RE: Michigan’s Section 1115 Waiver Request – Pathway to Integration

To Whom It May Concern:

I am sending this correspondence in regards to the Michigan Department of Health and Human Services (MDHHS) request for approval from the Centers for Medicare and Medicaid Services (CMS) for a Section 1115 Demonstration Waiver.  After reviewing the information in the request, I have decided to submit some questions/concerns/suggestions.

1) My  initial concern relates to some of the verbiage in Section IV., 5), (d) – which I have copied into this document (below):

IV. Delivery System and Payment Rates for Services
5) If the Demonstration will utilize a managed care delivery system:
The Demonstration will use Medicaid PIHPs

“Although freedom of choice will continue to be waived, PIHPs will be required (as non-provider entities) to arrange Medicaid service contracts to ensure the independent evaluation of eligibility, assessment and the development of the Individual Plan of Service to ensure
compliance with Home and Community Based Setting (HBCS) final rules. Although model
configuration may be optional (based on state approval), the independent evaluation of eligibly
and assessment does not include the provision of emergency services that may result in a
preliminary plan of service or functions related to hospital preadmission screening or discharge
planning. For PIHPs who contract with CMHSPs, the PIHP will be required to monitor the
CMHSP’s self-referral and utilization patterns related to consumer choice and best value
criteria. MDHHS will play a vital role in the policy development and promulgation of these rules
as part of its HBCS statewide transition plan.”

Concerns/Questions:

My initial and overarching concern is that this is not a very detailed explanation for how Michigan, within the Section 1115 Waiver, will deal with issues related to federal rules around Conflict Free Case Management (CFCM).  

More specifically, what is meant in this section by “independent” evaluation of eligibility, assessment, and the development of the Individual Plan of Service?  Does that mean those functions must be accomplished Independent from each other or that they must be done by independent entity(ies)?  If it is an independent entity, then independent from whom?

How does this section reconcile with the existing CMHSP requirements to provide assessment and planning as they exist in the Mental Health Code (section 206 and section 712) and/or 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 vague nature of this section represents a false vulnerability for our system as developed and implemented – both before and within the construct of this 1115 Waiver.

Suggestions/Response:

It seems that the basic risk that the Conflict Free Case Management standards are intended to mitigate is the risk inherent when a party that has a vested interest in the over (or under) utilization of services also has the authority to control the level of services provided.  The one factor that seems to really muddy the waters in this area is the lack of clear universal definitions for a few key terms (case management, planning, and assessment).

What I would suggest here is that Michigan, in this waiver, should make clear the practical definitions for these functions as they exist in our system of care.   More specifically, this section should delineate the difference between “eligibility determination” (assessment at the PIHP level), “care management” (case management at the PIHP level), and “treatment authorization” (planning at the PIHP level);  as opposed to assessment (done comprehensively at the provider level, often involving multiple disciplines), case management (the “boots on the ground” functions provided by provider staff on an ongoing basis in the community), and treatment planning (done with providers on an as needed basis within the person-centered planning construct).  Care management, eligibility determination and treatment authorization are managed care functions; while assessment, case management (relative to our service population) and treatment planning are most effectively and appropriately provided (not to mention often specifically required) at a CMHSP/provider level.

In leaving this section vague and not clearly defining Michigan’s move towards compliance with the criteria of Conflict Free Case Management, we fail to recognize the elegant system of balanced incentives that Michigan created in developing our most current model.  There should be clear explanation and support for how this model actually mitigates the risks targeted in the Conflict Free Case Management rules.  Michigan should clearly identify the “free standing” PIHP, a separate legal regional entity, as not having a vested interest in either the over-serving or the under-serving of the covered population, pointing to the structure provided by operating in a capitated environment; the limited control over the use of savings (carry forward/re-invest, build risk reserve up to a specified limit, or lapse back excess revenues over expenses); the potentially negative impact that under-serving has on future rate development and compliance with performance measures; and, maybe most importantly, the absence of shareholders who would stand to collect dividends created by unspent revenues.

In summary, Michigan should point to the clear delineation between PIHP and CMHSP/provider functions in this system as a construct built to facilitate and enhance Conflict Free Case Management.

2) In subsection (e) of that same section, MDHHS spells out the potential for contracting “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.”

Questions/Concerns

My question is, is that an all or nothing proposition? If so, my strong concern is that newly formed legal regional entities and Community Mental Health Centers would be, in fact, placed at risk, regardless of their performance, based upon the performance of other regional entities and Community Mental Health Centers over which they have no control?

My perspective is based in large part on my having been a part of the developmental process related to two separate regional PIHPs.  The development of the initial PIHP region was accomplished based upon massive amounts of effort by both Board members and staff.  More importantly, the more difficult task was navigating the challenges related to forming a regional governance structure over what were once, from a practical perspective, local resources.  From the perspective of local CMH Boards, as well as county commissioners and providers in our sub-networks, this was an incredibly large leap we were asked to make, and we did so for the best interests of those we serve.  In this latest iteration of our PIHP system, even more was asked.  Not only did we have to go through this developmental process again with (in our case) a new partner, we also were required to actually create, at no small cost, a new legal entity to administer the Medicaid benefit across our now expanded region.  This has been an enormous task and we have worked diligently to create a partnership that would first and foremost benefit the people and communities we serve, but also maintain compliance with the state and federal standards related to the benefits we administer on their behalf.

Suggestion/Response

I believe it is in the best interests of the people we serve, our communities, and our panel of committed providers both in and outside of the actual CMHSP agencies to minimize disruption to those we serve and the networks that support them.  Having said that, I would recommend two things in this section:
· That MDHHS makes it clear that in the event a PIHP/CMHSP is not meeting expectations in the domains listed above, a path of correction and support would be followed to ensure that was has been put in place at great personal, financial, social, and governmental cost will not be readily discarded prior to truly diligent efforts to make it work; and,
· That the MDHHS makes it clear in this waiver that each Regional PIHP/local CMHSP will succeed or fail based upon their own efforts and merits and not based upon the performance of entities that are completely outside of their control.


3) In Appendix A, under “Essential Elements for Person-Centered Planning and Service Plan Development”, the request reads that “The following characteristics are essential to the successful use of the PCP process with an individual and his/her allies.
1. Person-Directed. The individual directs the planning process (with necessary supports and accommodations) and decides when and where planning meetings are held, what is discussed, and who is invited.”



Concern

For a variety of reasons, I am concerned with stating that the person unilaterally decides when and where meetings are held.  While I would not anticipate a large volume of requests that would be incredibly disruptive to the system (wanting to have a meeting at 1:00 AM in a bar, for instance), I do think they could happen.  In addition, our system and staff have to balance the needs and requests of many people and it is very possible that a given staff could be requested to meet by different people at the same time.

Suggestion

I would think it would be better to say that the person “suggests and approves” when and where planning meetings are held as opposed to “decides”.  I believe that still captures the intent that the person is driving the process and we are not making scheduling decisions that are prioritized based upon clinical convenience.

4) In the same section, #7 states “Wellness and Well-Being. Issues of wellness, well-being, health and primary care coordination or integration, supports needed for an individual to continue to live independently as he or she desires, and other concerns specific to the individual’s personal health goals or support needed for the individual to live the way they want to live are discussed and plans to address them are developed. If so desired by the Individual, these issues can be addressed outside of the PCP meeting.”

Question

Does this mean that the topics of wellness, coordination, integration, etc. are required elements of the process and must be addressed in the process (in our outside of the actual PCP meeting) regardless of whether the person wishes to address them?  I am not recommending that they not be discussed/addressed, it is just that in #6 it appears that the person has complete control over what will be discussed and this section indicates some specific subject matter that the system states must be included.  

5) In the Individual Plan of Service section, #4, it states “The amount, scope, and duration of medically necessary services and supports authorized by and obtained through the community mental health system.”

Suggestion

I believe it should actually state that the amount, scope, and duration of medically necessary services and supports authorized by the PIHP and obtained through the community mental health system.  That would better reflect a model that is compliant with Conflict Free Case Management guidelines.

6) In the QAPIP Standards, II reads “The QAPIP must be accountable to a Governing Body that is a Community Mental Health Services Program Board of Directors.”



Suggestion

I believe this should read that the QAPIP must be accountable to a Governing Body that is a Regional Entity/PIHP Board of Directors

7) In QAPIP section XVI, it states “The PIHPs, shall continually evaluate its oversight of “vulnerable” people in order to determine opportunities for improving oversight of their care and their outcomes.”

Suggestion

Need to define “vulnerable” relative to the rest of our service population who could all, in a sense, be described as vulnerable in some fashion.

8) In the MDHHS Self-Determination Overview, it states “The public mental health system must offer arrangements that support self-determination, assuring methods for the person to exert direct control over how, by whom, and to what ends they are served and supported.”

Suggestion

I think this section should make it clear that services and supports funded through arrangements that support self-determination must still be fall within the context of medical necessity criteria that are related to an established diagnostic condition based upon the impact that relevant symptoms of that condition have on the person’s abilities across specific life domains as well as the likelihood that the interventions will produce intended results.

9) Within the same section, regarding Qualified Providers it states “Qualified providers chosen by the beneficiary, but who are not currently in the network or on the provider panel, should be placed on the provider panel.”

Question

Doesn’t the BBA give the organization the ability (and responsibility) to control the size of the provider panel relative to need, cost, and quality consistent with the organization’s responsibilities? Do those provisions not apply when there are arrangements that support self-determination? 

Suggestion

If the BBA provisions do apply, then this seems too wide open.  Perhaps “qualified” as used above (which appears to be a more narrow, credentials based definition) could be defined in a way that is not intended to arbitrarily limit choice but does offer the agency the ability to carry out its stewardship responsibilities in terms of panel providers that receive Medicaid funding.

10) Again, within the same section, it states “Some program approaches are not amenable to the use of arrangements that support self-determination because the funding and hiring of staff are controlled by the provider (for example, day programs and group homes) and thus, preclude individual employer or budget authority.”

Question/Suggestion

Would programs like ACT, ABA, HBS, etc. also be examples of approaches not necessarily amenable to the use of arrangements that support self-determination due to the specialized training, supervision, team-based modality and model fidelity requirements?  If so, my suggestion is that some other examples and criteria be listed here to provide guidance for the system.  Some of these concerns may be more pertinent in smaller, rural areas than in large urban areas with robust provider panels (in and outside of the CMHSP system).

11) In Appendix C, section II., D – Risk – there is nothing written here

Question

Is this intentional or is there some information we should have here?

[bookmark: _GoBack]In closing, I would like to thank MDHHS for their efforts in putting together this waiver request, it truly represents a mammoth undertaking intended to improve the system of care for the people we serve and our communities.  I would also like to thank you for taking the time to review my comments/concerns and suggestions, please understand that they are provided by somebody who is, and has been, truly committed towards what is best for the people and the communities that we serve.

