State Innovations Model (SIM) including the Accountable Systems of Care (ASC) and the Community Health Innovations Regions (CHIR)
· Certified Community Behavioral Health Centers (CCBHC)
· Home and Community Based Services (HSBC) rule changes

6. Support for the application’s underscoring of the importance of person centered planning (especially evident in Appendix A, but echoed throughout the application)

7. Support for the inclusion of services to person with mild and moderate behavioral health disorders within the specialty services system.

B. Section Specific Comments

Section V.5: This section describes a separation of functions that does not adequately integrate the requirements of the emerging Home and Community Based Services (HCBS) rule changes, the federal rules related to Conflict Free Case Management (CFCM), and the Michigan Mental Health Code. The latter is most clearly defined in the Code’s requirement, of the CMHSP system, to provide assessment and planning (section 206 and section 712) and the requirements of the primary care provider (often the CMHSP) to complete the treatment plan as specified in the Code of Federal Regulations (42 CFR 438.210). The language in this section of the application inaccurately describes a change to a system which does not violate the HSBS nor CFCM requirements. 

1. Recommend the recognition that the risk which is intended to be mitigated by the Conflict Free Case Management standards is the risk inherent when a party that can benefit financially (personally or corporately) from the over, or under, utilization of services also has the authority to control the level of services provided.  

In line with such clarity on the risk to be mitigated, the waiver application’s efforts (and those of other efforts being carried out by MDHHS) to address these federal standards would be significantly advanced through the development, by MDHHS, of a set of clear definitions of a few key terms (case management, planning, and assessment).

MDHHS should use, in this waiver application and other documents related to compliance with the CFCM standards, the definitions for these functions as they exist, in practice, in the CMHSP and PIHP system.   Specifically, this section should distinguish between “eligibility determination” (assessed at the PIHP or delegated to the CMHSP system within a PIHP region), “care management” (via authorizations carried out  at the PIHP level or delegated to the CMHSP system within a PIHP region), and “planning” (treatment authorization at the PIHP level or delegated to the CMHSP system within a PIHP region);  as opposed to assessment (done comprehensively at the CMHSP and provider level, often involving multiple disciplines), case management (the functions provided by CMHSP and provider staff on an ongoing basis with consumers relative to community-based care), and treatment planning (done by the CMHSP and provider staff within the person-centered planning construct).  Care management, eligibility determination and treatment authorization are managed care functions (provided by or delegated by the PIHP); while assessment, case management, and treatment planning are most effectively and appropriately provided at the CMHSP/provider level.

2. Recommend that the application (and other HCBS and CFCM documents) clearly describe how Michigan’s model actually mitigates the conflict of interest risks addressed in the Conflict Free Case Management rules, including: 

· the use of a capitated financing system which does not incentivize self-referrals (as opposed to fee-for-service systems which do financially incentivize self-referrals)
· the limited use of Medicaid savings – limited to re-investment in service delivery, the maintenance of limited risk reserves, or the return, to MDHHS, of lapsed dollars
· the tools which MDHHS uses to ensure compliance with access, person-centered-planning, grievance and appeals, and other performance measures
· the absence of owners or shareholders who would stand to benefit financially from unspent revenues

Section V. 5 and Section VI. 1 

These sections underscore the intent, of MDHHS, to use the current PIHP and CMHSP structure to manage and provide the Specialty Services described in the application, yet retains the ability to contract outside of the PIHP and CMHSP system:

“This §1115 Waver will maintain the use of a managed care delivery structure using ten (10) recently procured PIHPs 5 who contract for service delivery with forty-six (46) CMHSP’s and other non-for profit providers. As outlined in Exhibit 2, seven (7) of the PIHPs are formed by multiple CMHSP’s (aka. Regional Entities) and three (3) are stand-alone PIHPs/CMHSPs”

“In April 2013, Michigan required its 18 PIHPs to consolidate to 10 through an Application for Participation of Specialty Prepaid Inpatient Health Plans. As outlined above, Michigan intends to continue the use of this managed care delivery system within this §1115 application but holds the ability to contract outside of the PIHP and CMHSP system if the managed care entity and/or providers cannot meet the service delivery, quality, financial and reporting requirements as determined by the state.”

“Michigan has contracted with PIHPs for the delivery of Specialty Services since 1998. This §1115 Waver will maintain the use of a managed care delivery structure using ten (10) recently procured PIHPs who contract for service delivery with forty-six (46) CMHSP’s and other non-for profit providers. As part of the demonstration, the state does hold the ability to change or modify the managed care payment and service delivery structure as described in section V.1 above.” 

1. Recommend that if a PIHP or CMHSP fails to meet performance expectations that opportunities to correct the performance issues and both quality improvement and due process approaches must be applied in the efforts, by MDHHS and the involved PIHP or CMHSP, be used to achieve the desired level of performance. Only when these efforts have failed to bring about the desired performance improvements, can MDHHS go outside of the PIHP or CMHSP system to manage or provide the Specialty Services described in this waiver.

This recommendation is grounded in a number of factors: the PIHP and CMHSP system is an integral component in the local and regional health care and human services delivery system; has longstanding roots and partnerships in the communities that they serve; the need to ensure continuity of care for the vulnerable consumers served by this system; and the considerable investment which the State of Michigan and local governments have made in this system. In addition, any consideration of an alternative PIHP or regional arrangement must be anchored in the state’s responsibility to support public mental health services through the CMHSP county-based system of care.

Section V. 9 and 10; and Section VII

1.  Recommend that MDHHS structure the capitation payments around specific groups of enrollees with complex BH and DD needs and very different service and supports utilization patterns, rather than the far too generic TANF and DAB groups. These populations include:

· Adults with serious mental illness
· Children and adolescents with serious emotional disturbance
· Adults with intellectual/developmental disabilities [footnoteRef:1] [1:  The breakdown between I/DD adults and children/adolescents addresses two themes: the existence of I/DD children’s waiver utilization data for use in the actuary’s rate setting work, which may influence the I/DD rates, and the recognition that the services provided to children and adolescents with I/DD, by the CMHSP/PIHP system, are significantly different (less intense, less comprehensive) than those provided to adults with I/DD.

] 

· Children and adolescents with intellectual/developmental disabilities
· Adults with substance use disorders
· Children, and adolescents with substance use disorders

2. Recommend that as the b, b(3), and c waivers are integrated into a single 1115 waiver, the waiver application underscore the commitment by MDHHS to continue its maintenance of effort (clinical and fiscal obligation) to those persons currently enrolled in Habilitative Supports Waiver slots. This maintenance of effort would be carried out through the continued provision of funding to those CMHSPs/PIHPs with those enrolled consumers, while these current enrollees are being served (remain enrolled).

Equally important is the redistribution, over time, of available 1915( c ) slots (Habilitative Supports Waiver slots, Children’s DD Waiver slots, and Children with Serious Emotional Disturbance Waiver slots – in a way that moves towards the equitable distribution of those slots, based on need, while not eroding the funding base upon which the CMHSPs and PIHPs  with those slots have built their system of care. 

2a. Recommend that the application outline the method by which MDHHS will fund the system to serve those with needs equivalent to those on the Hab Waiver, but, due to the limit on the number of slots, have not been assigned a Hab Waiver slot. This could be done via the use of population specific (IDD) utilization and rates, which are recommended in the prior recommendation, above.

Section V.10. 

1. Recommend that the incentives and withholds system should be outside of the actuarially sound rebasing process.

2. Recommend that, in addition to performance withholds and incentive payments, that the MHPs and PIHPs/CMHSPs be required to develop a system for the sharing of savings in physical healthcare costs (reduced Emergency Department visits, reduced physical health inpatient admissions and readmissions) brought about through healthcare integration  efforts and efforts targeting high/super-utilizers of healthcare services.


Appendix D, section II. D-- Risk

1. Recommend that a discussion of risk be provided in this section instead of just creating a section titled, “Risk”. Include the possible explanations and risk factors this proposal presents.
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