Mid-State Health Network

OUR MISSION:

January 14, 2020 - 5:00 p.m.
Gratiot Integrated Health Network – The Lawson Center

BOARD MEETING AGENDA

1.

Call to Order

2.

Roll Call

3.

ACTION ITEM: Approval of the Agenda

OUR VISION:

MSHN 19-20-011: Approval of the Agenda
MEETING LOCATION:

4.

Public Comment (3 minutes per speaker)

5.

ACTION ITEM: MDHHS/PIHP Contract Amendment #2 (Items 5-5.1, Pgs 3-6 )

MSHN 19-20-012: Approval of the MDHHS/PIHP Contract Amendment #2

Gratiot Integrated Health
The Lawson Center
608 Wright Avenue, Alma

TELECONFERENCE:
Call In: 1.224.501.3412
Access Code: 731-413-213

6.

Chairperson’s Report

7.

Chief Executive Officer’s Report (Items 7.1-7.3, Pages 7-22)

8.

Deputy Director’s Report (Item 8 , Pages 23-43)

UPCOMING FY20 BOARD MEETINGS

9.

Chief Financial Officer’s Review of Financial Status Reports (Items 9.1-9.4,

March 3, 2020
Gratiot Integrated Health Network
608 Wright Ave., Alma
May 5, 2020*
LifeWays Community Mental Health
1200 N. West Ave., Jackson
July 7, 2020
Montcalm Care Network (Heartland House)
108 North Layfayette St., Greenville
September 1, 2020
Newaygo County Mental Health
1049 Newell, White Cloud

Pages 44-51)

ACTION ITEM: Financial Status Report for Period Ended 09.30.2019
MSHN 19-20-013: Motion to Receive and File the Statement of Net Position
and Statement of Activities for the Period Ended September
30, 2019
10. ACTION ITEM: Contracts for Consideration/Approval (Items 10.1A-10.1B
and 10.2A-10.2B, Pages 52-57)

MSHN 19-20-014: Approval to Authorize the Chief Executive Officer to Sign
and Fully Execute the Contracts as Presented and Listed on
the FY19 Contract Listing
MSHN 19-20-015: Approval to Authorize the Chief Executive Officer to Sign
and Fully Execute the Contracts as Presented and Listed on
the FY20 Contract Listing

Please confirm your attendance at 517.253.8203 or
merre.ashley@midstatehealthnetwork.org

All Board Meetings convene at 5:00pm
unless otherwise noted
*Board Strategic Planning Day 9am-4pm
Regular Business Meeting 5:00pm

Mid-State Health Network | 530 W. Ionia Street, Ste. F | Lansing, MI 48933 | P: 517.253.7525 | F: 517.253.7552

11. Executive Committee Report (Items 11.1- -11.3, Pages 58-66)
•
•
•

Board Self Evaluation
CEO Goals for FY 2020
Communications: Eaton County Board of Commissioners Resolution

12. ACTION ITEM: Consent Agenda (Items 12.1-12. , Pages 67-84)
MSHN 19-20-016: Approval of Consent Agenda
•

Approval of the Board Meeting Minutes of 11.05.2019

•

Receive SUD Oversight Policy Advisory Board Minutes of 10.16 2019

•

Receive Board Executive Committee Minutes of 12.20.2019

•

Receive Operations Council Key Decisions of 11.18.2019 and 12.16.2019

13. Other Business
14. Public Comment (3 minutes per speaker)
15. Adjourn

Please direct questions and/or concerns pertaining to the MSHN’s Board of Directors to Merre Ashley, Executive Assistant, at 517.253.8203
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Item 5
MDHHS/MSHN FY 20 CONTRACT AMENDMENT #2
Background

MDHHS has issued a second amendment to the FY20 MDHHS/MSHN contract. The changes included
in Amendment #2 have been negotiated between MDHHS and the PIHPs. The items included in this
amendment include:
• Clarification of applicability of federal rules and PIHP responsibility for electronic visit
verification systems;
• Clarification PIHP responsibilities for implementation of the supports intensity scale;
• Clarification and elimination of contradictory language on payments relating to special
waivers and criteria for payments;
• Minor adjustments to the PIHP reporting requirements;
• Inclusion of FY20 PIHP Compliance Examination Guidelines;
• New language conferring responsibility of the PIHPs for substance use disorder (SUD)
treatment for individuals under the supervision of the Michigan Department of Corrections
(MDOC) (typically parolees).
o The requirements of the contract for SUD treatment for MDOC parolees has been
negotiated between the MDHHS, MDOC and PIHPs.
o The contract language adds only minor new responsibilities, mostly to be carried out
by SUD Treatment Providers. Examples include monthly reporting of treatment
participation by the responsible provider to the MDOC Supervising Agent;
notification in the event an individual participating in residential treatment tests
positive for substances or absconds from the program, and similar public safety
considerations.
o The contract amendment also classifies this population as a “priority population”.
This designation requires expedited admission, services and supports.
o Funding for these responsibilities has already been included in rates paid to PIHPs,
effective 10/01/2019 (approximately $15M statewide).
o The contract language is, in most respects, symmetrical with existing PIHP
responsibilities and established systems.
o Throughout the negotiations process, I have kept in mind the concerns raised by
some of our CMHSP participants and believe those issues have been effectively
addressed and are thus no longer an issue. Given the history of the dialog in our
region, the final draft of the proposed language negotiated between the PIHPs,
MDHHS and MDOC was distributed to the MSHN Operations Council for input and
feedback prior to finalization. None was received and no opposition was voiced.
ATTACHMENT: MDHHS/MSHN Contract Amendment #2 language on SUD Treatment for Individuals
Under the Supervision of MDOC.
Recommended Motion:
Motion to authorize the MSHN Chief Executive Officer to execute Amendment #2 to the MDHHS/MSHN
Managed Specialty Supports and Services Contract.

1|Page
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Item 5.1

MDHHS/MSHN Contract Amendment #2 language on
SUD Treatment for Individuals Under the Supervision of MDOC.

2.10.1 Under an arrangement between the Michigan Department of Corrections (MDOC) and the
Michigan Department of Health and Human Services (MDHHS), the PIHP shall be responsible for
medically necessary community-based substance use disorder treatment services for individuals
under the supervision of the Michigan Department of Corrections once those individuals are no
longer incarcerated. These individuals are typically under parole and/or probation orders, and
excludes individuals referred by or in services through local Community Corrections (PA511
funded) systems.
REFERRALS, SCREENING AND ASSESSMENT:
Individuals under MDOC supervision are considered a priority population for assessment and admission
for substance use disorder treatment services due to the public safety needs related to their MDOC
involvement. The PIHP shall ensure timely access to supports and services in accordance with Section
26 and the Access Standards in Attachment P 4.1.1 (III) of this contract.
PIHPs shall designate a point of contact within each PIHP catchment area for referral, screening and
assessment problem identification and resolution. The position title and contact information will be
provided to MDHHS, which will provide the information to the MDOC Central Office Personnel. PIHPs
will provide this contact information to MDOC Supervising Agents in their regions.
The MDOC Supervising Agent will refer individuals in need of substance use disorder treatment through
the established referral process at each PIHP. The Supervising Agent will make best efforts to obtain
from the individual a signed Michigan Behavioral Health Standard Consent Form (MDHHS 5515) and
provide it to the PIHP and/or designated access point along with any pertinent background information
and the most recent MDOC Risk Assessment summary.
The Supervising Agent will assist the individual in calling the PIHP or designated access point for a
substance abuse telephonic screening for services. Individuals that are subsequently referred for
substance use disorder treatment as a result of a positive screening must receive an in-person
assessment. If the individual referred is incarcerated, the Supervising Agent will make best efforts to
facilitate service initiation and appropriate contact with the PIHP/Designated Access Point. Provided
that it is possible to do so the PIHP shall make best efforts to ensure the individual receives a telephonic,
video or in-person screening for services at the designated location as arranged by MDOC Supervising
Agent. The PIHP/designated access point may not deny an individual an in-person assessment via phone
screening.
Assessments must be conducted in accordance with MDHHS-approved assessment instruments (if any)
and admissions decisions based on MDHHS-approved medical necessity criteria included in this contract.
In the case of MDOC supervised individuals, these assessments should include consideration of the
individual’s presenting symptoms and substance use/abuse history prior to and during incarceration and
consideration of their SUD treatment history while incarcerated. To the extent consistent with HIPAA,
the Michigan Mental Health Code and 42 CFR Part 2, and with the written consent of the individual, the
PIHP/designated provider will provide notice of an admission decision to the Supervising Agent within
one business day, and if accepted, the name and contact information of the individual’s treatment
provider. If the individual is not referred for treatment services, the PIHP/designated access point will
2|Page
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provide information regarding community resources such as AA/NA or other support groups to the
individual.
PIHPs will not honor Supervising Agent requests or proscriptions for level or duration of care, services or
supports and will base admission and treatment decisions only on medical necessity criteria and
professional assessment factors.
PLAN OF SERVICE
The individual’s individualized master treatment plan shall be developed in a manner consistent with the
principles of person-centered planning as applicable to individuals receiving treatment for substance use
disorders as defined in this contract and applicable portions of contract attachment P.4.4.1.1.
The PIHP/designated provider agrees to inform the Supervising Agent when Medication Assisted
Treatment (MAT) is being used, including medication type. If the medication type changes, the
PIHP/designated provider must inform the Supervising Agent.
RESIDENTIAL SERVICES:
If an individual referred for residential treatment does not appear for or is determined not to meet
medical necessity criteria for that level of care, the Supervising Agent will be notified with one business
day. If an individual is participating in residential treatment, the individual may not be given
unsupervised day passes, furloughs, etc. without consultation with the Supervising Agent. Leaves for
any non-emergent medical procedure should be reviewed/coordinated with the Supervising Agent. If an
individual leaves an off-site supervised therapeutic activity without proper leave to do so, the
PIHP/designated provider must notify the Supervising Agent by the end of the day on which the event
occurred.
The PIHP/designated provider may require individuals participating in residential treatment to submit to
drug testing when returning from off property activities and any other time there is a suspicion of use.
Positive drug test results and drug test refusals must be reported to the Supervising Agent.
Additional reporting notifications for individuals receiving residential care include:
•
•
•

•

Death of an individual under supervision.
Relocation of an individual’s placement for more than 24 hours.
The PIHP/designated provider must immediately and no more than one hour from awareness of
the occurrence, notify the MDOC Supervising Agent any serious sentinel event by or upon an
individual under MDOC supervision while on the treatment premises or while on authorized
leaves.
The PIHP/designated provider must notify the MDOC Supervising Agent of any criminal activity
involving an MDOC supervised individual within one hour of learning of the activity.

SERVICE PARTICIPATION:
The PIHP will ensure the designated provider completes a monthly progress report on each individual on
a template supplied by the MDOC and will ensure it is sent via encrypted email to the Supervising Agent
by the 5th day of the following month.
3|Page
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The PIHP/designated provider must not terminate any referred individual from treatment for violation
of the program rules and regulations without prior notification to the individual’s Supervising Agent,
except in extreme circumstances. The PIHP/designated provider must collaborate with the MDOC for
any non-emergency removal of the referred individual and allow the MDOC time to develop a
transportation plan and a supervision plan prior to removal.
PIHP will ensure a recovery plan is completed and sent to the Supervising Agent within five business
days of discharge. Recovery planning must include an offender’s acknowledgment of the plan and the
Contractor’s referral of the offender to the prescribed aftercare services.
TESTIMONY:
With a properly executed release inclusive of the court with jurisdiction, the PIHP and/or its designated
provider, shall provide testimony to the extent consistent with applicable law, including HIPAA and 42
CFR Part 2.”
TRAINING:
In support of the needs of programs providing services to individuals under MDOC supervision, the
MDHHS will make available in-person training on criminogenic risk factors and special therapy concerns
regarding the needs of this population.
The PIHP shall ensure its provider network delivers services to individuals served consistent with
professional standards of practice, licensing standards, and professional ethics.
COMPLIANCE MONITORING:
PIHPs are not accountable to the MDOC under this contract. The PIHP agrees to permit the MDHHS, or
its designee, to visit the PIHP to monitor PIHP provider network oversight activities for the individuals
served under this section.
PROVIDER NETWORK OVERSIGHT:
The PIHP is solely responsible for the composition, compensation and performance of its contracted
provider network. To the extent necessary, the PIHP will include performance requirements/standards
based on existing regulatory or contractual requirements applicable to the MDOC-supervised
population. Provider network oversight must be in compliance with applicable sections of this contract.
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Item 7.1

REPORT OF THE MSHN CHIEF EXECUTIVE OFFICER
TO THE MSHN BOARD OF DIRECTORS
November/December 2019

Community Mental Health
Member Authorities
Bay Arenac
Behavioral Health
•

CMH of
Clinton.Eaton.Ingham
Counties
•

CMH for Central Michigan
•

Gratiot Integrated Health
Network
•

Huron Behavioral Health
•

The Right Door for Hope,
Recovery and Wellness (Ionia
County)
•

LifeWays CMH

ANNOUNCEMENTS:
• MSHN Chief Behavioral Health Officer Dr. Todd Lewicki, co-presented with The Michigan
Department of Licensing and Regulatory Affairs (LARA) Adult Foster Care Licensing Division
Director on the topic of “Quality and Provider Network: Walking the Talk – A Discussion on
Joint HCBS Guidance” at the Improving Outcomes Conference in early December.
• MSHN team members Dr. Lewicki, and Waivers Manager Katy Hammack and Waivers
Coordinator Barb Groom presented at the Improving Outcomes Conference on the topic of
“Provider Network: Home and Community Based Rule Transition – the Great Step Forward.”
Several remarks that were passed on about the presentation included: “There was a lot of
heart in the presentation. You could tell they believe in what they are doing”; “MSHN
has a great tracking process”; “We should get them back to present”; “It was nice to
see such knowledgeable individuals with an understanding of what could be while
understanding the challenges and unclear areas.”
•
Skye Pletcher, MSHN’s Director of Utilization and Care Management, recently participated in
a one year “Addressing Health Disparities Leadership Program.” Skye has reported that this
was an experience full of learning and skill development, and she will be applying both to her
role at MSHN. We are very proud of Skye’s selection from hundreds of candidates across the
country and are eager to learn from her about improving our systems and leadership.

•

PIHP/REGIONAL MATTERS

Montcalm Care Center
•

Newaygo County
Mental Health Center
•

Saginaw County CMH
•

Shiawassee Health and
Wellness
•

Tuscola Behavioral
Health Systems

Board Officers
Ed Woods
Chairperson
Irene O’Boyle
Vice-Chairperson
Colleen Mailette
Secretary
Kurt Peasley
Immediate Past Officer

1.

“Date of Death” Audit: In a statewide conference call of all payers, MDHHS Deputy
Director for Finance and Administration Farah Hanley reported that the Federal
Department of Health and Human Services Office of the Inspector General conducted an
audit of states, including Michigan, for capitation payments made to ‘plans’ after the
date of death of Medicaid and Medicare beneficiaries. The time period covered by the
audit was 2014, 2015 and 2016.
The audit ﬁnding for Michigan indicates that capitation payments were made to ‘plans’
(Medicaid Managed Care Comprehensive Healthcare Program, Managed Specialty
Supports and Services Program, MiHealthLink, MiChoice and PACE) for 14,752
beneﬁciaries after the month of their date of death. These payments total to over
$43.8M, the entirety of which must be repaid to the federal government by the State of
Michigan.
Mid-State Health Network has received notiﬁcation of the amount it will be required to
contribute to the repayment. For the three years that were audited, MSHN’s liability is
just over $506,000 (notiﬁcation letter attached).
MDHHS must begin recoupment in January 2020 and the entire amount must be
recouped within 12 months (within calendar year 2020). MDHHS method for spreading
the recoupment out over the year. The payment(s) will be recovered in 2020
corresponding to the month of the beneﬁciary’s death in 2014, 2015 or 2016.
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MDHHS has indicated that it will need to conduct an internal audit for 2017 and 2018 (and future years), but
recoveries, if any, for 2017 and 2018 will not be initiated until after the ‘audit recoupment’; thus, not until
CY2021.
So as not to impact MSHN payments to CMHSPs and related cash ﬂow, and available revenue for SAPT
operations, MSHN intends to reduce our aﬃliation fees proportionately to oﬀset the recoupment. Of
course, ﬁnal regional cost settlement for FY20 will take this into account, but CMHSPs should not see direct
impact on revenue and cash available as a result of this plan.
2. Staff Survey Follow-Up: As summarized in my written report for the November 2019 board meeting, MSHN
conducted a regional workforce survey, including the MSHN workforce. My previous report summarized
the main issues, and as I indicated, I’m very proud of our staff for their identification of and focus on
improvement opportunities, and very proud of our leadership for embracing this process, the feedback
received, and the opportunity to improve individually and collectively. I collaborated with the MSHN
Leadership Team to develop a Leadership Action and Accountability Plan for 2020. The plan has been
released to the staff for their review and input, and further discussion at finalization at the January 9, 2020
all-staff meeting. I will personally monitor the plan and keep the MSHN workforce updated on the status of
all action items.
3. MDHHS/MSHN FY 20 Contract, Amendment #2: MDHHS has issued a second amendment to the FY20
MDHHS/MSHN contract. The changes included in Amendment #2 have been negotiated between MDHHS
and the PIHPs. The items included in this amendment are summarized in a board motion summary included
in this board packet, including new language conferring responsibility of the PIHPs for substance use
disorder (SUD) treatment for individuals under the supervision of the Michigan Department of Corrections
(MDOC) (typically parolees).
4. MSHN Substance Use Disorder and Behavioral Health Administrative Expense Affiliation Fee Development
Process Diagram: At the November 2019 board meeting, questions were raised about the method(s) MSHN
uses to calculate “affiliation fees”, specifically around the inclusion of Substance Use Disorder Prevention
and Treatment administrative costs segregated from the affiliation fees allocated to CMHSP Participants in
the region. We have prepared a graphic and summary, which is provided as an attachment to this board
report.
5. Employee Compensation Market Study: MSHN policy requires market survey comparisons of current salary
scales to market conditions every three years. The first market survey was completed in 2016 effective for
FY2017. In compliance with the policy, MSHN will be issuing a Request for Quote (RFQ) to include new
compensation market analysis. The data will be used this year to compare current salary scales and make
any warranted adjustments to be included in the budget and effective for FY21. MSHN also intends to
include in the RFQ consultation to develop a “360-degree performance review system.” This item is in
follow-up to our employee survey. The RFQ process will be led and coordinated by Deputy Director Amanda
Horgan.
6. Employee Benefits: BCBS/BCN Plan Renewal: Under the leadership of MSHN Deputy Director Amanda
Horgan, MSHN has gone through the procurement process for employee health insurance plan benefits and
has determined that staying with our current plan is the most cost effective and beneficial to our employees
so that the level of benefit would not be reduced. Our plan premium increase of between 6% and 14% has
put our agency above the statutory cap, so for the first time in several years, MSHN is required to pass along
530 W. Ionia Street, Suite F • Lansing, MI 48933 | P: 517.253.7525 | www.midstatehealthnetwork.org
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a small portion of the cost to employees. Employee costs per month will be $32.00 for a single coverage,
$66.92 for double coverage and $87.25 for family coverage. These are very modest employee cost sharing
amounts compared to state and national trends. Some of our employees have expressed gratitude for
staying with our current plan and holding employee cost sharing to a minimum.
7. National Council Engagement to Benefit The Recovery Center: As previously reported, MSHN arranged
and paid for a consultation to benefit The Recovery Center’s efforts to improve utilization and/or reduce
costs. The site-based portion of the engagement recently concluded, and several future coaching calls are
to be scheduled. The Recovery Center, a residential withdrawal management program operated by CEICMH, has reported overwhelmingly positive results from the consultation, is experiencing renewed
commitment to easing access for individuals with substance use disorders, is retooling their staffing to
support the admission of individuals with complex or poly-substance issues, and is generally anticipating
that the consultation and the changes the program will make as a result, will improve access and utilization.
8. Regionally Standardized Applied Behavioral Analysis (ABA) Contract and Provider Performance
Monitoring Systems: MSHN has achieved another milestone in capturing efficiency in our region. MSHN
has been operating an Autism Operations Standardization Workgroup comprised of MSHN and CMHSP
Participants. The workgroup recommended, and the MSHN Operations Council approved, a standardized
regional contract template and provider performance monitoring standards for use by all CMHSPs in
contracting with ABA providers. MSHN recognizes the leadership of Carolyn Watters, Director of Provider
Network Management Systems, and all of the regional subject matter experts that made these
accomplishments possible.
9. Testimony: On behalf of Michigan’s 10 PIHPs, Brad Casemore (CEO, Southwest Michigan Behavioral Health)
and I provided testimony to the House MDHHS Appropriations Sub-Committee. This testimony was not
done with the intention of highlighting MSHN or MSHN accomplishments or operations but rather focused
on system-level perspectives. All 10 PIHPs contributed to the content, and all 10 PIHP CEOs were present for
the hearing. A copy of the written testimony is available from my office, on request.

STATE OF MICHIGAN/STATEWIDE ACTIVITIES
10. MDHHS System Reform/Redesign Proposal: On Wednesday, December 4, 2019, Robert Gordon, director of
the Michigan Department of Health and Human Services (MDHHS), presented to the Joint House/Senate
MDHHS Appropriations Committee on the department’s vision for a strengthened behavioral health system.
According to MDHHS, the proposed system will integrate physical and behavioral health services (and
payments) to improve outcomes and meet the growing demand for mental health care in Michigan.
Additional information is available from http://www.Michigan.gov/FutureOfBehavioralHealth

Quoting from the press release: “MDHHS proposes a new approach to behavioral health that will lead to
greater choice of providers, better coordination of services, and increased investment in behavioral health.
To advance these goals, Gordon outlined three key principles for system design:
•
•
•

Preserving a strong safety net.
Integrating physical and behavioral health in both care and ﬁnancing.
Establishing Specialty Integrated Plans (SIPs).
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“SIPs bring together the management skills of traditional insurance companies with the expertise and
depth of behavioral health organizations. Already in use in other states, including North Carolina, Arizona
and Arkansas, SIPs allow for stronger and simpler oversight with lower administrative costs.
“The department’s approach will also preserve the extra protections available today, including personcentered planning (ensuring people actively participate in the design of their care), recipient rights and
comprehensive services and supports. It also creates opportunities for further innovation in how care can
be delivered.”
The MDHHS intends to follow a timeline including discussion of approach in 2019, detailed policy design and
enabling legislation in 2020, preparation for implementation in 2020 and ﬁnalization of implementation in
2022.
Director Gordon presented the following graphic depicting how the system is organized today and how it
will be organized in the future:

MDHHS as indicated that Specialty Integrated Plans (SIPs): “…bring together the management skills of
traditional insurance companies, with the expertise, enhanced services, and commitments of behavioral
health organizations. SIPs will be provided by qualiﬁed managed care entities, which will maintain provider
networks, manage claims, conduct utilization management, and do individual care coordination for
members – like MHPs and PIHPs do today. These entities will bear risk and receive a capitated payment for
every enrolled member. The plan will include all of the beneﬁts available today through the MHP and PIHP
systems, including supports services and investments to address social determinants of health, not just
traditional medical services.
“The plan will come with all of the protections and the higher-touch model of care from the public
behavioral health system. This includes person-centered planning, recipient rights, and case management. It
will have rigorous network adequacy standards for both physical and behavioral health services to ensure
the same or greater access than people have today. It will have a high bar for performance, contract
requirements, and other features that provide additional safeguards and a higher degree of oversight by
MDHHS.
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“Furthermore, the organizations oﬀering specialty plans will not just be traditional managed care entities.
These plans will have to demonstrate expertise in managing complex physical and behavioral health needs,
including relevant clinical experts on staﬀ. They will need to show their experience with and commitment to
the core values of our public system, including self-determination, person-centeredness, recovery
orientation, and community inclusion.”
MDHHS will have certain requirements for who can operate (or become) a SIP: “We will allow all
organizations that can meet these challenging requirements to compete to oﬀer a SIP. We will support the
establishment of at least one statewide public plan run by the leaders of our public behavioral health
system. In addition, we invite health plans, providers, hospitals, and others to step forward and sponsor
SIPs, encouraging all parties to form partnerships that bring in complementary expertise, networks, and
relationships. MDHHS will be seeking public input on the detailed application requirements that will ensure
every organization is anchored in the necessary expertise and commitments. Examples of what this could
look like:”

To be more speciﬁc, in order to be or become a SIP, the following are baseline requirements:
▪ Fully-licensed and meets insurance regulatory requirements
▪ Adequately capitalized and risk-bearing
▪ Strong networks for health & specialty care
▪ Typical health plan administrative infrastructure
▪ Specialized care planning and management
▪ Governance
▪ Strong statewide public-led option
▪ Other options can vary, with a preference for statewide coverage and partnerships
Analysis/Opinion:
MDHHS written materials begin with the acknowledgement that “Michigan has long-been a national leader
in behavioral health. The Michigan Department of Health and Human Services, working with our
stakeholders, is eager to build on this proud history and the expertise in our state to strengthen Michigan’s
Medicaid-funded behavioral health system.
While MSHN has not yet had suﬃcient time to fully understand the proposal or to completely understand
the potential implications for our region or our agency, the proposal would remove PIHPs, potentially
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migrate the CMHSP delivery system to safety net services primarily, with other clinical services and social
supports at the option of purchasers, and completely alter the ‘national leader’ behavioral health system.
There are many, many, many unanswered/open questions and it is simply too early to speculate or plan with
such limited information.
However, note the use of “statewide” in the public option descriptions above. This is currently taken to
mean a single statewide SIP, perhaps with an existing PIHP in the lead role, although MDHHS has made
clear that PIHPs, as they currently exist, are not a part of their design. We have begun discussions in our
region with our CMHSP Participants and Board about if, when and how to create or enable such an entity,
and how this MSHN regional entity can best serve our region in a new design. Whether MSHN pursues this
option, or any other conﬁguration, will require a lot more details from MDHHS and deep commitment
within the region and within MSHN, especially from its CMSHP Participants and Board. Our regional
Operations Council has expressed strong support for MSHN pursuing all viable/reasonable options,
including statewide options/conﬁgurations that have as their intent the support and protection of the
county-based role of CMHSPs; the role of the public system in serving the specialty services population.
MSHN will keep the Operations Council and Board informed. It should be recognized that these exploratory
eﬀorts may take many months to engage in the appropriate conversations. The MSHN Operations Council
expressed strong support for MSHN to lead/convene/participate in all appropriate and necessary venues,
including creating venues for such dialog, and ﬁnally expressed strong support for MSHN using its inﬂuence
to shape the direction of this proposal and to aﬀect policy throughout this process
It is also important to note that these changes are predicated upon an enrollment system as opposed to the
current one (which is an eligibility-based system). Enrollees become “members” and the SIP would be paid
for the “member”. Members vote with their feet: if not satisﬁed with a current SIP, they would presumably
enroll in a diﬀerent one. This arrangement leaves many open questions: what about the unenrolled (which
are currently 25% of the consumers and 40% of the cost)? What about individuals with dual eligibility
(Medicare/Medicaid)?
The key, in my view, is establishing meaningful partnerships with like-minded physical and behavioral
healthcare entities within the State and potentially outside of it, to create new and better systems of care,
services and supports and the administrative structures to support them with the full support of our CMHSP
Participants and Board of Directors.
Amanda Horgan and I recently met with MDHHS and provided input into these design elements. Our
strongest recommendation was that PIHPs – and the public behavioral health system generally – is in the
best position to improve the “whole person” health outcomes of the individuals we serve and support. We
continue to believe this – based on the voluminous evidence in our region - and will work to facilitate a role
for MSHN and our provider systems in this new world order.
This is actually a pretty exciting time where new possibilities are emerging and perhaps new challenges. We
count on the creativity and inquisitiveness, passion and commitment of our MSHN staﬀ, CMHSP Participants
and Board of Directors. We know that, working together, we can create and become something new,
better and more eﬀective. I look forward to that opportunity, even while it has its challenges, because the
people we support deserve our best.
For additional information, please visit http://www.michigan.gov/futureofbehavioralhealth or contact my
oﬃce.
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11. MDHHS Eliminates Prior Authorization Requirements for Medications Used to Treat Opioid Use Disorders:
Starting December 2, 2019, the Michigan Department of Health and Human Services (MDHHS) Medical
Services Administration has removed prior authorization requirements for medications used to treat opioid
use disorder, including buprenorphine. “The removal of prior authorization for these medications in the
Medicaid program will help increase access to treatment for people with opioid use disorders,” said Dr.
Joneigh Khaldun, chief medical executive and chief deputy for health for MDHHS. “By eliminating this
requirement, medical providers will be empowered to help people begin treatment when they are ready
and increase their chances of a successful recovery.”

Prior authorization is a requirement that physicians must obtain approval from a patient’s health care
insurer before prescribing a specific medication or to perform a particular operation. After an in-depth
analysis of the prior authorization program, existing literature and lessons learned in other states, MDHHS
believes that prior authorization creates substantially more barriers to accessing care for opioid use
disorders than protections from misuse of substances.
Medication-assisted treatment, combined with counseling or behavioral therapy, is the gold standard for
treating individuals with opioid use disorder, leading to significantly better outcomes. Prior authorization
has been removed in 21 states with no data indicating an increased rate of drug diversion. More information
is available in a Frequently Asked Questions document.
12. Healthy Michigan Plan Work Requirements go into effect 01/01/2020; Lawsuit Filed: (From Gongwer News
Service). Saying Michigan was unlawfully allowed to impose work requirements on its some 650,000
Medicaid Healthy Michigan recipients, a poverty rights group has filed a lawsuit against federal officials
challenging the work requirements scheduled to take effect on January 1.

The action now creates a question of whether the requirements will in fact begin with the start of the new
year. Department of Health and Human Services officials have spent months preparing for the requirements
and going around the state to inform recipients of what exactly those requirements are and how they can
be met.
The lawsuit, Young v. Azar, was filed in the U.S. District Court in Washington, D.C. The four defendants – U.S.
Secretary of Health and Human Services Alex Azar, Centers for Medicare and Medicaid Services Director
Seema Verma, as well as U.S. DHHS and CMS – are all federal officials and agencies. The state itself was not
sued.
The case argues federal Medicaid law requires any waivers granted must advance the law's basic purpose of
expanding health care and the waiver granted Michigan to impose work requirements fails in that mission.
Michigan now joins Kentucky, Arkansas, Indiana and New Hampshire in having lawsuits filed over the
question of work requirements.

FEDERAL/NATIONAL ACTIVITIES
13. Affordable Care Act (ACA): On December 18, the Fifth Circuit Court of Appeals ruled in favor of the Trump
administration in Texas v. United States, striking down as unconstitutional the ACA’s individual mandate and
remanding to the lower court judge a final decision on what parts of the ACA should be eliminated. That
judge had already ruled the entire law unconstitutional.
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According to the “Protect Our Care” (a national public interest and advocacy organization focused on
healthcare): If the court upholds its prior decision:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

GONE: Protections for 135 million Americans with pre-existing conditions will be gutted.
GONE: More than 20 million Americans will lose coverage. The uninsured rate will increase by 65
percent.
GONE: Medicaid expansion, which covers 17 million people. (In Michigan, this is our “Healthy Michigan
Plan”)
GONE: Nearly 12 million seniors will have to pay more for prescription drugs because the Medicare
‘donut hole’ will be reopened.
GONE: Protections for older Americans that prevent them from being charged an “age tax.”
GONE: 2.3 million adult children will no longer be able to stay on their parents’ insurance.
GONE: Insurance companies will be able to charge women more than men.
GONE: Financial assistance that helps 9 million people purchase health care in the marketplace will go
away.
GONE: Key support for rural hospitals will be eliminated. As Americans lose coverage, already struggling
hospitals will be hit even harder as their costs increase.
GONE: Ban on insurance companies having lifetime caps on coverage.
GONE: Requirements that insurance companies cover prescription drugs and maternity care.
GONE: Rules that ensure your hard-earned premium dollars go to your health care, not insurance
company proﬁts.
GONE: Contraception coverage for 60 million people who now have access to birth control with no outof-pocket costs.
GONE: Consumer protections that prohibit drug companies from paying oﬀ doctors behind closed doors
to inﬂuence the drugs they prescribe to patients.
GONE: A ban on discrimination against women, LGBTQ Americans, and individuals with disabilities in
health care settings.
GONE: Essential protections for breastfeeding parents, including workplace standards and access to
breast pumps with no out-of-pocket costs.
GONE: Legal authorization for the Indian Health Service, which provides basic health care services to 2.6
Million American Indians And Alaska Natives.
GONE: Medicare and Medicaid’s authority to test key programs that save money and help Americans
receive better care.
GONE: Calorie counts on menus at restaurants.

The Affordable Care Act has had many positive impacts across our country and in our State.
14. American Society for Addiction Medicine study released recently finds that the prevalence of cannabis
(marijuana) use in the US increased from 2005 to 2017 among persons with and without depression and was
approximately twice as common among those with depression. Persons with depression experienced a
more rapid decrease in perception of risks associated with cannabis use, which may be related to the more
rapid increase in an- and daily past-month cannabis use in this group.
15. Federal Funding for 2020: The House has passed through its Rules Committee an agreement with the
Senate for federal appropriations funding through the remainder of fiscal year 2020. The agreement reflects
agreement between the House and Senate and ostensibly with the Administration, so any attempt to
change content or funding levels would be a major disruptive event and guarantee federal government
shutdown for some period.
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The entire funding agreement is available at https://docs.house.gov/billsthisweek/20191216/BILLS116HR1865SA-JES-DIVISION-A.pdf.
The agreement provides the following for SAMHSA programs noted of interest to Michigan’s public
behavioral health system:
Children’s Mental Health Services
- FY18 Appropriation: $125.00M
- FY19 Appropriation: $125.00M
- FY20 Budget Request: $125.00M
- FY20 House-Senate Agreement (a/o 12.17.19): $125.0M, level funding
Mental Health Block Grant
- FY18 Appropriation: $722.571M
- FY19 Appropriation: $722.571M
- FY20 Budget Request: $722.571M
- FY20 House-Senate Agreement (a/o 12.17.19): $722.571M, level funding
Substance Abuse Prevention and Treatment Block Grant
- FY18 Appropriation: $1,858.079M
- FY19 Appropriation: $1,858.079M
- FY20 Budget Request: $1,858.079M
- FY20 House-Senate Agreement (a/o 12.17.19): $1,858,079,000, level funding
The following is a selection of speciﬁc programming or areas of interest in Michigan excerpted from the
funding agreement.
Opioid Overdose Prevention and Surveillance-The agreement directs CDC to continue funding overdose
prevention eﬀorts in the same manner as directed in P.L. 115-245. The agreement encourages CDC to
continue to work collaboratively with States to ensure that funding is available to all States for opioid
prevention and surveillance activities.
Suicide Prevention-The agreement provides funding for a new eﬀort in recognition of the devastating
impacts and increasing rates of suicide. CDC is directed to focus prevention eﬀorts on vulnerable
populations that have been identiﬁed at higher risk for suicidal behaviors than the general population.
Opioid Use and Infectious Diseases-The agreement encourages CDC to work across operating divisions to
integrate interventions aimed at preventing, tracking, and treating infectious diseases with broader eﬀorts
to address the opioid epidemic.
Opioid Misuse and Addiction (CDC)-The agreement includes no less than $250,000,000 for targeted
research related to opioid misuse and addiction, development of opioid alternatives, pain management, and
addiction treatment. The agreement directs NIH to expand scientiﬁc activities related to research on
medications used to treat and reduce chronic pain, and the transition from acute to chronic pain.
Opioid Misuse and Addiction (NIDA)-The agreement includes no less than $250,000,000 for targeted
research related to opioid misuse and addiction, development of opioid alternatives, pain management, and
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addiction treatment. The agreement directs NIH to expand scientiﬁc activities related to research on
medications used to treat and reduce chronic pain, and the transition from acute to chronic pain. Further,
the agreement urges NIH to: (1) continue funding research on medication development to alleviate pain and
to treat addiction, especially the development of medications with reduced misuse liability; (2) as
appropriate, work with private companies to fund innovative research into such medications; (3) report on
what is known regarding the transition from opioid analgesics to heroin 64 and synthetic opioid use and
addiction within aﬀected populations; ( 4) conduct pilot studies to create a comprehensive care model in
communities nationwide to prevent opioid misuse, expand treatment capacity, enhance access to overdose
reversal medications, and enhance prescriber practice; (5) test interventions in justice system settings to
expand the uptake of medications for treating opioid use disorder (OUD) and methods to scale up these
interventions for population-based impact; and (6) develop evidence-based strategies to integrate
screening and treatment for OUD in emergency department and primary care settings. In addition, NIH
should continue to sponsor research to better understand the eﬀects of long-term prescription opioid use,
especially as it relates to the prevention and treatment of opioid misuse and addiction. Further, the
agreement notes NIDA has started to investigate the links among respiratory health, disease, and deaths
from opioids to determine if addressing underlying respiratory physiology can prevent death due to
respiratory failure during overdoses.
Suicide Prevention and Risk Detection Algorithms-The agreement continues to encourage NIMH to
prioritize its suicide screening and prevention research eﬀorts to produce risk detection models that are
interpretable, scalable, and practical for clinical implementation, including mental and behavioral healthcare
interventions, to combat suicide in the U.S. In assessing research opportunities, the agreement encourages
NIMH to consider the recommendations included in the Action Alliance for Suicide Prevention's A Prioritized
Research Agenda for Suicide Prevention.
Mental Health-To address the multiple causes of suicide, the agreement urges NIMHD to develop a
behavioral health approach focusing on at-risk populations and building the mental health workforce at the
community level. The proposed model should improve mental health care access to underserved
populations, including those in rural areas, while simultaneously providing training to potential rural
behavioral health providers.
Certiﬁed Community Behavioral Health Clinics-The agreement includes increased funding (Note: (1) by $50M
to $200M; and (2) no explicit language increasing the number of CCBHCs has been found so far, but the
increase in funding would suggest the increase was approved) and directs SAMHSA to prioritize resources
to entities within States that are part of the section 223(a) of the Protecting Access to Medicare Act of 2014
(P.L. 113-93) demonstration and to entities within States that were awarded planning grants.
Mental Health-The agreement directs SAMHSA to provide a comprehensive plan to the Committees no later
than 60 days after enactment of this Act identifying current gaps in mental health care programs,
highlighting how programs can help close those gaps, and providing recommendations to meet the needs
of those experiencing mental illness.
Mental Health Awareness Training-SAMHSA is directed to include as eligible grantees local law enforcement
agencies, ﬁre departments, and emergency medical units with a special emphasis on training for crisis deescalation techniques. SAMHSA is also encouraged to allow training for veterans and armed services
personnel and their family members within the Mental Health First Aid program. Project AWARE-The
agreement includes an increase and encourages SAMHSA to expand the identiﬁcation of children and youth
in need of mental health services, increase access to mental health treatment, promote mental health
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literacy among teachers and school personnel, and provide mental health services in schools and for school
aged youth. Of the amount provided, the agreement directs $10,000,000 for discretionary grants to support
eﬀorts in high-crime, high-poverty areas and, in particular, communities that are seeking to address relevant
impacts and root causes of civil unrest, community violence, and collective trauma. These grants should
maintain the same focus as ﬁscal year 2019 grants. The agreement requests a report on progress of
grantees 180 days after enactment of this Act.
Suicide Prevention-The agreement includes increased funding to expand and enhance access to suicide
prevention resources of the Suicide Lifeline, the Zero Suicide program, and Garrett Lee Smith Suicide
Prevention Resource Center.
Adolescent Substance Use Screening, Brief Intervention, and Referral to Treatment (SBIRT)-The agreement
encourages SAMHSA to use funds for the adoption of SBIRT protocols in primary care and other
appropriate settings that serve youth 12 to 21 years of age as well as on the adoption of system-level
approaches to facilitate the uptake of SBIRT into routine healthcare visits for adults. Further, the agreement
encourages SAMHSA to consider using existing resources for grants to pediatric healthcare providers.
Building Communities of Recovery-The agreement provides an increase for enhanced long-term recovery
support principally governed by people in recovery from substance use disorders. Such support reﬂects the
community being served and encourages the role of recovery coaches. SAMHSA is encouraged to ensure
that grants employing peers comply with the highest standards within their respective States.
Emergency Department Alternatives to Opioids-The agreement includes funding to award new grants to
hospitals and emergency departments as authorized in section 7091 of the SUPPORT Act (P.L. 115-271).
Opioid Abuse in Rural Communities-The agreement encourages SAMHSA to support initiatives to advance
opioid abuse prevention, treatment, and recovery objectives, speciﬁcally focusing on addressing the needs
of individuals with substance use disorders in rural and medically-underserved areas, as well as - programs
that emphasize a comprehensive community-based approach involving academic institutions, healthcare
providers, and local criminal justice systems.
Treatment, Recovery, and Workforce Support-The agreement includes funding to implement section 7081
of the SUPPORT Act (P.L. 115-271). SAMHSA is directed to, in consultation with the Secretary of Labor, award
competitive grants to entities to carry out evidence-based programs to support individuals in substance use
disorder treatment and recovery to live independently and participate in the workforce.
16. Federal Communications Commission: The FCC voted in favor of a proposal to designate 988 as the
country's national suicide-prevention hotline number, arguing that “having a 911-like option for people who
are experiencing mental health crises could help combat the rising rate of suicides in the U.S. The proposal,
which is now open to public comment, asks telecom companies to ensure users within 18 months can dial
988 to reach the National Suicide Prevention Lifeline. The toll-free National Suicide Prevention Lifeline
number is currently 1-800-273-TALK, which commissioners have argued is hard to remember and is facing a
crunch as it handles more and more calls every year. Last year alone, the government-backed suicide hotline
answered more than 2 million calls, and the FCC is predicting that the 988 designation will lead to even
more calls.”
17.

VETERANS HEALTH CARE: The federal General Accountability Office (GAO) has released a report entitled
“Veteran’s Health Care: Services for Substance Use Disorders, and Efforts to Address Access Issues in Rural
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Areas (GAO-20-35) that notes that “the VA treated 518,570 veterans diagnosed with a substance use
disorder (SUD) in FY18, a 9.5 percent increase since FY16. Of these, 152,482 veterans received specialty SUD
services in FY18, a number that has remained relatively unchanged since FY14. Expenditures for VA's
specialty SUD services increased from about $552 million in FY14 to more than $600 million in FY18. In the
same year, VA expended about $80 million to purchase SUD services from non-VA community providers for
more than 20,000 veterans, an increase since FY14. The number receiving this care from non-VA providers
may include veterans who also received services in VA facilities. VA data show that overall there was little
difference in the percentage of veterans using SUD services, including specialty services, in rural and urban
areas in FY18. However, there were differences for some specific services. For example, in rural areas, 27
percent of veterans with an opioid use disorder received medication-assisted treatment—an approach that
combines behavioral therapy and the use of medications—compared to 34 percent in urban areas. In
providing SUD services in rural areas, VA faces issues similar to those faced by the general population,
including lack of transportation. The agency is taking steps to address these issues, such as using local
service organizations to transport veterans for treatment.” The full report is available at
https://www.gao.gov/assets/710/702940.pdf.
Submitted by:

Joseph P. Sedlock, MSA
Chief Executive Oﬃcer
Finalized: 01/02/2020
ATTACHMENTS:

MSHN Substance Use Disorder and Behavioral Health Administrative Expense Aﬃliation Fee
Development Process Diagram

The mission of Mid-State Health Network is to ensure access to high-quality, locally-delivered, eﬀective and accountable public behavioral health and
substance use disorder services provided by its participating members.
The vision of Mid-State Health Network is to continually improve the health of our communities through provision of premiere behavioral healthcare and
leadership. Mid-State Health Network organizes and empowers a network of publicly-funded community partnerships essential to ensure quality of life
while eﬃciently and eﬀectively addressing the complex needs of the most vulnerable citizens in our region.
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Item 7.2

Mid‐State Health Network Substance Use Disorder and Behavioral Health
Administrative Expense Affiliation Fee Development Process Diagram
1

SAPT‐Related Revenue

CMHSP‐Related Revenue

Withholds,
Taxes

SUD
Medicaid

1
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SUD Healthy
Michigan

Withholds,
Taxes

SUD Block
Grant

4

indirectly benefit SUD services.
The remaining MSHN expenses are then calculated as a
percentage of Medicaid and Healthy Michigan Plan (HMP)
revenue to determine the percentage to be used for affiliation
fees. The percentage is used to determine the amount to be
deducted from gross revenue when payments are distributed to
CMHSPs.

Behavioral
Health
Healthy
Michigan

Behavioral
Health
Medicaid

SUD Specific
Grants

5

During the annual budgeting process, the amount of
administrative expenses directly associated with substance use
disorder (SUD) services is determined. Any expenses that are
funded with other sources of funding, such as grants or
contractual revenue, are also determined. An allowance is
determined for activities such as Information Technology,
Provider Network Management, and Financial Management that

For FY2020, the percentage used for the affiliation fees is 1.65%
of gross Medicaid and HMP revenue. The PIHP administrative
expenses directly attirubtable to SUD are approximately 32%.

4

2

MSHN Administrative Expense Budget – TOTAL

Affiliation Fees

3

3

Affiliation fees are not considered an expense or
cost to the CMHSPs. The amount that is withheld
is based on budgeted expenses for MSHN
retained functions and provides funding for MSHN
operations. At the time revenue is distributed net
of affiliation fees, there is no designation as to the
type of administration as this is a process
completed based on actual expenses at the end of
the fiscal year.

MSHN administration is charged to block grant only for those cost
centers that are directly associated with SUD services - SUD
Administrative Services and Utilization Management - per Single
Audit guidelines.

5

Actual MSHN expenses less the SUD expenses noted in 1 and 2
above are then determined. If there is grant funded activity, the
amount of the grant revenue is used to reduce the amount of
MSHN expenses to be allocated to Medicaid and HMP. The basis
for allocating to Medicaid and HMP is the accumulated cost of all
expenses as reported to MDHHS.

YEAR END COST SETTLEMENT: At fiscal year-end, a cost settlement process is completed that aligns CMHSP funding with CMHSP reported expenses. If
there is surplus funding, the balance is repaid to MSHN and either contributed to the Internal Service Fund (ISF) or used as savings in the following fiscal year.
If there is deficit funding, the balance is paid by MSHN from surplus or savings amounts.
The cost settlement process also calculates administration by funding source based on actual MSHN administrative expenses. Administration is included in the
total amount of expenses reported by funding source to MDHHS.

Questions
or comments
about 2020
this process or diagram can be directed to Leslie Thomas, Chief Financial Officer
Board
Meeting
Packet January

Page 19

Item 7.3

Board Meeting Packet January 2020

Page 20

Board Meeting Packet January 2020

Page 21

Board Meeting Packet January 2020

Page 22

Item 8

REPORT OF THE MSHN DEPUTY DIRECTOR
TO THE BOARD OF DIRECTORS
November/December

Community Mental Health
Member Authorities
Bay Arenac
Behavioral Health
•

CMH of
Clinton.Eaton.Ingham
Counties
•

CMH for Central Michigan
•

Gratiot Integrated Health
Network
•

Huron Behavioral Health
•

The Right Door for Hope,
Recovery and Wellness (Ionia
County)
•

LifeWays CMH
•

Montcalm Care Center
•

Newaygo County
Mental Health Center
•

Saginaw County CMH
•

Shiawassee Health and
Wellness
•

Tuscola Behavioral
Health Systems

Board Officers
Ed Woods
Chairperson
Irene O’Boyle
Vice-Chairperson
Kurt Peasley
Secretary
Jim Anderson
Immediate Past Officer

OPERATIONAL UPDATES
Parity & MCG Solu�ons Implementa�on
 MSHN and the CMHSP leads continue to meet weekly with the MCG Project
implementation team to incorporate MCG Indicia (interactive version) within each
CMHSP PCE system.
 MSHN is working with the leads from each CMHSP to coordinate end user training
on PCE/MCG integration efforts and workflow (with either retro or concurrent).
The training has been scheduled as follows:
• January 7, 2020: Lansing Community College
o CEI, Central, Gratiot, Huron, Montcalm, Shiawassee, Ionia, Tuscola
• January 8-9, 2020: Saginaw CMH
o Saginaw CMH
• January 28, 29, 30: The Meeting Space (Lansing)
o Bay Arenac, Newaygo, LifeWays
 MSHN and the CMHSP technical leads are working to validate the technical
specifications, add sites to trusted sites, import settings and interface key along
with ensuring API test environments are ready to go for training. CMH admins have
been trained to set up admins and users’ logins.
New Employees:
Technology Project Manager – Steve Grulke, comes to us with over 20 years of experience
from Community Mental Health of Clinton, Eaton, Ingham Coun�es, where he most recently
held the posi�on of So�ware Developer Manager. His start date is January 6, 2020.
Waiver Coordinator - Tera Harris, comes to us with many years of experience, most recently
at Community Mental Health of Clinton, Eaton, Ingham Coun�es currently working as the
Senior Au�sm Psychologist. Her start date is January 6, 2020.
Waiver Assistant – Ronald Meyer, comes to us from his most recent employment at
Northern Michigan Regional En�ty where he was the Access Center Prescreener Administra�ve Assistant. His start date was December 2, 2019.
Transfer:
Treatment Specialist – Shannon Myers will be transferring from her current role as the
Medicaid Event Veriﬁca�on/Internal Auditor to ﬁll the Treatment Specialist posi�on that
will be vacant eﬀec�ve January 17, 2020 due to the re�rement announcement of Jeanne
Diver.
Please join me in congratula�ng Shannon on her new role and Jeanne on her re�rement
and best wishes in her future endeavors!
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Vacant Positions:
MSHN is now seeking qualiﬁed candidates for the Medicaid Event Veriﬁca�on/Internal Auditor posi�on.
Interested candidates can locate the job descrip�on and pos�ng on MSHN’s website under careers.
https://midstatehealthnetwork.org/stakeholders-resources/about-us/Careers

MDHHS Site Reviews
• The HSAG Compliance Monitoring review concluded on September 16, 2019 – New standards
related to Confidentiality of Health Information and new elements under existing standards were
added along with verification of source documentation (record reviews). MSHN received the draft
report on December 20th from HSAG for review and feedback by January 10th. The initial report
indicates MSHN received a score of 87% for overall compliance across (82) eighty-two applicable
elements under (9) nine standards with (5) five of the standards at 100% compliance. Once the
report is considered final, MSHN will be required to submit a corrective action plan by February
21, 2020. The final report will be shared with the Board of Directors and published on the MSHN
website.
MDHHS New Data Valida�on Repor�ng to support Performance Bonus Incen�ve Payment
• MSHN submitted the Shared Metrics Data Validation for our region on September 30, 2019 and
based on the preliminary feedback received from MDHHS, MSHN expects to receive the total
points allowed to support our performance bonus incentive payment. Last year, we received
notification in January so MSHN is expecting the report around the same timeline.
• FY20 Performance Bonus Incentive Pool will include continuation of the FY19 joint metrics with the
addition of the following:
o Identification of enrollees who may be eligible for services through the Veteran’s
Administration
o Increased data sharing with other providers (ADT messages for purposed of care coordination
through health information exchange)
o Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET)
• MSHN still plans to schedule meetings with each hospital ER, CMH project leads, and local SUD
providers however the timeline for scheduling these meetings has changed. We are now
planning to conduct these meetings over the first half of the year in 2020. The reason for this
change is because MDHHS previously indicated that the intention was to set benchmark
performance targets for this measure for FY21. MDHHS stated in November, that there will not
be a performance target set for this measure for FY21. Instead, the focus during FY20 and FY21
should be on continuing to build programming and implement strategies that improve care for
the target population and address health disparities such as lower rates of follow-up care for
African American individuals compared to White/Caucasian individuals.
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Admission and Beneﬁt Standardiza�on Workgroup
• The guidelines and policy/procedure were presented for Operations Council approval in
November. At that time the decision was to hold on approval until an analysis of the outliers was
complete. During the November ABSW, TBD presented the outliers in four categories:
1. Individual Outliers (secure files sent to each CMHSP)
2. Organization Outliers
3. Service Provision not related to need
4. Fidelity to EBP
• The full analysis can be located here for download and has been attached as a reference. The
ABSW will be reviewing the details throughout December and has scheduled a January meeting to
finalize the guidelines and policy/procedure in preparation for Operations Council approval in
February.

Michigan Practice Transformation Academy (MPTA)
MSHN along with Ten16 Recovery Network as a participant in the MPTA organized by National Council for
Behavioral Health, continues our development of value based contracting efforts with the latest submission of
our draft log frame work. The National Council coach has reviewed the log frame and provided feedback.
Over the next few months, MSHN and Ten16 will work together to refine the project with plans to have a final
version ready for distribution in May. Webinars and coaching calls to define our joint value-based project
include incentives to increase integrated care and whole health management efforts to support quality care
and positive outcomes for individuals served.
Submitted by:

Amanda L. Horgan
Finalized: 1/6/20
ATTACHMENTS:
Analysis of Regional Outliers, TBD Solutions
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12/5/2019

Towards Equity in Service Use

Executive Summary

(Item 8 Continued)

© 2019 (https://www.tbdsolutions.com/)

Context
Focus and De nition
Findings and Recommendations
Potential Next Steps
Appendix

Towards Equity in Service Use
Analysis of Regional Outliers
This document is currently in draft format and not intended for distribution.

Executive Summary
In this analysis, we identify recommendations regarding areas where service use is disproportionate to
individuals’ level of need. The analysis is based on a common assumption of level-of-care models, that as
individual needs increase, services1 should generally increase. Based on this assumption, we identify ways
in which actual utilization varies from this expectation and provide options regarding how to address these
areas:
1. Individual outliers: For service groups where units are generally provided in proportion to a person’s
level of need, are there individuals who received signi cantly more or less service?
2. Organizational outliers: For service groups where units are generally provided in proportion to a
person’s level of need, which organizations consistently provided more or less than the regional
average?
3. Service provision not related to need: Which service groups are not included in the above outlier
analysis, because the provision of services does not have strong relationship with individual needs?
4. Fidelity to EBPs: Are services which have de ned minimum requirements for evidence-based
practice (EBP) models consistently provided with delity to those models?
In order to promote focus and e cient use of UM and administrative resources, this analysis reports on
areas which meet the following criteria:
Frequently used: Focus on addressing services which are most commonly used.
Statistical signi cance: Identi cation of outliers uses only statistical models which meet thresholds for
model performance, and only ags signi cant ndings related to individual or organizational variance.
Actionable ndings: Some services (e.g. pre-admission screening) are unlikely to be addressed using
UM methods: these are not included.
Based on this analysis, recommendations are provided in the following areas:
1. Use individual outliers to guide retrospective case reviews by UM sta , resulting in reporting of each
case to the region as to whether review determined that service utilization was medically necessary.
2. Review all organizational outliers and identify regional standards for consistent use of services in areas
where underuse, overuse, or lack of use are identi ed for at least one CMHSP.
3. Conduct clinical review of service groups where no signi cant relationship exists between service use and
level of need, to determine whether service use should change as level of need changes. Identify next
steps to improve responsiveness of services to needs, in areas where this is determined to be
appropriate.
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Towards Equity in Service Use

4. Develop standards and operational reporting related to EBP delity.

Context

© 2019 (https://www.tbdsolutions.com/)

Delegation of UM Functions
As a regional entity, Mid-State Health Network (MSHN) delegates its utilization management (UM) functions,
yet has a responsibility for oversight of those functions and for the implementation of a consistent bene t
package to its bene ciaries. Maintaining a bene t which is consistent, while also sensitive to the various
needs of its bene ciaries, requires regional de nitions and continual analysis of service utilization patterns.

Initial Adoption of a Core Service Menu
The recently published core service menu adopted by the region’s ABSW work group provides a consistent
set of reference values for each CPT code, at levels of need derived from standard assessment instruments
for both the SMI and SED populations.2 These thresholds were developed to provide a simple, easy-tointerpret reference to identify potential over-utilization at the speci c CPT code level. However, precisely
because of its simplicity, the service grid approach has various limitations and is not intended to serve as a
standalone approach to identify either individual level service use anomalies or broader trends in service
use. It is also not intended as a proxy for determining medical necessity.3

Identifying priorities
To move toward greater equity in service provision, MSHN has requested the development of methods to
more precisely identify patterns of organizational service use which may be of concern, and to ag
instances of individual service use which may constitute over- or under-utilization, using methods which
allow for greater precision than the reference service grid.

Focus and De nition
What is included?
In order to purposefully invest resources in e orts which add value to the collective bene ciary experience
of services, this analysis uses grouping and ltering to focus the attention of decision makers by:
Grouping similar services: Using an approach to combine similar services into groups. For more details,
see the appendix regarding service groups.
Looking at commonly-used service groups: Selecting service groups which are most frequently used. For
more details see the methods described in the appendix.
Reporting signi cant ndings: Including outliers by using only statistical models which meet thresholds
for model performance, and only agging signi cant ndings related to individual or organizational
variance.
Including what can be changed: Removing services which are unlikely to be reduced by retroactive UM
review; for instance, pre-admission screening, which is unlikely to be refused to individuals in crisis.
These methods for focus have the e ect that not all services are included within all sections of this report,
in order to focus with greater resolution on actionable priorities.

De ning ‘Outliers’
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The term “outliers” can have various meanings in common speech, and not all of these align with statistical
uses of the term. Sometimes the term is merely used to refer to things that fall outside of one’s
(https://www.tbdsolutions.com/)
expectations, or one’s notion of how things “should” be. This analysis will©
be2019
using
the term “outlier” to
indicate patterns where service use is disproportionate related to level of need. The following terms, used
within this analysis, refer to di erent ways in which services may be out of proportion to need:
Individual outliers: This refers to individual bene ciaries who received a disproportionate (either
higher or lower) amount of service from a particular group in comparison to others with the same
level of need. An organization with a greater proportion of individual outliers is less consistent in the
amount of a given service that it provides for bene ciaries, adjusting for their level of need.
Organizational outliers: An organization may not have many individual outliers, and be very consistent
in their practice of using a particular service group, yet their practice may vary considerably from
other organizations in the region.
Service provision not consistent with need: Some service groups have been provided in a way which
does not match our assumption that as individual needs increase, the amount of services should also
increase. These are “outliers” only in the sense that they do not conform to our general expectation
about the relationship between needs and services.
For a detailed description of the outlier identi cation methods along with illustrative examples, please see
the appendices for both individual and organizational methods.

Findings and Recommendations
Individual Outliers
The following charts summarize outlier ndings for individual bene ciaries for any service group, broken
down by the level of need assessed prior to service provision. Individual bene caries are duplicated for
each assessment period and each service group from which they receive services. This is displayed for both
the SMI and SED population, in separate tabs:
Adult-SMI

Youth-SED
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Findings
For adults, individual bene ciary outliers tend to cluster on either end of the ‘Level of Need’ spectrum,
heavily weighted on mild-to-moderate cases.
Overall for children,the proportion of outliers are far fewer and tend to converge in a linear fashion in
both directions. As level of need rises, the proportion of outliers classi ed as potential overuse rises
correspondingly. The opposite is true for potential underuse, as level-of-need rises the amount of
those bene ciaries who show signs of potential underuse declines slightly.

Recommendations
Use individual outliers to guide retrospective case reviews by UM sta for both SMI and SED
populations, resulting in structured reporting of each case to the region, marking whether service
utilization was medically necessary.
Review variation at lower levels of care (0-2) for SMI population in order to determine whether
consistent criteria exist and are being applied to the provision of services for the “mild-to-moderate”
portion of that population.

Organizational Outliers
While the individual outlier identi cation shows instances where there is inconsistency in the provision of a
service, it is also possible that a CMH might consistantly provide a service in relation to individual needs, but
do so in a di erent way than other CMHSPs in the region.
As mentioned above, an organizational outlier is de ned by the degree to which it di ers from the average
of other CMHSPs for services in a given group, holding level-of-need and length of assessment period
Modeling
Board constant.
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from the group mean are statistically meaningful or if they are acceptable variation. We subsequently label
an organization as an outlier (either under- or over-) if it meets the following criteria:
© 2019 (https://www.tbdsolutions.com/)
The organization served at least 30 bene ciaries4 using one or more services within that service group
The statistical signi cance (p-value) of the parameter estimate is strong enough to rule out random
chance.
The individual CMH di ers more than 25% from the mean of the regions’ other CMHSPs for usage of
the same service group, holding level-of-need and length of assessment period constant.
The statistical model displays enough strength5
The resulting categories provide a consistent and logical approach to identify broader di erences in use of
services across CMHSPs in the region. Service use was compared across CMHSPs to determine which
services are used disproportionately at one organization compared to other organizations relative to level
of need, or not o ered at all.
The heatmaps below summarizes the ndings of organizational outliers across di erent CMHSPs.
Heatmaps are available for both the Adult (SMI) or the Youth (SED) population, which are aggregated to
help identify the breadth and type of these discrepancies.
Adult-SMI

Youth with SED

Findings
For Adults
Inpatient psychiatric hospital, Individual Therapy and Psychiatric O ce Visit appear to have similar
service usage across all CMHSPs, indicating a consistent o ering across the region for these service
groups.
Board Meeting Packet January 2020
file:///C:/Users/Amanda Horgan/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/BVFZ9IQS/outlier_analysis_draft (002).html

Page 30
5/18

12/5/2019

Towards Equity in Service Use

Some CMHSPs are consistently outliers on the overuse side of the continuum (e.g. Lifeways), while
others are more consistently agged as outliers on the underuse side of the continuum (e.g. CEI).
© 2019
Smaller CMHSPs such as Tuscola may not have su cient bene ciaries
to o (https://www.tbdsolutions.com/)
er what are common
services at other CMHSPs, potentially showing gaps in service availability.
Looking at service use across the region, there appears to be considerable variation across all
CMHSPs for Community Living Supports 15 min, indicating a region-wide lack of consistent service
o ng, independent of CMH. The graphic shows similar patterns for Nursing Services, Supported
Employment, and Peer Support. These services are being used in a disproportionate manner across the
region, indicated inconsistencies in the bene t being provided.
Newaygo CMH is not included in the graph because they have not submitted LOCUS assessment data
which would allow for the determination of level of need.

For Children
Inpatient psychiatric hospital, Crisis intervention, Individual Therapy and Psychiatric O ce Visit appear to
have similar service usage across all CMHSPs, indicating a consistent o ering across the region for
these service groups.
There appears to be more consistency in service o ering over the region for the youth population
than for the adult population.
Telehealth is not being o ered as consistently for the youth population as for the adult population
across CMHSPs.
Montcalm shows many services being underutilized compared to its peers, while Huron displays the
exact opposite, often displaying higher service utilization for many of its services compared to peers.

Recommendations
Review all organizational outliers and identify regional standards for consistent use of services in
areas where underuse, overuse, or lack of use are identi ed for at least one CMHSP.
Prioritize which services are the most crucial to serve as an initial core bene t, and conduct an
analysis to ensure that CMHSPs with di erent sizes have the resources to provide these consistently.
Develop a concrete plan to ensure that equity of service use can be monitored across the region,
beginning with timeframes for the submission of LOCUS data by all CMHSPs (including Newaygo).

Service Provision Not Consistent with Need
A few services were removed because of overall model performance. When the model fails to capture any
linear relationship between the average amount of resources used and the level of need, outliers and
actionable inferences become slightly suspect. Services excluded for this reason came only from LOCUS
data. Services excluded for this reason are displayed below:
Services

AdjRSquared

Observations

Alcohol/drug therapy

0.045

571

Behavioral Therapy

0.021

582

Group Therapy

0.029

1682

Long-term Residential (SUD)

0.040

1017

Recommendations
Conduct clinical review of service groups where no signi cant relationship exists between service use
and level of need, to determine whether service use should change as level of need changes.
Identify next steps to improve responsiveness of services to needs, in areas where this is determined
to be appropriate.
Board Meeting Packet January 2020
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Detecting Fidelity to EBP
© 2019 (https://www.tbdsolutions.com/)
Some services must be provided for a minimum amount of time per week/month
in order to meet delity
requirements (per the Michigan Medicaid Manual). This includes select evidence based practices (EBPs) that
must be provided at a certain frequency/intensity to maintain delity to the clinical model. While these are
not outliers in a strict sense, the services may not be e ective when provided below a particular threshold
and it is therefore important to understand whether service provision consistently meets that threshold.
This analysis compares EBP delity on a monthly basis (de ned for each HCPCS/modi er combination) to a
monthly unit rate for each bene ciary based on historical encounters.6 The graph below is summarized to
re ect the proportion of records receiving EBP treatments that met minimum delity standards compared
with those which did not receive the minimum recommended services.
Meets Min
No
Yes

Count of Records

9k

6k

3k

0k
CAFAS

LOCUS

For both groups who have received LOCUS and CAFAS EBP treatments, a fair proportion of CMHs do not
consistently provide EBP services which meet minimum delity standards. Note that some bene ciaries
and their services may be included in both LOCUS/CAFAS groupings, since transition-age youth may receive
both assessments for a period of time while transitioning between systems.

CAFAS

LOCUS

Breaking this out by HCPCS code, for CAFAS data, 90847 Family Psychotherapy w/patient present, shows
the largest number of instances where minimum requirements were not met.
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Percentage of EBP Minimum
We can now focus on those observations that did not meet minimum requirements in order to see, on
average, how close they came to meeting the minimum in percentage terms.
This new metric of calculating a “Pct of EBP Min” answers the question: “Of those bene ciaries who did not
receive EBP services at the minimum level, what proportion of the minimum did they receive, on average?”
To borrow from the aforementioned example of 90847 for CAFAS, by hovering over the bar we can see for
those bene ciaries who did not meet minimum standards only received about 41% of the recommended
amount, on average.

Min EBP Pct. by Trt. Code
H003995

90846

H0036HS

90846ST

90846ST

90846HA

90846

H0036HS

H2033

90847HA

H0039AM

90847

90847

H2033

H0039HE

H0036HA

H0036TT

H0036TT

90847ST

90849HA

H0036ST

90847ST

H0036

H0036ST

90849HA
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H2019

H2019TT

H2019TT

0%

20%

40%

60%

0%

Locus EBP Pct.
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20%

40%

60%

CAFAS EBP Pct.

Findings
The majority of EBP treatments (83%) are provided to the youth population, who have received a
CAFAS. However, only 45% of those youth are receiving services which meet minimum delity
threholds. For LOCUS data, there are fewer individuals and of those bene ciaries, 62% are meeting
minimum standards.
Family psychotherapy services (90847) and Comm psy face-face (H0036HS) for CAFAS/PECFAS data
are areas where attention can be focused to address the services most in need.

Recommendations
Conduct root cause analysis to identify various contributors to lack of delity (e.g. provider network,
engagement issue, failure to monitor delity)
Review de nitions of minimum EBP delity thresholds for approval and regional usage.
Consider adopting a metric such as “Pct of EBP Min” to inform organizations where to best spend time
or allocate resources and track improvement. Such a metric provides a more nuanced and
informative indicator of delity compared to a simple binary yes/no response.
Consider the development of guidelines to inform how long bene ciaries can continue to receive EBP
if they are not using it at an e ective level.

Potential Next Steps
Identify common service bundles
As we are already introducing the concept of service groups into this analysis, we refrained from
introducing service bundling at his time in order to avoid unnecessary confusion. With that said, various
combinations of service groups might to be used in order to address a particular constellation of individual
bene ciary needs, which has to identify which services are used most frequently in conjunction with one
another, both at the overall population level, and by level of need. For an initial approach, we could use
association rule mining to bundle commonly co-occurring services which occur related to a given level of
need.
The service bundle analysis would be done at the level of need and organization groupings, in order to
identify di erent service bundles which may be relevant to speci c levels of intensity.

De ning concurrent services
This would include identifying the period of time which constitutes ‘concurrent’ services for an individual. As
an initial approach, we will treat all services which occur within an assessment-based episode as though
they are concurrent (that is, part of the same bundle of services). This will like likely serve as a workable
assumption for shorter assessments-based episodes, such as those from the CAFAS/PECFAS, and for services
which are non-acute in nature and duration, though the following caveats are worth keeping in mind:
Acute services excluded. For acute services, which occur in sequence and often take up only a portion
of an assessment-based episode, using this approach may bundle together services which cannot
strictly be concurrent (for instance, inpatient per-diem codes and partial hospitalization codes, which
are not billed on the same day). For this reason, we plan to exclude the service groups which are
acute in nature, and which do not fall into the community-based service groups.
Board Meeting Packet January 2020
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Multiple treatment approaches within episode. During the course of a longer assessment-based
episode, such as those connected to the LOCUS assessment, it is possible that various treatment
© 2019 assessments.
(https://www.tbdsolutions.com/)
strategies were attempted within the required annual timeframe between
This is
especially true if the assessment data was not updated as an individual’s needs changed. For these
longer periods of time, it is also possible that service bundles will associate services which occurred
during the same assessment-based episode, but which were a part of distinctly di erent treatment
strategies which took place during the longer time period between assessments. So, to the extent that
di erent treatment strategies are re ected by a service code, and that these treatment strategies
might viably represent di erent methods of approaching the same set of needs, as represented in the
assessment, then these various strategies would be combined in those service bundles which the
algorithm discovers.
Presence of service vs. amount. Because the service bundle algorithm identi es the presence of a
service, and not the amount of that service, a service may be included in a bundle even if a very small
amount of that service was typically used. We can lter out services which have been used in a small
amount at a per-person level, in order to avoid identifying services which occur frequently but in small
amounts. However, for this initial exploration we will include all services received rather than set an
arbitrary threshold for inclusion of a service. In order to evaluate the impact of number of units, we
will consider methods of incluidng summary statistics for each service in a service group relationship
(such as minimum, maximum, median, and mean).

De ning signi cant level of co-occurrence between these services
The strength of the association between di erent services will be de ned using the following metrics:
How common is it?: Often referred to as the ‘support’ for an associated bundle, this is the percentage
of all times that this bundle of services occurred somewhere in a person’s service history.
Strength: This is the strength of the association between the bundle of services. Speci cally, it tells us
what percent of the time that one service group is provided if the other service group(s) are provided.
Lift: Seeing one service group(s) how many times more likely is it that we’ll see the other service
groups occur? This measure tells us the probability that we actually see the services together
compared to the probability that we would see them together if they were unrelated.

Comparison of CMHSPs’ use of service bundles
For service bundles, we could extract the combinations of the services with the greatest lift at each CMHSP
organization, indicating bundles which are commonly provided together within that CMHSP.
We will also compare service bundles which are highly related in some organizations and only weakly
related in others, indicating a variance in practice and opportunity for identifying either promising
combinations of services or potential redundancies.

Further re nement of individual anomaly detection
The agging of individual outliers referenced above uses linear models, which assume that service amount
is (or should be) related to level of need in a relatively straightforward way, such that as one increases, the
other should also increase. This is not necessarily an accurate re ection of the way that needs work in the
real world. For instance, an individual may have a high level of need, but only require a small amount of
services due to the natural supports which they are able to access. In such cases, the introduction of a new
variable, in this case natural supports, complicates the simple linear relationship and allows us to consider
more accurately whether a person is considered to be an anomaly. Because multiple variables and issues
may impact the relationship between needs and services received, a more accurate method of detecting
individual anomaly cases would need to take these variables into account.
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Using statistical anomaly detection methods would allow for a smaller and more precise list of potential
anomalies to inform and prioritize the labor-intensive work of case review. Depending on the accuracy of
(https://www.tbdsolutions.com/)
this approach, it may be possible to replace the linear method described ©
in 2019
the earlier
section of this report
and develop the analysis using this more complex detection method.

Appendix
Data and Methods
Datasets
This analysis uses the following datasets:
Encounter Reporting
MSHN LOCUS/PECFAS/CAFAS Records
Customized Service Groupings
Evidence Based Practice Service Minimum Reference ( ebp_service_mins_ref )
Data comes from joining LOCUS/CAFAS to Encounter data to provide assessment dates, HCPS codes, units,
disposition scores and other relevant elds. Services groups are later added to aggregate HCPCS codes to
service groupings.
Each observation represents an individual LOCUS record ID, summarized by service group (mentioned
above). For LOCUS data any assessment conducted in 2018 or greater are included.For CAFAS data,
assessments conducted in 2014 or greater are included. For LOCUS data, Newaygo records do not appear
in the analysis because data has not been complied for that CMH. Subsequently, for LOCUS data there will
only be 11 CMHSPs compared.

Length of Assessment
Length of assessment is determined on the individual bene ciary, service group level by calculating the
number of days between each assessment period. Often the next assessment period is left blank, in which
case a value is imputed. We impute the shortest of two date lengths; either todays date minus 90 days or
the start of the assessment date plus 365.

Need identi cation using standardized instruments
For the population of adults with severe mental illnesses, the recommended level of care is identi ed using
the Level of Care Utilization System (LOCUS), published by Deer eld.8. The LOCUS manual
(https://drive.google.com/open?id=0B89glzXJnn4cV1dESWI2eFEzc3M) provides helpful descriptions of the
tool’s content and of the decision tree used to convert scores from multiple domains into a single level of
care score and training and best practices are well-documented and available.9
On the LOCUS tool, the recommended level of care corresponds to the numeric Level of Care (1, 2, 3, etc.)
identi ed by the LOCUS instrument and subsequently endorsed or revised by the assessor. This is captured
in the assessment as either the recommended LOC suggested by the LOCUS algorithm, or if the
recommended level is overridden, as the revised LOC.
For the population of children with severe emotional disturbances, the recommended level of care is
identi ed using the Child and Adolescent Functional Assessment Scale (CAFAS) or the Preschool-Early
Childhood Functional Assessment Scale (PECFAS). Unlike the LOCUS, the CAFAS® does not generate
predetermined levels based on the scoring of the assessment. In order to create a Level of Care system
using CAFAS®/PECFAS® scores, speci c cut points needed to be developed to determine which score
ranges fall within each LOC. Various methods for the creation of levels were considered, as detailed in the
reference material section at the end of the document. The ranges shown below were selected based on a
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combination of factors including alignment with contract requirements, the number of episodes included
within each level, and general alignment with clinical interpretation of scores. These cut points are based on
© 2019 (https://www.tbdsolutions.com/)
the CAFAS®/PECFAS® total score:
Level Zero: 0 - 40
Level One: 50 - 70
Level Two: 80 - 110
Level Three: 120 - 150
Level Four: 160 - 240

Grouping Services into Assessment-based Episodes
This method attempts to associate services with a speci c period of person-centered planning (PCP) for
each individual, and assumes that the PCP period is aligned with the completion of an assessment, either
for annual planning or for adjustment of a plan due to changing circumstances.10
Service encounters are associated with the assessment which most recently preceded the date of service,
and it is assumed that these services are provided to address the needs identi ed in that assessment. If an
individual has more than one assessment, then each service will be associated with a single assessment
which most recently precedes it. Services that occur on the same day as an assessment are associated with
that assessment.

Removing Uncommon Services
Multivariate approaches require a large enough sample size in order to make meaningful conclusions. To
help ensure we comply with this statistical rule-of-thumb we apply the pareto principle (80/20 rule) to
service groups, including only those service groups whose cumulative total comprise 90% of all total
observations in the dataset. Therefore, our analysis focuses on the top 21 used service groups in the LOCUS
dataset and the top 16 services in the CAFAS/PECFAS dataset
The following service groups are excluded based on this criteria:
Show 10

entries

Search:
Services.Excluded

1

Transportation escort

2

Transportation mileage and fees

3

Ambulance transport

4

Residential Detox without Medical Monitoring

5

Residential Detox with Medical Monitoring

6

Ambulatory / Social Detox

7

Speech evaluation

8

Psychological Testing

9

Psychiatric evaluation

10

Pre-admission screening

Showing 1 to 10 of 77 entries

Previous

1

2

3

4

5

…

8

Next

Removing Services Without Clear Options for Management
Board Meeting Packet January 2020
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Some services are not amenable to being addressed with utlization management approaches. This is
especially true of services which are required to be provided, such as pre-admission screenings or
© 2019 (https://www.tbdsolutions.com/)
clubhouse services.
Services such as these, which are not related to any meaningful recommendations for UM, were excluded
from this analysis.

Linear Regression and Outlier Detection
Multivariate linear regression provides a quantitative framework by which one can test the degree to which
one’s conceptual understanding of the world corresponds to reality in a probabilistic manner, by measuring
the in uence of e ects on events. Regression has been implemented in this analysis to capture
relationships in interpretable ways and to ag potential outliers. The regression equation used in this
analysis can be formally stated as follows:
^
ln(units ) = α + β 1 cmh + β 2 ln(days) + β 3 need + ϵ

Method for Individual Outliers
For patterns of disproportionate service use, both low and high, the most accurate way to identify outliers
is at the individual bene ciary level. Outliers are identi ed for each combination of level of need, service
group, and individual bene ciary assessment period. Outliers are identi ed for both potential under-use
and potential over-use, using an approach which creates a linear model for each combination and uses
outlier detection via DFFITS (https://en.wikipedia.org/wiki/DFFITS), a variation of Cook’s distance
(https://en.wikipedia.org/wiki/Cook%27s_distance) implemented to ag individual cases of service use.

What is a residual and how can it be used to nd an outlier?
In the context of regression, a residual is the vertical distance between the predicted values of the model
and the actual values in the dataset for each observation. One of the main goals of a regression equation is
to minimize the distance between these points and thereby reduce the ‘error’ of the model.
Residuals contain a great deal of information that can be used to spot abnormality in the data. We can
detect if our variable of interest displays any non-linear patterns, if there is unequal variance in our
predictors (https://www.statisticssolutions.com/homoscedasticity/) or even detect time-dependent autocorrelations (https://en.wikipedia.org/wiki/Autocorrelation). Most importantly for our purposes, residuals
can reveal if any single observation has a disproportionate in uence on the model generating process itself.

Cook’s Distance and DFFITS
Two measures common in detecting in uential observations are Cook’s distance
(https://en.wikipedia.org/wiki/Cook%27s_distance) and DFFITS (https://en.wikipedia.org/wiki/DFFITS). Both
take the approach of removing each observation from the dataset, re tting the model, and measuring to
what extent the predicted values were altered. Large changes to the overall model’s predictive capability
from the removal of one data point indicate an observation dissimilar to the rest.
Cook’s distance focuses on labeling if an observation is in uential or not, while DFFITS considers the
direction of the in uence (positive or negative), which is the key di erence between the two. While the two
approaches ag the same observations, DFFITS will share the direction, thereby enabling us to di erentiate
between potential overuse and underuse. For this reason we’ve chosen DFFITS as the direction of abnormal
service usage will be an integral part of the analysis.

Application of DFFITS with Examples
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Models are created for each service group included in the analysis both for LOCUS and CAFAS datasets
(over 40 separate regression models) to tailor ndings speci c to that service; controlling for level-of-need,
© 2019 (https://www.tbdsolutions.com/)
days of assessment and CMH.
There is no exact ‘cut o ’ value that applies universally to determine what is considered an outlier: however,
we employ an approach widely accepted in the eld to determine cut-o thresholds that change for each
model.
The thresholds are implemented using the following equation, where P is the number of predictors and N is
the number of observations:
−
−−
−
−
p + 1
2√
n

Examples
DFFITS

Example Classi cation ‘CLS Per-Diem’

Method for organizational outliers
Organizational outliers are not determined in the same way. When comparing individual outliers across
di erent CMHSPs or levels-of-need, misleading conclusions could be drawn about the tendencies of those
CMHSPs in providing services to the population, in general. For that reason, comparing entire groups
against their peers would provide a clearer context for understanding consistent service o erings among
the population at large.
Therefore, we structure the coding scheme of the categorical CMH variables in the linear model to compare
service usage against the mean of all other categories, controlling for length of assessment period and
level-of-need. In this way, we can better approximate an apples-to-apples comparison of service usage
across CMH for a given service group. The below boxplot roughly illustrates this strategy by comparing all
CMHSPs for a given service group to the grand mean.
For example, focusing on one service (Case Management), the CMH on the far right highlighted in red
shows as an outlier. While it has had a decent portion of bene ciaries receive somewhat ‘typical’ service, the
key di erence is that in general, you would expect to receive a great deal less service, on average, compared
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to the other CMHSPs for the same service/level-of-need. The Median (in this case) fell below the blue
dashed line, which is the threshold for acceptable variation (the large black line being the grand mean). For
© 2019
that reason this particular CMH has been agged as an Organizational outlier
for(https://www.tbdsolutions.com/)
Case Management.

Method for determining delity to EBPs
Monthly rates of service provision for select EBPs are calculated by adjusting the total units received to a
daily rate and multiplying the daily rate by 30.41. Daily rates are determined by dividing total service usage
by the number of days between the minimum service start date and maximum service end date for that
HCPCS code/individual/record. This allows us to determine the percent of units received for the time the
individuals were enrolled for bene ts. For example, an individual with 26 units of usage for a given HCPCS
code, who began receiving service on Jan 16th 2019 and the last recorded end date was on May 15th 2019
(119 days) , would have an adjusted monthly rate of 6.64.
26
(

) ∗ 30.416 = 6.64
119

The result is compared to the monthly minimum for this service. If the monthly minimum were 8, this
particular individual for this HCPCS code would be agged as not meeting minimum requirements and have
an Min EBP Pct. of 83%. Min EBP Pct. is the proportion of service that individual did receive.

About Service Groups
For the purpose of this analysis, we introduce a service grouping taxonomy for available Medicaid specialty
services in Michigan. This taxononomy groups services together by balancing two primary considerations:
(a) the focus or objective of the service(s), and (b) relative consistency of unit type.
Service groups are sets of HCPCS codes (not including modi ers) which are grouped together using these
considerations. The diagram below allows readers to explore the overarching service types, as well as the
service groups within them, and the HCPCS codes which make up each service group:
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Behavioral Treatment
Coordination and Planning

© 2019 (https://www.tbdsolutions.com/)

Crisis Services
Employment Services
Equipment/Supplies
Family Education and Support
Health Services
Home & Community Based Services
Hospital Based Services
.
Intensive Community-Based Treatment
Outpatient Treatment
Peer Services
Psychiatric and Medication Services
Respite
Screening & Assessment
Sub-acute Withdrawal Management
Telemedicine
Transportation

Objective of Service
The implementation of service groups has the purpose of reducing unnecessary “noise” in analysis ndings.
For instance, if services were analyzed at the level of the distinct HCPCS code, an outlier analysis might nd
that a particular organization was “over-using” one code, while underusing a code for a similar service
which shares the same basic clinical intent. In such a case, the di erence may be due to variant billing
processes or even EMR con guration, but is less likely to result in a di erence in the bene ciary’s access to
a relevant service. Services can now be grouped based on their primary focus, in order to allow service
menus to include multiple options that would be relevant for the speci c needs indicated by assessment
data.

Unit Type
In order to minimize issues related to combining unlike unit types, the taxonomy tries to keep HCPCS codes
with di erent unit types in separate Service Groups to allow for aggregation of encounters at this level of
abstraction.11 At the more general Service Type level, however, various unit types cannot be aggregated
meaningfully as a number of units or a number of encounters.12

About this Document
Report Layout: Users of this document can interact with any of the data visualizations provided in this
supplement. Below is a list of the primary ways that each of the data displays can be used:
Table of Contents: The table of contents at the left side of the document can be used to navigate
throughout the document. When the user selects a section of the table of contents, the subsections will
expand to allow for detailed selection of the portion of document that a user wishes to investigate.
Tables: Tables of data can be sorted based on the values in any of their columns. When a table contains
many values, it can be expanded or truncated to show a certain number of rows at a time. In some cases,
tables can be ltered based on the values in their columns.
Board Meeting Packet January 2020
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Charts: Charts can be interacted with in any of the following ways:
Filtering out speci c categories by selecting/deselecting those items in the chart legend
© 2019 (https://www.tbdsolutions.com/)
Hovering over a chart element to see a description of the data represented
Highlighting a certain portion of a chart to zoom in
Saving a screenshot of a given chart

Reviewer Credits
This analysis has bene ted from the collaboration, dedication and review of various members of the project
team. Special thanks to:
Client Project Contributors:
Project Manager: Todd Lewicki, Chief Clinical O cer(CCO)
Project Sponsor: Amanda Horgan, Chief Operations O cer (COO)
Other subject-matter experts: Skye Pletcher
TBD Solutions:
Project Lead: Joshua Hagedorn
Data Scientist: Joseph Torres
UM Process and Policy Consultant: Sarah Bowman

End Notes
1. Note that for the purpose of this analysis, we are using service groups as de ned in the appendix.↩
2. The LOCUS and the CAFAS/PECFAS, respectively.↩
3. The region has not implemented these core service menu thresholds as a prospective measure (that
is, by embedding them in the EMRs of its respective CMHSPs in order to queue review of
authorization and service requests above particular unit thresholds). Their UM strategy has been to
develop the menu as a reference tool: a shared set of quantitative de nitions related to each CPT
code. The initial version of the core service menus for the SMI and SED populations also
recommended a series of next steps as part of implementation, speci cally: Focus on Common
Services, Decide which LOCUS score to use for implementation, Expand use of service groupings, Adopt
Methodology for Population Attribution (for prospective implementation), Increment thresholds
upward across levels of care; rounding recommended thresholds, Develop a process for ongoing
management of codes. The italicized recommendations above are implemented in the methods
described below, while the others are pended for future consideration.↩
4. More precisely, distinct assessment periods per bene ciary.↩
5. Model performance is determined using the R-squared value of each linear regression model.↩
6. For details regarding this calculation, please see the appendix regarding methods for identifying EBP
delity↩
7. such as those used by credit card companies to identify potential for credit card theft, e,g. isolation
forest (https://en.wikipedia.org/wiki/Isolation_forest)↩
8. Sowers, W., George, C., & Thompson, K. (1999). Level of care utilization system for psychiatric and
addiction services (LOCUS): a preliminary assessment of reliability and validity. Community mental
health journal, 35(6), 545.↩
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9. See: Sowers, W., et al. (2003). Best practices: level-of-care decision making in behavioral health
services: the LOCUS and the CALOCUS. Psychiatric Services, 54(11), 1461-1463.
© 2019 (https://www.tbdsolutions.com/)
(https://pdfs.semanticscholar.org/734b/8c9acb 56db1df7cdb6e07380725a01010a.pdf)↩
10. Note that if sta are not updating the need identi cation tools regularly, it may appear that a
consumer is over- or under-utilizing services, when in fact the tool should have been updated to
accurately re ect a changed LOC need.↩
11. Service Groups Family and Outpatient Therapy, Occupational Therapy and Physical Therapy and
Speech & Language Therapy include HCPC codes with a speci ed duration as well as encounter
codes.↩
12. This would be especially important to consider prior to implementing the thresholds as a prospective
review measure. A note regarding eventual integration of common units into business practices: In
order to avoid managing the use of these service units in an arti cial manner according to di erent
time intervals, they would ideally need to be combined into a common unit. For management of
services in these groupings to occur at a local level in a manner consistent with the regional level, they
would have to be integrated into local reporting in at least two parts of the process: (a) Authorizations:
Services could be authorized in units of hours for these groups of services, with di erent
combinations of unit types allowed provided that they fall within these groups. This functionality is
similar to what currently exists in some EMRs for authorizing service bundles, but the logic would
need to be compared to ensure consistency; (b) Reporting: These service groupings would need to be
implemented consistently in local reporting to allow for retrospective monitoring of service
utilization.↩
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Item 9

Background:
In accordance with the MSHN Board of Directors to review financials, at a minimum quarterly, the
Preliminary Statement of Net Position and Statement of Activities for the Period Ending November 30,
2019 have been provided and presented for review and discussion.

Recommended Motion:
The MSHN Board of Directors receives and files the Preliminary Statement of Net Position and Statement
of Activities for the Period Ending November 30, 2019 as presented.
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Item 9.1

Mid-State Health Network
Statement of Activities
As of November 30, 2019
Budget
Annual
Revenue:
Grant and Other Funding
Medicaid Use of Carry Forward
Medicaid Capitation
Local Contribution
Interest Income
Change in Market Value
Non Capitated Revenue
Total Revenue
Expenses:
PIHP Administration Expense:
Compensation and Benefits
Consulting Services
Contracted Services
Other Contractual Agreements
Board Member Per Diems
Meeting and Conference Expense
Liability Insurance
Facility Costs
Supplies
Depreciation
Other Expenses
Subtotal PIHP Administration Expenses
CMHSP and Tax Expense:
CMHSP Participant Agreements
SUD Provider Agreements
Benefits Stabilization
Tax - Local Section 928
Taxes- IPA/HRA
Subtotal CMHSP and Tax Expenses
Total Expenses
Excess of Revenues over Expenditures
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Actual
Year-to-Date

FY 20 Original Bdgt

Budget
Year-to-Date

Budget Difference

Budget Variance

FY 20 Original Bdgt

$ 413,000
$ 17,156,600
589,070,085
3,934,868
249,300
0
19,887,888
630,711,741

25,991
8,171,434
93,524,577
789,845
35,728
4,147
2,946,673
105,498,395

68,833
2,859,434
98,178,348
655,811
41,550
0
3,314,648
105,118,624

(42,842)
5,312,000
(4,653,771)
134,034
(5,822)
4,147
(367,975)
379,771

(62.24) %
185.77 %
(4.74) %
20.44 %
(14.01) %
0.00 %
(11.10) %
0.36 %

6,538,498
215,000
97,840
615,550
20,580
272,805
35,000
175,746
345,410
63,060
1,094,050
9,473,539

851,859
25,726
7,917
89,896
2,450
20,572
27,224
32,419
147,164
10,510
128,387
1,344,124

1,089,750
35,833
16,307
102,592
3,430
45,467
5,833
29,291
57,569
10,510
182,342
1,578,924

(237,891)
(10,107)
(8,390)
(12,696)
(980)
(24,895)
21,391
3,128
89,595
0
(53,955)
(234,800)

(21.83) %
(28.21) %
(51.45) %
(12.38) %
(28.57) %
(54.75) %
366.72 %
10.68 %
155.63 %
0.00 %
(29.59) %
(14.87) %

533,434,438
50,300,773
2,227,559
3,934,868
24,243,372
614,141,010
623,614,549
$ 7,097,192

85,364,393
7,653,823
371,260
789,845
886,170
95,065,491
96,409,615
$ 9,088,780

88,905,739
8,383,462
371,260
655,812
4,040,562
102,356,835
103,935,759
$ 1,182,865

(3,541,346)
(729,639)
0
134,033
(3,154,392)
(7,291,344)
(7,526,144)

(3.98) %
(8.70) %
0.00 %
20.44 %
(78.07) %
(7.12) %
(7.24) %

1a
1b
1c
1d
1e
1f

2a
1b,1c
1c,1f
1b
1d
2b
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Item 9.2
Mid-State Health Network
Preliminary Statement of Net Position by Fund
As of November 30, 2019
Assets
Cash and Short-term Investments
Chase Checking Account
Chase MM Savings
Savings ISF Account
Savings PA2 Account
Investment ISF Account
Total Cash and Short-term Investments
Accounts Receivable
Due from MDHHS
Due from CMHSP Participants
Due from CMHSP - Non-Service Related
Due from Other Governments
Due from Miscellaneous
Due from Other Funds
Total Accounts Receivable
Prepaid Expenses
Prepaid Expense Rent
Prepaid Expense Other
Total Prepaid Expenses
Fixed Assets
Fixed Assets - Computers
Accumulated Depreciation - Information Tech
Fixed Assets - Vehicles
Total Fixed Assets
Total Assets
Liabilities and Net Position
Liabilities
Accounts Payable
Current Obligations (Due To Partners)
Due to State
Other Payable
Due to State-IPA Tax
Due to State Local Obligation
Due to CMHSP Participants
Due to other funds
Accrued PR Expense Wages
Accrued Benefits PTO Payable
Accrued Benefits Other
Total Current Obligations (Due To Partners)
Deferred Revenue
Total Liabilities
Net Position
Unrestricted
Restricted for Risk Management
Total Net Position
Total Liabilities and Net Position
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Behavioral Health
Operating

Medicaid Risk
Reserve

Total Proprietary
Funds

12,548,028
2,005,290
0
11,687,244
0
$ 26,240,562

0
0
35,177,699
0
6,615,518
$ 41,793,217

12,548,028
2,005,290
35,177,699
11,687,244
6,615,518
$ 68,033,779

8,026,618
5,152,275
10,500
586,771
282,508
0
14,058,672

0
0
0
0
0
2,190,758
2,190,758

8,026,618
5,152,275
10,500
586,771
282,508
2,190,758
16,249,430

4,529
7,733
12,262

0
0
0

4,529
7,733
12,262

189,180
(105,100)
251,983
336,063
$ 40,647,559

0
0
0
$ 43,983,975

189,180
(105,100)
251,983
336,063
$ 84,631,534

2j

$ 7,042,967

$0

$ 7,042,967

1a

2,429,690
4,009,407
859,728
4,793
1,447,261
2,190,758

0
0
0
0
0
0
0
0
0
0
0
0

2,429,690
4,009,407
859,728
4,793
1,447,261
2,190,758
68,355
281,607
1,603
11,293,202
10,923,436
29,259,605

3a

0
43,983,975
43,983,975
$ 43,983,975

11,387,954
43,983,975
55,371,929
$ 84,631,534

68,355
281,607
1,603

11,293,202
10,923,436
29,259,605

11,387,954

0
11,387,954
$ 40,647,559

1a
1b
1c
1b

2a
2b
2c
2d
2e
2f

2g
2h

2i

3b
3c
3d
3e
3f
3g

3h
3i
1b 1c 2b 3b

3j
1b
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Item 9.3

Mid-State Health Network
Notes to Financial Statements
For the Two-Month Period Ended,
November 30, 2019

Please note: The Preliminary Statement of Net Position contains Fiscal Year (FY) 2019
cost settlement figures between the PIHP and Michigan Department of Health Human
Services (MDHHS) as well as each Community Mental Health Service Program (CMHSP)
Participants. CMHSP Cost settlement figures were extracted from fiscal year-end
projections gathered as of November 2019. Final figures will vary.
Statement of Net Position:
1.

2.

Cash and Short-Term Investments
a) The Cash Chase Checking and Chase Money Market Savings accounts is the
cash available for operations. A portion of cash available for operations will be
used to cover accounts payable and taxes.
b) The Savings Internal Service Fund (ISF) and Investment ISF reflect designated
accounts to hold the Medicaid ISF funds separate from all other funding per the
MDHHS contract.
c) The Savings PA2 account holds PA2 funds and is also offset by the Deferred
Revenue liability account.
Accounts Receivable
a) The amount reflects estimated amounts due from MDHHS as follows:
o Habilitations Supports Waiver $556 k
o Various Grants and Withhold $2.8 M – this includes Block Grant which is
now paid after the service month (see Statement of Activities 1f)
o Department of Human Services Incentive (foster care supplement) $455 k
o Performance Bonus Incentive FY 19 $4.1 M
b) Due from CMHSP Participants reflects FY 19 estimated cost settlements as
identified from CMHSP expense information collected in November 2019 and
CMHSP charges for Relias.
CMHSP
Bay
CEI
Central
Gratiot
Huron
The Right Door
Lifeways
Montcalm
Newaygo
Saginaw
Shiawassee
Tuscola
Total

Other/Relias
57,718.53
166,903.28
34,218.40
5,986.88
4,779.22
9,881.75
129,551.21
5,876.57
9,041.39
25,365.00
7,019.30
17,711.86

Medicaid
629,638.74
4,008,423.27
1,333,436.35
(55,695.83)
976,643.04
1,796,328.99
924,226.00
1,992,136.99
560,177.89
235,709.92

HMP
(502,068.13)
(839,911.32)
(1,138,471.68)
111,956.55
(480,462.92)
(874,989.03)
(295,462.83)
(601,934.75)
48,983.89
256,173.04

474,053.39

12,401,025.36

(4,316,187.18)

Non-Medicaid
Payments/Offsets
(0.16)
(0.36)
2,693,235.00
0.16
165,720.00
(31,621.68)
20,943.00
5,853.60
0.14
500,000.00
(0.01)
(950.96)
0.06
0.24
(26,718.97)

3,379,898.00

Total
185,288.98
642,179.87
63,463.23
9,682.92
4,779.22
511,915.47
129,551.21
427,216.67
637,804.55
1,414,616.28
616,181.14
509,595.06
5,152,274.60

c) Due from CMHSP – Non-Service Related reflects the balance for MSHN’s
performance of Supports Intensity Scale (SIS) assessment billed to CMHs in the
region.
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3.

d) Due from Other Governments totals 4th quarter PA 2 payments due from the
counties in the region.
e) A portion of the balance in Due from Miscellaneous represents amounts owed
from providers for Medicaid Event Verification (MEV) findings. The remaining
amount represents advances made to Substance Abuse and Treatment (SAPT)
providers to cover operations and will be repaid in full by the end of FY 20.
f) Due from Other funds is the anticipated FY 19 contribution amount to MSHN’s
ISF.
g) Prepaid Expense Rent balance consists of security deposits for three MSHN
office suites.
h) The Prepaid Expense Other represents payments made in FY 20 for FY 21
Relias training. The Relias contract cycle is November through October.
Beginning FY 19, MSHN has a regional contract which includes the CMHSPs. In
FY 20 MSHN will begin billing CMHSPs directly for their portion of the Relias
contract.
i) This is an account used to track Managed Care Information System (MCIS) costs
associated with PCE. Amounts in this account are being depreciated.
j) Fixed Asset Vehicle contains the total cost for MSHN’s Mobile Unit. The Mobile
Unit will be used to provide Substance Use Disorder services and tele-psychiatry
as needed. The expected Service Operation date is first quarter FY 20.
Liabilities
a) Approximately 18% of the amount in Due to State results from an outstanding FY
2017 Autism settlement. The remaining amount of approximately $1.9 M is
unspent Block Grant including State Targeted Response (STR) that will be
returned to MDHHS.
b) This amount is related to SUD provider payment estimates and is needed to
offset the timing of payments.
c) Due to State - IPA Tax contains funds held for tax payments associated with
MDHHS Per Eligible Per Month (PEPM) funds. Insurance Plan Assessment
taxes are applied to Medicaid and Healthy Michigan eligible.
d) The Local Obligation account holds funds received from CMHSPs for amounts
owed to MDHHS for the quarterly Local Match Draw Down (LMDD) payment.
The FY 20 regional total was less than FY 19’s amount by $795 k and will be
reduced over the next four fiscal years until it is eliminated. The current balance
is associated with one CMHSP paying the higher FY 19 rate instead of the FY 20
amount.
e) The balance in Due to CMHSP Participants represent anticipated amounts owed
based on FY 19 preliminary cost settlements listed below:
CMHSP
Bay
CEI
Central
Gratiot
Huron
The Right Door
Lifeways
Montcalm
Newaygo
Saginaw
Shiawassee
Tuscola
Total
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Medicaid

HMP

55,613.05
(866,370.65)
-

437,943.11
2,242,112.23
-

(810,757.60)

2,680,055.34

Non-Medicaid
Payments/Offsets
(0.31)
419,522.00
(2,514.10)
(2,514.41)

419,522.00

Total

74,033.85
1,373,227.48
1,447,261.33
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f)

Due to other funds is the amount of anticipated FY 19 Medicaid Savings that is
scheduled for transfer to fully fund the ISF (see 2f).
g) Accrued payroll expense wages represent expense incurred in November and
paid in December.
h) Accrued Benefits PTO (Paid Time Off) payable is the required liability account
set up to reflect paid time off balances for employees.
i) Accrued Benefits Other amount reflects a health insurance rebate and will be for
use in the near future to offset employee insurance coverage payments.
j) The Unrestricted Net Position represents the difference between total assets,
total liabilities, and the restricted for risk management figure. The balance in this
account is significantly higher than in past Fiscal Years. As stated during
November’s board meeting, beginning FY 20 MSHN accounting treatment of
Medicaid Savings will change. Medicaid Savings dollars are now removed from
the liability account Deferred Revenue and transferred to Medicaid Carry
Forward on the Statement of Activities. In addition, approximately $4 M of the
balance represents the estimated Performance Bonus Incentive Payment (PBIP)
MSHN will earn for FY 19. All PBIP funds are disbursed to CMHSPs based on
their proportional share of Medicaid and HMP revenue received during the
identified Fiscal Year.
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Statement of Activities: Please Note – The Fiscal Year 2020 Original Amendment
approved during the September 2019 Board Meeting is displayed in this report.
1.
Revenue
a) This account tracks SIS revenue earned from CMHSPs and grant revenue. SIS
assessments are expanded to now include children. Actual revenue is lower
than the budget amount because the Clubhouse is only billed quarterly. January
2020 statements will reflect the first quarter billing for FY 20. There is no accrual
for this billing as the net effect on the Statement of Activities would be zero.
b) Medicaid Use of Carry Forward now represents the estimated prior FY savings
(see 3j Statement of Net Position). A portion of Medicaid Savings is sent to the
CMHSPs as Benefit Stabilization for 24/7/365 SUD activities which include
access, prevention, and customer services. FY 19 Medicaid Carry Forward must
be used as the first source of revenue for FY 20.
c) Medicaid Capitation is trending low because of MDHHS payment file changes
and technical issues. MDHHS anticipates the issues identified in the first two
months of FY 20 will be resolved by January 2020. In addition, the budget
includes HRA and PBIP and will likely trend low until fiscal year-end. SUD
revenue is also included and is expensed based on service demand.
d) Local Contribution is flow-through dollars from CMHSPs to MDHHS. Typically,
revenue equals the expense side of this activity under Tax Local Section 928
(see Statement of Net Position 3d).
e) Interest income reflects interest earned on investments and changes in principle
for investments purchased at discounts or premiums. The “change in market
value” account records activity related to market fluctuations.
f) This account tracks non-capitated revenue for SUD services which include
Community Grant and PA2 funds. MDHHS now pays Community Grant funds
after the service month. In prior years, PIHPs received a 1/12 allocation at the
beginning of each month.
2.
Expense
a) Total PIHP Administration Expense is currently under budget. Recurring
expenses have been added to the general ledger to provide a clear picture of
outstanding obligations.
b) IPA/HRA taxes actual expenses are less than the budget amount because HRA
payments for the first quarter are not included. There is no accrual for the HRA
since it is a pass-through payment and the net effect would be zero on the
financial statements.
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Item 9.4

MID-STATE HEALTH NETWORK
SCHEDULE OF INTERNAL SERVICE FUND INVESTMENTS
As of November 30, 2019

DESCRIPTION
UNITED STATES TREASURY BILL
UNITED STATES TREASURY BILL
FEDERAL HOME LOAN MTG CORP
UNITED STATES TREASURY BILL
UNITED STATES TREASURY BILL
UNITED STATES TREASURY BILL
JP MORGAN INVESTMENTS
JP MORGAN CHASE SAVINGS

CUSIP
912796SP5
912796SP5
3137EAEF2
912796RN1
912796TF6
912796TK5

TRADE
DATE
4.23.19
4.23.19
5.2.19
6.7.19
8.14.19
9.12.19

SETTLEMENT
DATE
4.25.19
4.25.19
5.3.19
6.10.19
8.15.19
9.12.19

MATURITY
DATE
10.24.19
10.24.19
4.20.20
12.5.19
2.13.20
3.12.20

CALLABLE
no

AMOUNT
DISBURSED
988,182.64

no
no
no
no

624,605.01
1,979,752.50
2,972,607.48
991,043.07

PRINCIPAL
1,000,000.00
(1,000,000.00)
627,642.02
1,999,325.51
2,988,593.36
994,871.89
6,610,432.78
34,737,845.44
$ 41,348,278.22

AVERAGE
ANNUAL YIELD
TO MATURITY
2.365%
2.331%
2.068%
1.823%
1.788%

0.180%

U.S. Treasury Bills – Treasury Bills, or T-Bills, are sold in terms ranging from a few days to 52 weeks. T-Bills are short-term debt issued and backed by the full faith and
credit of the United States government. T-Bills are typically sold at a discount from the par amount (par amount is also called face value).   You can hold a T-Bill until it
matures or sell it prior to maturity. When a T-Bill matures, you are paid the par amount. Assuming the T-Bill is held to maturity, the difference between the par amount
at maturity and the original cost is the amount of interest earned. Source: U.S Treasury Direct

U.S. Agencies – An agency security is a low-risk debt obligation that is issued by a U.S. government-sponsored enterprise (GSE). A Government-Sponsored Enterprise
(GSE) bond is an agency bond issued by such agencies as Federal National Mortgage Association (Fannie Mae), Federal Home Loan Mortgage (Freddie Mac), Federal Farm
Credit Banks Funding Corporation, and the Federal Home Loan Bank. Unlike Treasury securities, government agency bonds are not expressly backed by the full faith and
credit of the U.S. government, but they do carry an implied backing due to the continuing ties between the agencies and the U.S. government. Most agency securities
pay a semi-annual fixed coupon. Source: Investopedia
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Item 10.1A

Background
In accordance with the MSHN Operating Agreement, Article VI, Contracts that state the following:
The Entity Board must approve the execution of any contract exceeding $25,000 in value. This
includes any contract involving the acquisition, ownership, custody, operation, maintenance, lease,
or sale of real or personal property and the disposition, division or distribution of property acquired
through execution of the contract.
Therefore, MSHN presents the attached FY19 Contract Amendment for Board approval and authorization
of the Chief Executive Officer to sign.
Recommended Motion:
The MSHN Board authorizes its Chief Executive Officer to sign and fully execute the contracts as presented
and listed on the FY19 contract amendment.
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Item 10.1-B

MID-STATE HEALTH NETWORK
FISCAL YEAR 2019 AMENDED CONTRACTS
January 2020

SUD PROVIDERS
COST REIMBURSEMENT PA2
PROJECTS/PROGRAM DESCRIPTION

CONTRACTING ENTITY
Peer360 Recovery Alliance

CONTRACT TERM

TOTAL FY20 SOR
ORIGINAL FY20 SOR
COST
COST
REIMBURSEMENT
REIMBURSEMENT
CONTRACT AMOUNT CONTRACT AMOUNT

CONTRACTS LISTED IN THIS SECTION ARE ALL SOR GRANT FUNDED PROGRAMS
SOR Service Hiring & Budget (Shiawassee)
12.1.18 - 9.30.19
$

Board Meeting Packet January 2020

FY20 SOR
INCREASE/
(DECREASE)

-

115,000

115,000

- $

115,000 $

115,000
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Item 10.2-A

Background
In accordance with the MSHN Operating Agreement, Article VI, Contracts that state the following:
The Entity Board must approve the execution of any contract exceeding $25,000 in value. This
includes any contract involving the acquisition, ownership, custody, operation, maintenance, lease,
or sale of real or personal property and the disposition, division or distribution of property acquired
through execution of the contract.
Therefore, MSHN presents the attached FY20 Contract Listing for Board approval and authorization of the
Chief Executive Officer to sign.
Recommended Motion:
The MSHN Board authorizes its Chief Executive Officer to sign and fully execute the contracts as presented
and listed on the FY20 contract listing.
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Item 10.2-B

MID-STATE HEALTH NETWORK

CONTRACTING ENTITY

FISCAL YEAR 2020 NEW AND RENEWING CONTRACTS
January 2020
CONTRACT SERVICE DESCRIPTION
CONTRACT TERM

ORIGINAL FY20
CONTRACT AMOUNT

PIHP ADMINISTRATIVE FUNCTION CONTRACTS
Use Case & SOW and MIDIGATE
10.1.19 - 9.30.20
SIS Assessment Services ($647 per assessment)
9.30.19 - 2.1.20

MiHIN
MORC
CONTRACTING ENTITY

Catholic Charities of Shiawassee & Genesee
County

FY20 TOTAL
CONTRACT
AMOUNT

FY20
INCREASE/
(DECREASE)

103,000
103,759
759
$
103,000 $
103,759 $
759
SUD PROVIDERS
CONTRACT TERM
ORIGINAL FY20 SOR TOTAL FY20 SOR
FY20 SOR
COST REIMBURSEMENT PA2 PROJECTS/PROGRAM
INCREASE/
COST
COST
DESCRIPTION
(DECREASE)
REIMBURSEMENT REIMBURSEMENT
CONTRACT
CONTRACT AMOUNT
AMOUNT
CONTRACTS LISTED IN THIS SECTION ARE ALL SOR GRANT FUNDED PROGRAMS
Coalition approved Opioid Harm Reduction Materials
10.1.19 - 9.30.20
9,000
9,000
(Shiawassee)

Cherry Street Services

Coalition approved Opioid Harm Reduction Materials
(Montcalm)

10.1.19 - 9.30.20

-

9,000

9,000

Eaton Regional Education Service Agency
(RESA)

Coalition approved Opioid Harm Reduction Materials
(Clinton)

10.1.19 - 9.30.20

-

12,000

12,000

Eaton Regional Education Service Agency
(RESA)

Coalition approved Opioid Harm Reduction Materials
(Eaton)

10.1.19 - 9.30.20

-

15,000

15,000

Eaton Regional Education Service Agency
(RESA)

Coalition approved Opioid Harm Reduction Materials
(Ingham)

10.1.19 - 9.30.20

-

16,500

16,500

First Ward Community Center

Coalition approved Opioid Harm Reduction Materials
(Saginaw)

10.1.19 - 9.30.20

-

16,500

16,500

Gratiot County Child Advocacy Association

Coalition approved Opioid Harm Reduction Materials
(Gratiot)

10.1.19 - 9.30.20

-

7,500

7,500

Huron County Health Dept.

Coalition approved Opioid Harm Reduction Materials
(Huron)

10.1.19 - 9.30.20

-

6,000

6,000

Ionia Public Health Dept.

Coalition approved Opioid Harm Reduction Materials
(Ionia)

10.1.19 - 9.30.20

-

6,000

6,000

List Psychological Services

Coalition approved Opioid Harm Reduction Materials
(Tuscola)

10.1.19 - 9.30.20

-

8,000

8,000

McCullough, Vargas & Associates

Coalition approved Opioid Harm Reduction Materials
(Hillsdale)

10.1.19 - 9.30.20

10,000

17,500

7,500

McLaren Bay Region (Neighborhood
Resource Center)

Coalition approved Opioid Harm Reduction Materials
(Bay)

10.1.19 - 9.30.20

-

13,000

13,000

Newaygo Regional Education Service Agency Coalition approved Opioid Harm Reduction Materials
(Newaygo)
(RESA)

10.1.19 - 9.30.20

-

7,500

7,500

Sterling Area Health Center

Coalition approved Opioid Harm Reduction Materials
(Arenac)

10.1.19 - 9.30.20

-

6,000

6,000

Ten Sixteen Recovery Network

Coalition approved Opioid Harm Reduction Materials
(Clare)

10.1.19 - 9.30.20

-

6,000

6,000

Ten Sixteen Recovery Network

Coalition approved Opioid Harm Reduction Materials
(Gladwin)

10.1.19 - 9.30.20

-

6,000

6,000

Ten Sixteen Recovery Network

Coalition approved Opioid Harm Reduction Materials
(Isabella)

10.1.19 - 9.30.20

-

12,000

12,000

Ten Sixteen Recovery Network

Coalition approved Opioid Harm Reduction Materials
(Mecosta)

10.1.19 - 9.30.20

-

7,500

7,500

Ten Sixteen Recovery Network

Coalition approved Opioid Harm Reduction Materials
(Osceola)
Coalition approved Opioid Harm Reduction Materials
(Midland)

10.1.19 - 9.30.20

-

6,000

6,000

10.1.19 - 9.30.20

-

12,000

12,000

Coalition approved Opioid Harm Reduction Materials
(Jackson)

10.1.19 - 9.30.20

-

11,000

11,000

The Legacy Center
W.A. Foote Memorial Hospital (dba Henry
Ford Allegiance Health)
CONTRACTING ENTITY

SUD PROVIDERS
COST REIMBURSEMENT PROJECTS/PROGRAM
DESCRIPTION

Bay-Arenac Behavioral Health Authority
Partnership for Success (PFS)
Eaton RESA
Partnership for Success (PFS)
CMH for CEI
Jail Based Services
McCullough, Vargas & Associates
Prevention (Hillsdale)
Mid-Michigan Recovery Services (f.k.a.
Peer Support Services
NCALRA)
Recovery
Pathways,
LLCPacket January 2020
Homebased Women Specialty Supports
Board
Meeting

CONTRACT TERM

$
10,000 $
210,000 $
200,000
ORIGINAL FY20 COST FY20 TOTAL COST
FY20
REIMBURSEMENT REIMBURSEMENT
INCREASE/
CONTRACT
CONTRACT AMOUNT
(DECREASE)
AMOUNT

10.1.19 - 9.30.20
10.1.19 - 9.30.20
12.1.19 - 9.30.20
10.1.19 - 9.30.20
10.1.19 - 9.30.20

670,871
1,012,930
158,700
131,159

113,578
781,449
1,111,963
162,090
140,555

113,578
110,578
99,033
3,390
9,396

10.1.19 - 9.30.20

-

124,650

124,650
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CONTRACTING ENTITY

Victory Clinical Services III - Jackson
Victory Clinical Services III - Jackson
Victory Clinical Services IV - Saginaw
Victory Clinical Services IV - Saginaw
Victory Clinical Services Lansing
Victory Clinical Services Lansing

SUD PROVIDERS
COST REIMBURSEMENT PROJECTS/PROGRAM
DESCRIPTION

Methadone Dosing Pump (STR)
Methadone Hand Dosing Pump (STR)
Methadone Dosing Pump (STR)
Methadone Hand Dosing Pump (STR)
Methadone Dosing Pump (STR)
Methadone Hand Dosing Pump (STR)

CONTRACTING ENTITY

SUD PROVIDERS
PROJECTS/PROGRAM DESCRIPTION

CONTRACT TERM

ORIGINAL FY20 COST FY20 TOTAL COST
REIMBURSEMENT REIMBURSEMENT
CONTRACT
CONTRACT AMOUNT
AMOUNT

10.1.19 - 9.30.20
1.1.20 - 4.30.20
10.1.19 - 9.30.20
1.1.20 - 4.30.20
10.1.19 - 9.30.20
1.1.20 - 4.30.20

5,700
5,700
1,396
1,396
5,700
5,700
1,396
1,396
5,700
5,700
1,396
1,396
$
1,973,660 $
2,455,573 $
481,913
ORIGINAL FY20 COST FY20 TOTAL COST
FY20
INCREASE/
REIMBURSEMENT REIMBURSEMENT
CONTRACT
(DECREASE)
CONTRACT AMOUNT
AMOUNT

CONTRACT TERM

CONTRACTS LISTED IN THIS SECTION ARE ALL GAIN ASSESSMENT TRAINING RELATED (LOA'S)
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Arbor Circle Counseling
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Catholic Charities of Jackson, Lenawee &
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
Hillsdale Counties
maximum $2,500 for certification)
Catholic Charities of Shiawassee & Genesee GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
Counties
maximum $2,500 for certification)
Catholic Charities West Michigan
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Child and Family Charities
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
CMH for CEI
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Cristo Rey Community Center
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
DOT Caring Centers, Inc.
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Family & Children's Services of Mid-Michigan GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Family Services & Children's Aid/Born Free GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
HealthSource Saginaw
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Holy Cross Counseling Services (Women's
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
Behavioral Health)
maximum $2,500 for certification)
List Psychological Services, Inc.
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
McCullough, Vargas & Associates
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Michigan Therapeutic Consultants, PC
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Mid-Michigan Recovery Services
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Mindful Therapy, LLC
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
North Kent Guidance Services, LLC
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Professional Psychological & Psychiatric
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
Services (PPPS)
maximum $2,500 for certification)
Recovery Pathways, LLC
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Red Cedar Clinic
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Sacred Heart Rehabilitation Center
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Saginaw Odyssey House
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Saginaw Psychological Services
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Samaritan Health
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Sister's of Sobriety
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Sterling Area Health Center
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Ten16 Recovery Network - Midland OP
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Victory Clinical Services
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
Addiction Solutions Counseling Center
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FY20
INCREASE/
(DECREASE)
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CONTRACTING ENTITY

W.A. Foote Memorial Hospital (dba Henry
Ford Allegiance Health)
Wedgwood Christian Services, Grand Rapids
(Adolescents Only)
CONTRACTING ENTITY
Michigan Department of Health & Human
Services

SUD PROVIDERS
PROJECTS/PROGRAM DESCRIPTION

ORIGINAL FY20 COST FY20 TOTAL COST
REIMBURSEMENT REIMBURSEMENT
CONTRACT
CONTRACT AMOUNT
AMOUNT

CONTRACTS LISTED IN THIS SECTION ARE ALL GAIN ASSESSMENT TRAINING RELATED (LOA'S)
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
GAIN Training (Up to $125/hr for regional trainings; Up to
10.1.19 - 9.30.20
maximum $2,500 for certification)
$
CONTRACTED PROGRAM DESCRIPTION
CONTRACT TERM
Medicaid Managed Specialty Supports and Services
Program(s), the Healthy Michigan Program and Substance
Use Disorder Community Grant Programs (Amendment
#2)

10.1.19 - 9.30.20

CONTRACT SERVICE DESCRIPTION
(Revenue Contract)

CONTRACT TERM

CONTRACTING ENTITY

Michigan Department of Health & Human
Services (EGrAMS)

CONTRACT TERM

Gambling Disorder Prevention Project

10.1.19 - 9.30.20

Michigan State Opioid Response **
State Opioid Response Supplemental **
State Targeted Response **
SUD Services - Women's Specialty Services
** FY20 first year to require individualized signatures on

10.1.19 - 9.30.20
10.1.19 - 9.30.20
10.1.19 - 9.30.20
10.1.19 - 9.30.20
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FY20
INCREASE/
(DECREASE)

-

-

-

-

-

-

-

$

-

$

-

-

-

-

$

$
$
FY20 ORIGINAL
FY20 TOTAL
FY20
INCREASE/
CONTRACT AMOUNT
CONTRACT
(DECREASE)
AMOUNT
189,074
189,074
943,385
375,000
1,352,500
$

2,670,885

677,755
360,000
1,250,715
1,204,088

1,621,140
735,000
2,603,215
1,204,088
$

6,352,517

$

3,681,632
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Section 1
Mission, Vision/
Strategic Direction
1 Board participates in
strategic planning.

Y:13
N:0
NI:0
U:0

2

Board has a clear sense of
needs & priorities for the
region.

Y:10
N:0
NI:3

Y:12
N:0
NI:1
U:0

4 Board is advised on
national, state and local
trends for their effect on
behavioral health services.

Y:13
N:0
NI:0
Y:9
N:0
NI:2
U:2

6 Board receives adequate
info, analysis, plans,
proposals & background
materials that enable
decision making.

There is a mutual
respect and
open discussion
between the
Board & CEO.

Board has established
policies, by-laws &
operating
agreements to
reduce the risk of
liability for the Board
and MSHN Network.
Annually, or more
often, the Board
establishes priorities
for the use of
resources.

Y:12
N:
NI:1
U

Board
communication
to staff and
providers is
channeled
through the CEO.

Y:9

Revisions to all
policies are
reviewed and
approved by the
Board.

Y:13

N:0
NI:1
U:2

N:0
NI:0

The Board
receives timely &
accurate
communication.

Y:11
N:0
NI:2

Board receives
routine financial
reports including
investment & risk
mgmt. strategies

N:0
NI:0

N:
NI:

Board has an
approved compliance
plan receives routine
update re compliance
monitoring activities.

Y:
12
N:
NI:

Y:
13
N:
NI:
Y:
13
N:
NI:
U1

Board receives
regular reports of
external quality
review, audits
monitoring activities

Public Trust
The public has
opportunities to
address concerns
to the Board.

Public requests for
action/change are
addressed as
appropriate.

U

U

U:0

Y:13

Y:
13

U

U:0

U:0
7 Mid-State Health
Network’s strategic
priorities are clear, specific
and measurable.

Section 4

Resource Utilization/
Risk Management
Board members are
Y:
advised of key laws,
9
rules and regulations
N:
and the implications
NI:
for Mid- State Health
2
Network.
U

U:0
5 Board is presented with
information about the
strengths & weaknesses of
MSHN

Section 3

CEO/Board Roles &
Responsibilities
Board asks
Y: 13
“What” and
“Why” and
N:
Expects the CEO
NI: 1
to provide the
“How.”
U

U:0
3 Mid-State Health Network
has a clear sense of
direction.

2019-2020 Board of Directors Self Evaluation Survey Responses

Section 2

Members provide
information and
support
Board positions w/
media, key
local/state
decision makers
Board reviews
customer
satisfaction
feedback &
evaluates concerns.

Item 11.1

Section 5

Section 6

Boardmanship

Y:
14
N:0
NI:
0
U:0
Y:
10
N:0
NI:
0
U:3
Y:8
N:2
NI:

Members refrain from
intruding on admin issues
that are responsibility of
MSHN CEO/staff except to
monitor results and
prohibit methods that
conflict with policy
Members do not exercise
authority apart from the
authorization of the full
Board.

Members serve the best
interest of Mid-State
Health Network rather
than personal or other
professional interests.

U:3
Y:12

Members are respectful
of one another

Y:8
N:1
NI:
4
U:0
Y:
10
N:1
NI:
0
U:3
Y:
12
N:1
NI:
0
U:0
Y:13

N

N:0

Ni

NI:0

U:1

U:0
I am satisfied with the
personal contribution I
make to the Board.

Y: 9
N:1
NI:
2
U:0

Evaluation of
Support Staff
I am satisfied that
meetings are set up
efficiently and in a
timely manner.

Y:12
N:0
NI:0
U:0

I am satisfied that
board packets are sent
in timely and complete
manner and copies are
accessible

Y:12
N:0
NI:0
U:0

Responsiveness to
information requested
is adequate, of good
quality and timely.

Y:12
N:0
NI:0
U:0

Board member
requests are handled
in a polite, friendly
and professional
manner.
Board meeting
minutes are accurate
and presented in a
timely manner.

Y:12
N:0
NI:0
U:0
Y:12
N:0
NI:0
U:0

Y:
13
N:
NI:
U

Y:9
N:0
NI:1
U:3

8 Board evaluates progress
of opportunities for
improvement

Y: 13

Key=Compiled Responses (For Above)
Y= Yes Responses; N= No Responses; ;NI= Needs Improvement; U= Unsure

Page 58

Board Self-Evaluation: The numbers shown for each section above represent feedback compiled from assessment forms which were submitted by 13 Board Members

Item 11.1 Continued

Member Comments:
SECTION 1: MISSION, VISION/STRATEGIC DIRECTION
‘Scorecard is a helpful tracking tool’

SECTION 2: CEO/BOARD ROLES & RESPONSIBILITIES
‘Joe is always personable’
‘If info becomes available between board meetings, we get emails from Joe, Merre or Ed’
‘The Board on occasions, which seems to be more frequently in the last year, wants to be involved in the "HOW" up to the point that it becomes disruptive’
‘The CEO always handles himself very respectfully which is not always true of some of the board members’
‘’CEO generally gives board info of what why and how ‘
‘Occasionally I have seen board members give input not too often/policies reviewed by board and input is given when necessary’

SECTION 3: RESOURCE UTILIZATION/ RISK MANAGEMENT
‘I think board is well read in what is going on at MSHN’
‘MSHN seeks to respond to board queries regarding transparency in a thorough manner’
‘Being new to board am still unsure of all resources at a member's disposal’

SECTION 4: PUBLIC TRUST
‘The board speaks through the CEO on matters concerning MSHN’
‘Some members have stated in board meetings that they do not support the board decision’
‘Being new, no opportunity yet to see public comment with board reply. Each meeting, time for public comment w/rules in place to receive such comment’

SECTION 5: BOARDMANSHIP
‘Members can take any concern to Joe or Amanda’
“Not supposed to’
‘Satisfaction with personal contribution to MSHN board can always be a question. Do your best and contribute ideas/opinions as well as you can’
‘From what I have seen, board members raise objections for anything; unclear or if judgement appears unsatisfactory to meet specific goals’

SECTION 6: EVALUATION OF SUPPORT STAFF
‘Merre always is on top of things’
‘Our staff supports always seem to be well prepared and verbalized’
‘Ms. Ashley does a job at 200% of expectations’
‘Amazing that we got so much done efficiently, because the staff prepare us well for the meetings’

VISIONING SECTION
DREAM FOR MSHN:
‘Continued success in leadership and activities that keep MSHN in the forefront of quality service for our consumers’
‘That we continue our leadership position; serving all in need while being financially responsible’
‘To continue to exist and excel’
“Continue to operate at the high level of integrity and efficiency’
‘We continue to find ways to reach underserved populations’
‘MSHN continuing to defend and lead in a proactive way to protect the CMH system in Michigan on behalf of our consumers’
‘Remain as it is - promoting local agencies’
‘‘We continue to grow and through growth, continue on the path keeping our organization as the leading health plan in the state’
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GREATEST CONCERN FOR MSHN:
‘That the legislature will try to privatize CMH’
‘Ongoing legislative efforts toward privatization’
‘Expanding too fast’
‘Change in Michigan PIHP structure’
‘Therapy may become programmed intervention rather than insightful understanding’
‘My greatest concern is that members are not always making decisions which have consumers and their needs at the heart of the decision’
‘Privatization’

RE MSHN, I AM PROUDEST OF:
‘Our Inpatient Bed Registry’
‘Our leadership in PIHPs’
‘Compiling one of the best staff-workforce in the state’
‘Dedication to serving our customers’
‘Our leadership position with the state’
“Our professionalism and staff’
‘Our fiscal responsibility and collaboration/cooperation to get things done!’
‘Our ability to discuss issues in a respectful fashion’
‘Midstate has worked through differences and has remained solvent and relevant’
‘Services provided in an efficient manner and financial status’
‘Growth in substance abuse and autism areas’

MSHN’S GREATEST OPPORTUNITY FOR IMPROVEMENT:
‘Maintaining focus on big picture of keeping PIHPs relevant to serve consumers locally with quality in a dignified, respectful way’
‘Improve relationships with CMHs’
‘Continue to be advocates for consumers in our region and the state’
‘Be innovative in ways to foster staff belief that they are part of a respected profession’
‘Greatest opportunity is to learn how the CMH system work and help bring it forward through any change’
‘I am satisfied with our board and how we support this organization’
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Item 11.2

DRAFT – FOR REVIEW AND DISCUSSION PURPOSES ONLY - DRAFT
Mid-State Health Network Board of Directors
Executive Committee
December 20, 2019

PROPOSED/DRAFT CEO PERFORMANCE GOALS
BACKGROUND:
At the November 5, 2019 Mid-State Health Network (MSHN) Board Meeting, the board accepted a
recommendation from a member for the MSHN Executive Committee and the MSHN Chief Executive
Officer (CEO) to develop goals for CEO performance for FY 20.
Consideration of the current position description has been given, and the following goals have been
developed by the MSHN Executive Committee in partnership with the MSHN CEO. Job duties detailed in
the position description or policies of the MSHN have not been repeated.
RECOMMENDATION:
In addition to regular position duties, require the MSHN CEO to achieve the following goals during FY 20,
and include assessment of the degree to which the MSHN CEO accomplished these goals at the time of
the FY20 performance review.
1) The MSHN CEO shall oversee, direct and coordinate the effective, efficient and complete
implementation of new contract requirements involving expansion of substance use disorder
treatment services for parolees/probationers under the supervision of the Michigan
Department of Corrections.
2) The MSHN CEO shall develop and implement a plan, with input from staff and leadership, to
respond to the MSHN employee survey.
3) The MSHN CEO shall remain actively engaged in system reform activities and dialog of the
Michigan Department of Health and Human Services (MDHHS) and the Michigan legislature,
shall make recommendations in the interests of persons served by the public behavioral health
system, partner agencies and the PIHP.
4) The MSHN CEO shall continue to position Mid-State Health Network as the premiere Michigan
PIHP.
Respectfully,

Ed Woods, Chairperson
MSHN Board of Directors
MSHN Executive Committee
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Consent Agenda Item 12.1
Mid-State Health Network Regional Board of Directors Meeting
November 5, 2019

Mid-State Health Network (MSHN) Board of Directors Meeting
Tuesday, November 5, 2019, 5:00 P.M.
Gratiot Integrated Health Network, 608 Wright Avenue, Alma, MI

Meeting Minutes

1. Call to Order
Chairman Ed Woods called the meeting to order at 5:06 p.m.
Chairman Woods recognized and made introduction of Huron County’s new appointee to the MSHN
Board, Mr. Craig Colten, and Gratiot Integrated Health Network’s new Chief Executive Officer,
Michelle Stillwagon.

2. Roll Call
Secretary Colleen Maillette provided Roll Call for Board Members in attendance.

Board Member(s) Present:

Jim Anderson (Bay-Arenac), Brad Bohner (LifeWays), Joe Brehler
(CEI), Bruce Cadwallender (Shiawassee), Craig Colton (Huron),
David Griesing (Tuscola), Dan Grimshaw (Tuscola), Tina Hicks
(Gratiot), John Johansen (Montcalm), Steve Johnson (Newaygo),
Jeanne Ladd (Shiawassee), Colleen Maillette (Bay-Arenac), Deb
McPeek-McFadden (Ionia), Gretchen Nyland (Ionia), Irene
O’Boyle (Gratiot), Kurt Peasley (Montcalm), Joe Phillips (CMH for
Central Michigan), Kay Pray (CEI), Tracey Raquepaw (Saginaw),
Kerin Scanlon (CMH for Central Michigan), Leola Wilson
(Saginaw), and Ed Woods (LifeWays)

Board Member(s) Absent:

Mike Hamm (Newaygo) and Mary Motz (Huron)

Staff Members Present:

Joe Sedlock (CEO), Amanda Horgan (Deputy Director), Leslie
Thomas (Chief Financial Officer), Kara Hart (HCBS Waiver
Coordinator), Carolyn Watters (Director of Provider Network
Management Services), Joe Wager (Data and Reports
Coordinator) and Merre Ashley (Executive Assistant)

3. Approval of Agenda for November 5, 2019
Board approval was requested for the Agenda of the November 5, 2019 Regular Business Meeting.

MSHN 19-20-001 MOTION BY DEB MCPEEK-MCFADDEN, SUPPPORTED BY JIM ANDERSON, FOR
APPROVAL OF THE AGENDA OF THE NOVEMBER 5, 2019 REGULAR BUSINESS MEETING,
AS PRESENTED. MOTION CARRIED: 22-0.
4. Public Comment

There was no public comment.
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November 5, 2019

5. Fiscal Year 2018 Compliance Examination Report

Mr. Derek Miller, Roslund Prestage, provided an overview of MSHN’s Fiscal Year 2018
Compliance Report. Following brief discussion and Q & A, Chairman Woods requested Mr.
Miller’s professional opinion/observation specific to MSHN’s financial standing in relation to
the other PIHPs for which he provides financial auditing services. Mr. Miller reported MidState Health Network is in a good financial position and its standings are at the top end of
the 5 PIHPs Roslund Prestage/Mr. Miller serves.
Chairman Woods called the question:
MSHN 19-20-002 MOTION BY DAIVD GRIESING, SUPPORTED BY TINA HICKS, TO RECEIVE AND FILE THE
REPORT ON COMPLIANCE OF MID-STATE HEALTH NETWORK FOR THE YEAR ENDING
SEPTEMBER 30, 2018, AS PRESENTED. MOTION CARRIED: 22-0.
6. Approval and Acknowledgement of Receipt of 2019/2020 Corporate Compliance Plan
Ms. Horgan provided a review of the information included within the Corporate Compliance Plan,
highlighting changes which were incorporated due to MDHHS contractual requirements as well
as new requirements established by the Office of the Inspector General (OIG). She reported the
plan as presented has been reviewed and approved of the Operations Council.
MSHN 19-20-003 MOTION BY GRETCHEN NYLAND, SUPPORTED BY KURT PEASLEY TO APPROVE AND
RECEIVE THE 2019-2020 CORPORATE COMPLIANCE PLAN, AS PRESENTED. MOTION
CARRIED: 22-0.
7. Operating Agreement

Mr. Joe Sedlock explained the track changes and notes to those changes were included within
the board meeting packet for board member’s advanced review. He stated the Operating
Agreement is one of the most important documents of the region and is in direct relationship
to the MSHN staff and CEO roles and relationships between MSHN as the PIHP and the
CMHSPs of the region and documents how we do business together. Mr. Sedlock advised
that the majority of revisions made to the document for approval relates to references such
as names/definitions which have changed in the past 4 years. He referenced Article 4 (finance
related) which contains the most significant revisions, specific to use of and replacement of
reserves. He advised members that the Operations Council has reviewed the final draft and
recommend and respectively requests approval of the Operating Agreement by the MSHN
board. Mr. Sedlock also reported many of the region’s CMHSPs have already accepted the
Operating Agreement, as presented and four additional CMHSP Boards are slated to review
and approve the Operating Agreement later in the month.
MSHN 19-20-004 MOTION BY DEB MCPEEK-MCFADDEN, SUPPORTED BY TRACEY RAQUEPAW, TO ADOPT
THE OERATING AGREEMENT AS PRESENTED AND TO AUTHORIZE THE CEO TO EXECUTE
THE OPERATING AGREEMENT ONCE THE REQIRED NUMBER OF CMHPS HAVE ADOPTED
THE AGREEMENT.
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Mr. Dan Grimshaw called for a Roll Call Vote.
YAYS: ANDERSON, BOHNER, BREHLER, CADWALLENDER, COLTON, GRIESING, HICKS,
JOHANSEN, JOHNSON, LADD, MAILLETTE, MCPEEK-MCFADDEN, NYLAND, O’BOYLE,
PEASLEY, PHILLIPS, PRAY, RAQUEPAW, SCANLON, WILSON, WOODS; NAYS: GRIMSHAW.
MOTION CARRIED: 21-1
8. Chairperson’s Report

Chairperson Woods spoke on the following topics:
•

CMHAM Winter Conference Chairperson’s Meeting Conversation(s) around the
importance of showing/voicing support of the PIHPs and retention of PIHPs in the
public health system

•

Appreciation to board members for their time and efforts leading to MSHN’s
premier standing in the state

9. Chief Executive Officer’s Report

Joe Sedlock referenced and provided information on the following items.
•

Board Member participation at National Council for Behavioral Health Annual Conference
in April 2020; those interested in attending should email MSHN’s executive assistant or
Mr. Sedlock.

•

Recognition of Barb Groom, Autism Waiver Coordinator, for her subject matter expertise
which is shaping our state
Eaton Behavioral Health closure and related ongoing efforts by MSHN to address the
needs of the county’s citizens. Mr. Joe Brehler provided information related to the
closure, voiced concern for the citizens of the tri-county area and displeasure of the
factors leading to the closure of Eaton Behavioral Health.

•

•

Mobile Unit

•

MDOC Update

•

Staff Survey Summary Report included in board meeting packets

•

Section 298 Update

•

MCHE Board Meeting: Members were invited to call into the meeting to participate

10. Deputy Director report
Ms. Amanda Horgan referenced the Deputy Director report provided within board meetng
packets, with highlight and information provided on the following;
•

Workforce survey
o Staffing Update: Introduction of Alexes Booth, New Waiver Assistant; Two
Positions Currently Open: Information Technology and Waiver Assistant
Positions
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•

HSAG Audit Update: 100% Compliance Achieve

•

FY20 Bonus Incentive

•

Surveys of SUD Providers and Individuals in Recovery

11. Chief Financial Officers Report
Ms. Leslie Thomas provided an overview of the financials included within board meeting
packets, recommended for board approval to receive and file.
MSHN 19-20-005 MOTION BY TINA HICKS, SUPPORTED BY JOHN JOHANSEN, FOR APPROVAL TO
RECEIVE AND FILE THE STATEMENT OF NET POSITION AND STATEMENT OF
ACTIVITIES FOR THE PERIOD ENDING SEPTEMBER 30, 2019. MOTION CARREID:
22-0.
12. Contracts

Ms. Amanda Horgan provided an overview of the items and information of the report
provided within the board meeting packet for both FY19 and FY20 contracts. She requested
approval from the board to execute the contracts as listed.
MSHN 19-20-006 MOTION BY COLLEEN MAILLETTE, SUPPORTED BY DAN GRIMSHAW, TO APPROVE
AND AUTHORIZE THE CHIEF EXECUTIVE OFFICER TO SIGN AND FULLY EXECUTE THE
CONTRACTS AS PRESENTED AND LISTED ON THE FY19 CONTRACT LISTING.
MOTION CARRIED: 22-0.
MSHN 19-20-007 MOTION BY DAVID GRIESING, SUPPORTED BY STEVE JOHNSON, TO APPROVE AND
AUTHORIZE THE CHIEF EXECUTIVE OFFICER TO SIGN AND FULLY EXECUTE THE
CONTRACTS AS PRESENTED AND LISTED ON THE FY20 CONTRACT LISTING.
MOTION CARRIED: 22-0

13. Executive Committee Report
Chairperson Woods requested each member complete and submit the Board of Directors
self-assessment form included in board meeting packets. He acknowledged the efforts and
voiced his appreciation of Vice-Chairperson Irene O’Boyle for her time and efforts.
Vice-Chair Irene O’Boyle referenced the board self-assessment forms included in board
meeting packets. She strongly encouraged all board members complete and submit the
form on or before the deadline of November 22. Forms may be submitted via email, faxed
or ailed to MSHN executive assistant. A final report on the outcomes of the survey will be
provided to the board at the January 2020 meeting.
14. Approval of Consent Agenda
Board approval was requested for Draft Minutes of the September 10, 2019 Board of Directors
Regular Business Meeting, Approval for the Draft Minutes of the Public Hearing Meeting Minutes of
September 10, 2019, Receive Board Policy Committee Meeting Minutes of October 11, 2019, Receive
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August 21, 2019 SUD Oversight Policy Advisory Board, Draft Meeting Minutes of the October 1, 2019
Board Policy Committee, Operations Council Key Decisions of the September 23, 2019 and October
14, 2019 Operations Council, and Policies, as presented.

MSHN 19-20-008 MOTION BY DEB MCPEEK-MCFADDEN, SUPPORTED BY BRAD BOHNER, TO APPROVE
DRAFT MINUTES OF THE SEPTEMBER 10, 2019 BOARD OF DIRECTORS REGULAR BUSINESS
MEETING, DRAFT MINUTES OF THE SEPTEMBER 10, 2019 PUBLIC HEARING, MEETING
MINUTES OF THE AUGUST 21, 2019 SUD OVERSIGHT POLICY ADVISORY BOARD MEETING,
OCTOBER 1, 2019 BOARD POLICY COMMITTEE, DRAFT MEETING MINUTES OF THE
AUGUST 16, 2019 BOARD EXECUTIVE COMMITTEE MEETING, KEY DECISIONS OF THE
SEPTEMBER 23, 2019 AND OCTOBER 14, 2019 OPERATIONS COUNCIL, AND POLICIES, AS
PRESENTED. MOTION CARRIED: 22-0.

15. Other Business
There was no Other Business
16. Public Comment
There was no Public Comment.
17.

Approval to Receive and File the FY2018-2019 CEO Performance Evaluation

Mr. Sedlock requested the matter of the Chief Executive Officer Performance Evaluation be
conducted in closed door session. Roll call vote was called to enter into closed session for
the matter of the Chief Executive Officer Performance Evaluation.
MSHN 19-20-009 APPROVAL TO ENTER INTO CLOSED SESSION FOR THE MATTER OF THE CHIEF
EXECUTIVE OFFICER PERFORMANCE EVALUATION:
ROLL CALL VOTE: YAYS:
ANDERSON, BOHNER, BREHLER, CADWALLENDER, COLTON, GRIESING, GRIMSHAW,
HICKS, JOHANSEN, JOHNSON, JLADD, MAILLETTE, MCPEEK-MCFADDEN, NYLAND,
O’BOYLE, PEASLEY, PHILLIPS, PRAY, RAQUEPAW, SCANLON, WILSON, WOODS.
MOTION CARRIED: 22-0.
MSHN 19-20-010 MOTION BY DEB MCPEEK-MCFADDEN, SUPPORTED BY BRAD BOHNER, TO ADJOURN
CLOSE SESSON AND CONVENE REGULAR SESSION. MOTION CARRIED: 22-0.
Regular session reconvened at 6:38 p.m.
18. Adjourn

Chairperson Woods adjourned the November 5, 2019 MSHN Board of Directors Regular
Business Meeting at 6:39 p.m.
Minutes submitted respectfully by MSHN Executive Assistant.
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Consent Agenda Item 12.2
Substance Use Disorder (SUD) Oversight Policy Advisory Board

10.16.2019

Mid-State Health Network SUD Oversight Policy Advisory Board
Wednesday, October 16, 2019, 4:00 p.m.
CMH Association of Michigan (CMHAM)
Meeting Minutes
1. Call to Order
Chairperson Debbie Thalison called the MSHN SUD Regional Oversight Policy Board of
Directors Meeting to order at 4:02 p.m.
Board Member(s) Present:

Board Member(s) Absent:

Staff Members Present:

Lisa Ashley (Gladwin), Bruce Caswell (Hillsdale), Larry Emig
(Osceola) (via phone), Steve Glaser (Midland), Dick
Gromaski (Bay), Susan Guernsey (Mecosta) (via phone),
John Hunter (Tuscola), Jerry Jaloszynski (Isabella), Carol
Koenig (Ingham), Bryan Kolk (Newaygo), Tom Lindeman
(Montcalm), Robert Luce (Arenac) (via phone), David Pohl
(Clinton), Leonard Strouse (Clare), Debbie Thalison (Ionia),
Kim Thalison (Eaton), and Ed Woods (Jackson)
Nichole Badour (Gratiot), John Bodis (Huron), Christina
Harrington (Saginaw), and Vicky Schultz (Shiawassee)
Amanda Horgan (Deputy Director), Dr. Dani Meier (Chief
Clinical Officer), Merre Ashley (Executive Assistant), Carolyn
Watters (Director of Provider Network Management
Systems), Leslie Thomas (Chief Financial Officer), Trisha
Thrush (Lead Treatment Specialist), and Jill Worden (Lead
Prevention Specialist) (via phone)

2. Roll Call
Secretary Bruce Caswell provided the Roll Call for Board Attendance.
3. Approval of Agenda for October 16, 2019
Board approval was requested for the Agenda of the August 21, 2019 Regular Business
Meeting, as presented.
ROPB 19-20-001 MOTION BY JOHN HUNTER, SUPPORTED BY DICK GROMASKI, FOR APPROVAL
OF THE AGENDA OF THE AUGUST 21, 2019 REGULAR BUSINESS MEETING, AS
PRESENTED. MOTION CARRIED: 17-0.
BOARD APPROVED DECEMBER 18, 2019
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4. Approval of Minutes from the August 21, 2019 Regular Business Meeting
Board approval was requested for the draft meeting minutes of the August 21, 2019
Regular Business Meeting.
ROPB 19-20-002 MOTION BY BRUCE CASWELL, SUPPORTED BY STEVE GLASER, FOR APPROVAL
OF THE MINUTES OF THE AUGUST 21, 2019 MEETING, AS PRESENTED. MOTION
CARRIED: 17-0.
5. Public Comment
There was no public comment.
6. Board Chair Report
Chairperson Thalison reported 2019 Recovery Survey results will be provided at the
board’s December meeting. She reminded members that the next meeting is scheduled
to occur on December 18, 2019. As that is just one week prior to Christmas, there may
not be items for board action/review available. Should that be the case, Chairperson
Thalison advised members the December 18, 2019 meeting would be cancelled, and as
such, advanced notice of meeting cancellation would occur via email and/or phone by
MSHN’s executive Director on or before one week prior to the meeting date.
7. Deputy Director Report
Ms. Amanda Horgan provided information and overview of materials included in board
meeting packets on the following topics:
• FY2019 PA2 Funding and Expenditures by County
• FY2019 PA2 Use of Funds by County and Provider, as of August 31, 2019
• FY2019 SUD Financial Summary Report, as of August 31, 2019
• FY2020 PA2 Treasury Distribution Projections

8. FY20 Substance Use Disorder (SUD) Public Act 2 (PA2) Requests/Contract listing
Ms. Watters referenced and provided an overview of the contract listing provided within
board meeting packets, and requested board action and approval as presented.
ROBP 19-20-003 MOTION BY LISA ASHLEY, SUPPORTED BY JOHN HUNTER, TO APPROVE THE
FY20 SUD CONTRACT LISTING, AS PRESENTED. MOTION CARRIED: 17-0.
BOARD APPROVED DECEMBER 18, 2019
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9. Chief Financial Officer FY20 Budget Review
Ms. Leslie Thomas provided a review of MSHN’s FY2020 Budget, stating the information
included within the report is that which was provided to the MSHN Board of Directors at
their September 10, 2019 Annual Meeting and Public Hearing. An updated FY20 Budget
will be brought back before the SUD Oversight Policy board for their review and attention
at a future meeting.
10. Operating Update
9A. FY2020 PA2 Funding Process Update: Ms. Carolyn Watters provided information on
the PA2 funding process specific to alignment of PA2 funded project allocations by fiscal
year. She advised that evaluation specific to criteria which was previously approved by
this oversight policy board will continue for funding proposal recommendations.
9B. Chief Clinical Officer Update: Dr. Dani Meier provided updates and information on
the following:
1. Quarterly Treatment and Prevention Activities
2. Operational Update
11. Other Business
No other business was brought forward.
12. Public Comment
There was no public comment.
13. Board Member Comment
Mr. Bruce Caswell made comment related to treatment using medical marijuana.
14. Adjournment
Chairperson Thalison adjourned the October 16, 2019 MSHN SUD Oversight Policy
Advisory Board Organizational Meeting at 5:14 p.m.

Meeting minutes submitted respectfully by:
MSHN Executive Assistant

BOARD APPROVED DECEMBER 18, 2019
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Consent Agenda Item 12.3

Mid-State Health Network Board of Directors
Executive Committee Meeting Minutes
Friday, December 20, 2019, 9:00 a.m.
Members Present:
Others Present:
Staff Present:
1.

Ed Woods, Chairperson; Irene O’Boyle, Vice Chairperson; Colleen Mailette, Secretary;
Kurt Peasley, Immediate Past Officer
None
Joseph P. Sedlock, Chief Executive Officer; Amanda Horgan, Deputy Director

Call to order: This meeting of the MSHN Board of Directors Executive Committee was called to order by
Chairperson Woods at 9:00 a.m.

2. Approval of Agenda: Motion by C. Mailette supported by K. Peasley to approve the agenda as presented.
Motion carried.
3. Board Member Comment: None
4. Board Matters:
4.1 Draft January 14, 2020 MSHN Board Meeting Agenda: Draft agenda for the January 14, 2020 board meeting
was reviewed by the Executive Committee.
4.2 Board Self-Assessment Status Update: An incomplete draft (nine of thirteen responses compiled) of the
board self-assessment results was distributed via email. Response rate is of concern and could be improved. J.
Sedlock asked the Executive Committee whether doing multi-year trend analysis (a labor-intensive process) was
warranted given that just over half of the board participated in the survey. Executive Committee agrees that
with this response rate, multi-year comparisons would be weak and therefore recommends that staff NOT
produce the multi-year comparison, but only the single year compilation of results. For next time (December
2020), the Executive Committee recommends that 10-15 minutes be reserved at the board meeting for
individual board members to complete the survey prior to adjournment, so that the survey is complete before
Board members leave.
4.3 CEO Annual Performance Appraisal Follow-Up: Goals: Mr. Sedlock presented proposed goals for his
performance review as requested by the board in November. These will be included on the consent agenda for
the January board meeting.
5. Administrative Matters:
5.1. Employee Compensation Market Study: MSHN policy requires market survey comparisons of current
salary scales to market conditions every three years. The first market survey was completed in 2016
effective for FY2017. In compliance with the policy, MSHN will be issuing a Request for Quote (RFQ) to
include new compensation market analysis. The data will be used this year to compare current salary
scales and make any warranted adjustments to be included in the budget and effective for FY21. MSHN
also intends to include in the RFQ consultation to develop a “360 degree performance review system.”
This item is in follow-up to our employee survey. Executive Committee expressed support for pursuing
these objectives.
5.2. Employee Benefits: BCBS/BCN Plan Renewal: MSHN has gone through the procurement process for
employee health insurance plan benefits and has determined that staying with our current plan is the most
cost effective and beneficial to our employees so that the level of benefit would not be reduced. Our plan
premium increase of between 6% and 14% has put our agency above the statutory cap, so for the first time
in several years, MSHN is required to pass along a small portion of the cost to employees. Employee costs
per month will be $32.00 for a single coverage, $66.92 for double coverage and $87.25 for family coverage.
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These are very modest employee cost sharing amounts compared to state and national trends.
5.3. MSHN/MDHHS FY 20 Contract – Amendment #2: MDHHS has issued a second amendment to the FY20
MDHHS/MSHN contract. These changes have been negotiated with the PIHPs and include clarification of
applicability of federal rules and PIHP responsibility for electronic visit verification systems, clarification
PIHP responsibilities for implementation of the supports intensity scale, clarification and elimination of
contradictory language on payments relating to special waivers and criteria for payments, minor
adjustments to the PIHP reporting requirements, inclusion of FY20 PIHP Compliance Examination
Guidelines, and new language conferring responsibility of the PIHPs for substance use disorder treatment
for individuals under the supervision of the Michigan Department of Corrections (MDOC) (typically
parolees). It should be noted that the proposed language negotiated between the PIHPs, MDHHS and
MDOC was distributed to the MSHN Operations Council for input and feedback. None was received and no
opposition was voiced. However, given the nature of previous in-region discussions, we want to make
explicit the inclusion of this responsibility and language, and will provide a briefing to the MSHN Board at
the January board meeting prior to requesting approval to sign this amendment.
5.4. MDHHS System Reform/Redesign Proposal: MDHHS Proposal document was distributed in advance to
Executive Committee Members. Operations Council discussed the proposal and its impact on MSHN and
the region. MDHHS has been clear that PIHPs as they exist today won’t exist in their current form in the
future design. Also clear that there have been no assurances from MDHHS for any funding to CMHSPs
other than for the county protections/safety net (those items undefined). Operations Council position is
that safety net services should be the nine core services under CCBHC designation. Operations Council
discussed some potential roles/configurations that would serve the CMHSPs in the region, including
operating under auspices of regional entity designation to provide collective administrative support
services (i.e., ASO); development of a regional Independent Practice Association (IPA); potential
development of a statewide Specialty Integrated Plan (SIP), a Managed Behavioral Health Organization
situated between the SIP and CMHSPs/SUD Network; and other potential configurations. The Operations
Council expressed strong support for MSHN pursuing all viable/reasonable options, including statewide
options/configurations that have as their intent the support and protection of the county-based role of
CMHSPs; the role of the public system in serving the specialty services population.
6. Communications:
6.1. Eaton County Board of Commissioners Resolution: Executive Committee acknowledged the
communication from the Eaton County Commission with its thanks.
6. Updates (if any): None
7. Other: None
8. Board Member Comment: None
9. Recommend Cancellation of the Next MSHN Executive Committee Meeting Scheduled for January 17,2020
9.1. February Executive Committee Meeting Scheduled for February 21, 2020 at 9:00 a.m.
10. Adjourn: This meeting of the MSHN Board of Directors Executive Committee was adjourned at 9:38 a.m.
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Consent Agenda Item 12.4

REGIONAL OPERATIONS COUNCIL/CEO MEETING
Key Decisions and Required Action
Date: November 18, 2019
Members Present:
Members Absent:
MSHN Staff Present:

Lindsey Hull (Phone); Maribeth Leonard; Carol Mills; Sharon Beals; Tracey Dore; Tammy Warner (phone); Kerry Possehn; Michelle
Stillwagon; John Obermesik; Laura Argyle (on behalf of Sandy Lindsey); Sara Lurie (phone); Chris Pinter
Joseph Sedlock; Amanda Horgan; Leslie Thomas and Carolyn Watters (for applicable topic area)

Agenda Item

Consent Agenda

Operations Council Annual Report

Regional Admission and Benefit
Standardization Workgroup Report

Medicaid Sub-Contract Changes, FY 20,
Amendment #1

Action Required
Discuss:
B. Question on delayed payment for new waivers (were eventually included in the October payment)
I. Question on “Discussions communicated through instructional documents, MDHHS policies...”; Do the CMHSPs and MSHN
have a strategy to deal with the multiple directives and communication (Autism, RR, etc.)? (CMHAM Director’s Forum
discussion topic may lead to some clarity)
After discussion, Consent Agenda items all approved
By
N/A
By
N/A
Who
When
J. Sedlock reviewed the annual report to be included in MSHN QAPIP.
No further edits provided.
Adopted
By
N/A
By
N/A
Who
When
A. Horgan discussed the draft SMI and SED Level of Care guidelines including the draft policy and procedure
Outlier analysis will be reviewed in November as presented by TBD Solutions
Decision to hold on approval of guidelines and policy/procedure
By
A. Horgan
By
12.10.19
until after the review of the outlier analysis – December Ops
Who
When
meeting agenda item
C. Watters reviewed the changes to the MSHN/CMHSP Medicaid Sub-Contract Agreement, proposed as Amendment 1.
By
CMHSPs
By
11.30.19
Review changes and send to J. Sedlock by end of
Who
When
November
• Substantive changes proposed will be returned for
discussion; otherwise will be finalized and released for
CMHSP and MSHN board consideration
Regional Autism Standardization Workgroup proposes regional contract template (and regional provider monitoring
process) C. Watters reviewed the regional autism contract changes from discussion at previous Operations Council meeting.
Concerns was raised with compliance section (packet page 257 item P). Language resolved and sent to C. Watters for
incorporation into final contract.
By
J. Sedlock
By
11.25.19
• J. Sedlock sent C. Watters revised language for P.
Who
When
Operations Council endorsed use of regional autism contract
with changes.
CMHSPs
12.31.19
•

Regional Autism Contract Template and
Provider Monitoring
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MSHN Regional Operations Council
Agenda Item

11/18/2019

2

Action Required
CMHSPs will use the standard contract, effective with
the expiration of the current extension as of December
2019.
L. Thomas reviewed the preliminary year end savings estimates.
Noted MSHN revenue estimates compared to actual are very close
Fy20 Revenue indicates issue with the HSW revenue; PIHP CFO group has requested MDHHS review
MSHN just received the November HSW revenue, so still reviewing the data; also analyzing the enrolled vs. unenrolled
Informational Only
By
N/A
By
N/A
Who
When
When system design is announced by MDHHS, Operations Council to plan a couple hours at the January or February meeting;
General strategic planning discussions in March or April (in advance of May MSHN Board Strategic Planning session).
•

Preliminary Year End Savings Estimates (FYE
19)
• FY20 Revenue estimates

Establish Operations Council Strategic
Planning Session Dates/Topics/Focus Areas
for FY20

Discussion Only
Occumetrics Survey Presentation
Previously released survey results at this link

Regional Autism/ABA Eligibility/Access
Protocol (Chris Pinter)

System Reform – MDHHS-Led Initiative,
Visioning for the Future; Discussion

PIHP/MDHHS Proposed Contract Language
for SUD Treatment Responsibility for
Parolees/Probationers Under MDOC
Supervision
Board Meeting Packet January 2020

By
N/A
By
Who
When
Mental Health America Franklin County (MHAFC) presented on the overall CMHSP workforce survey results.

N/A

CMHSPs should send interest to A. Horgan if a CMHSP specific
By
CMHSPs
By
11.25.19
report is requested
Who
When
C. Pinter discussed concerns with BABH autism spending/service as an outlier compared to other CMHs. Would like more
information from a benefit package/eligibility compared to other CMHSPs.
Discussed if payment methodology was a factor
By
BABH/CMHCM
By
12.31.19
• BABH & CMHCM to work together to discuss their
Who
When
protocols
BABH
When ready
• BABH to send MSHN some questions/targets to
conduct further, more specific analysis; review outliers
and share with group
Added agenda item to have initial discussion area for system design.
J. Sedlock and A. Horgan meeting with Sarah Etsy per MDHHS request to discuss PIHP system
MDHHS has made clear there will be financial integration
Discussion included need to open care coordination codes; MHP savings – shared with CMHs for reducing ER, Standardized
Clinical Care Protocols; MHPs interest is in avoiding risk and wanting the funds; without the county risk and protection, there
is risk to individuals being served; foundation of the system is State/CMHSP partnership per Mental Health Code
Discussion Only
By
N/A
By
N/A
Who
When
Reviewed the language as presented by the negotiation team
Department would include in an amendment
Funding already included in the capitation rate
Expected begin date of April 1, 2020 for new referrals only
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Agenda Item
No issues, questions, concerns or edits provided

Milliman State Groups

Board Meeting Packet January 2020

Action Required
By
N/A
Who

By
When

3

N/A

C. Mills reported:
BH Fee Screen on a holding pattern due to the visits to the CMHs indicate there is many different ways of costing; Milliman
requested a standardized costing workgroup led by a CEO group; first meeting of the finance meeting will be after the
Improving Outcomes conference in December
Second Milliman group working on Medicaid manual and coding; e.g. specialized residential; Group determined by state
Informational Only
By
N/A
By
N/A
Who
When
By
Who

By
When

By
Who

By
When

By
Who

By
When
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Consent Agenda Item 12.5
REGIONAL OPERATIONS COUNCIL/CEO MEETING
Key Decisions and Required Action
Date: December 16, 2019
Members Present:
Members Absent:
MSHN Staff Present:

Chris Pinter (phone); Lindsey Hull; Maribeth Leonard; Carol Mills (phones); Sharon Beals (phone); Tracey Dore; Tammy Warner; Kerry
Possehn (phone – 1st hour); Michelle Stillwagon; John Obermesik; Sandy Lindsey; Sara Lurie
Joseph Sedlock; Amanda Horgan

Agenda Item

Action Required
Agenda Additions:
5b – Healthy Michigan - Exemption from Work
Requirements (File from MDHHS to PIHPs) [Sandy]
5c – Independent Medical Exams [Sarah]

Consent Agenda

Board Meeting Packet January 2020

Items for discussion from consent agenda:
B - REVENUE: Discussed revenue calculations and MSHN is
concerned as well; Department has acknowledged errors
and is expecting they will correct in future payments;
Payments have been all over; Retros, Duals, MiHealth Link
and others. No cause of alarm just yet. PIHP CFOs
working with MDHHS to identify causes, solutions.
B - PRTF: Question of who is going to procure? Answer
depends on who would control admissions and
“throughput”. No further substantive information than
from Directors Forum. Department taking feedback on the
model. CMHSPs encouraged to provide input.
C – ITC Charter: Page 20 under membership A, Remove and
“Approved by the Ops council”
D – Provider Network Charter: Concern regarding the
training grid and only including mandated trainings. Also
discussed providers that cross over agencies and their
concern for different trainings. Change first paragraph –
maintain a regional training grid in accordance with State
Requirements as identified in the MDHHS contract.
F – Finance Council Charter (Page 31) – Administration
should be Association, page 32. Remove “and Approved by
the Ops council”
G – Statewide Specialized Residential Reciprocity:

C - Remove and Approved by the Ops council
D - Change first paragraph – maintain a regional
training grid in accordance with State Requirements
as identified in the MDHHS contract.

F – Page 31 – Administration should be Association,
page 32. Remove and Approved by the Ops council
G - MSHN to circulate audit tool to CEOs and CEO’s to
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Agenda Item
Remove from consent agenda: Would like more discussion
on this process; Invite C. Watters to the January meeting.
CMHCM recommending others field test this. MSHN to
circulate audit tool to CEOs and CEO’s to distribute locally.
M – Update on spenddown related grant funds
Approved all items with changes/edits noted above,
except for Item G (Statewide Specialized Residential
Reciprocity).

Action Required
distribute locally. Add to January agenda item

By
Who

Applicable MSHN
Staff – See Above
J. Sedlock

Statewide Specialized Residential Reciprocity to be
brought forward to January 2020 Operations Council
meeting for further discussion.
Discussion/Considerations:
• Safety net services should be the nine core services under CCBHC designation

Strategic Planning Discussion
System Reform: MDHHS Structure
Proposal – Regional Discussion – Future
of PIHP and Public System

o
o
o
o
o
o
o
o
o

•

•
•
•

Board Meeting Packet January 2020

2

By
When

1.1.2020
January
Operations
Council
Meeting

Crisis mental health services
Screening, assessment and diagnosis, including risk assessment
Patient-centered treatment planning
Outpatient mental health and substance use services
Primary care screening and monitoring of key health indicators/health risk
Targeted case management
Psychiatric rehabilitation services
Peer support and family supports
Intensive, community-based mental health care for members of the armed forces and veterans

Question areas for MDHHS:
o What about the Unenrolled population (there will always be people that are unenrolled, even in
an assigned enrollment model)
o What about Dual Eligibles (Medicare/Medicaid)
o What exactly does MDHHS mean by “Safety Net” role of CMHSPs and what services is the
Department referring to?
o Who will be responsible for “community benefit” services now performed by CMHSPs and it this
at least in part what the Department means by “safety net” services?
MDHHS has been clear that PIHPs as they exist today won’t exist in their current form in the future design
Potential Partnerships with Health Plans – Operations Council discussed potential physical health payer
partners, including in-state and out-of-state/national concerns.
Operations Council discussed governance of public option(s) and related public/private partnership in
state and out of state and several related questions/concerns/problems (including physical health being
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12/16/2019

3

Action Required
the majority of ‘risk’ in the proposed new arrangement, and the difficulty with less than 50% board stake
for physical health partner in a public option
• SIP model may involve removal of primary care from current Medicaid Health Plans; could also mean
mild/moderate is included in the SIP proposal.
• There have been no assurances from MDHHS for any funding to CMHSPs other than for the county
protections/safety net (those items undefined; see above)
• Discussed some potential roles/configurations that would serve the CMHSPs in the region, including
operating under auspices of regional entity designation to provide collective administrative support
services (i.e., ASO); development of a regional Independent Practice Association (IPA); potential
development of a Specialty Integrated Plan (SIP), a Managed Behavioral Health Organization between the
SIP and CMHSPs/SUD Network; and other potential configurations.
• Operations Council expressed strong support for MSHN pursuing all viable/reasonable options, including
statewide options/configurations that have as their intent the support and protection of the county-based
role of CMHSPs; the role of the public system in serving the specialty services population. MSHN to keep
Operations Council informed; Operations Council recognizes this may take many months to engage in the
appropriate conversations; strong support for MSHN to lead/convene/participate in all appropriate and
necessary venues, including creating venues for such dialog
• Operations Council expressed strong support for MSHN using its influence to shape the direction of this
proposal and to affect policy throughout this process
By
By
MSHN to pursue all viable alternatives, create venues for
J. Sedlock
Ongoing
Who
When
or participate in pertinent dialog and provide updates
MSHN to develop an outline that CMHSPs can respond to
in terms of questions to be raised, opportunities to be
pursued, design considerations applicable to the topic,
and other key considerations to be used by MSHN in
dialog with MDHHS, other PIHPs, CMHSPs, advocates and
stakeholders after we develop a comprehensive “list”
and/or ‘white paper’ or ‘position paper’

J. Sedlock

1.1.2020

CMHSPs to send questions, design elements, etc. for
MSHN to consider, consolidate and create a
principals/white paper document to utilize in discussions
with MDHHS/others.

CMHSP

Ongoing

Invite Sarah Etsy to Operations Council for

J. Sedlock

February/
March
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Agenda Item

Action Required
dialog/discussion in February and March

Regional Autism Provider Monitoring
Recommendation

Deputy Director Report

By
Who

C. Watters

By
When

N/A

C. Watters

By
When

N/A

C. Watters reviewed the written background, summary and request
Approved as requested

Operating Agreement Finalization Signatures

Ongoing

MSHN will keep list of advocacy topics: Spend down,
J Sedlock
Safety net, Health Homes, incentive alignment, asset
investment at the CMHs, etc.
C. Watters reviewed the written proposal, background, summary and request
Approved as requested

FY 20 CMHSP Delegated Managed Care
Reviews – New Standards Review

4

By
Who

Will add adopted date of January 1, 2020 under the heading of the document
By
By
Those present signed the OA with amendment as of
J. Sedlock
1.30.19
Who
When
January 2020 in the header
CEOs not present will be contacted for their signature on
J. Sedlock
1.30.19
the Operating Agreement
A. Horgan reviewed the report and updated the CEO’s on MCG training and the work of TBD on the ABS
workgroup. C. Pinter noticed CLS 15 minute for review by the group.
By
By
Informational Only
N/A
N/A
Who

When

S. Lindsey: question related to the list that should be provided by MDHHS. MSHN has not yet received the list and
has checked with the state. MSHN will parse and distribute the list of individuals covered by HMP that are
exempt from work requirements as soon as received.
Healthy Michigan Work Requirements

S. Laurie: J. Wiefrich indicated in CFI that the state is expecting approximately 100,000 enrollees to drop off.
What is our plan to address this when revenue is expected to decrease in May/April? MSHN expecting to utilize
current savings/ISF to supplement loss in FY20.
CFOs are working with the department directly to address the HMP funding.
By
By
Discussion Only
N/A
N/A
Who

Independent Medical Exams

Board Meeting Packet January 2020

When

S. Laurie – Judge in Clinton County, indicates per mental Health Code, section under IDD population that the
CMHSP is supposed to pay for IMEs. Section 522. 330.1522
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Action Required
By
Who

Regional Marketing/Public Relations
Campaign – Healthcare Integration

Board Meeting Packet January 2020

5

By
When

Previous Operations Council meeting tasked MSHN with soliciting a regional marketing firm to gather,
consolidate and distribute ‘marketing’ and/or ‘public relations’ oriented materials on regional healthcare
integration activities underway at CMHSPs and at MSHN
J. Sedlock recommended that action be delayed until after By
J. Sedlock
By
03/30/20
conclusion of strategic planning process so that the need
Who
When
for and, if appropriate, focus of a regional PR/Marketing
campaign would be focused on strategic priorities.
Supported by Operations Council.
By
Who

By
When

By
Who

By
When
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