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I.

Introduction

II.

Organizational Structure

The Mid State Health Network (MSHN) Quality Assessment and Performance Improvement Program
(QAPIP) is reviewed annually for effectiveness. The review includes the components of the QAPIP, the
performance measures, and improvement initiatives, as required based on the MDHHS PIHP contract and
the BBA standards. In addition to ensuring the components continue to meet the requirements, each
strategic initiative is reviewed to determine if the expected outcome has been achieved. Following the
review of the Annual QAPIP Report, recommendations are made for the Annual QAPIP Plan which includes
a description of each activity and a work plan for the upcoming year. The Board of Directors receives the
Annual QAPIP Report and approves the Annual QAPIP Plan for following year. The measurement period
for this annual QAPIP Report is October 1, 2020, through September 30, 2021. The scope of MSHN’s QAPIP
is inclusive of all CMHSP Participants, the Substance Use Disorder Providers, and their respective provider
networks.

a) Structure

The structure of the QAPIP allows each contracted behavioral health provider to establish and maintain
its own unique arrangement for monitoring, evaluating, and improving quality. The MSHN Quality
Improvement Council, under the direction of the Operations Council, is responsible for ensuring the
effectiveness of the QAPIP. Process improvements will be assigned under the auspices of MSHN to an
active PIHP council, committee, workgroup, or task specific Process Improvement Team.

b) Components
Recipients

MSHN continues the legacy of its founding CMHSP Participants by promoting and encouraging active
consumer involvement and participation within the PIHP, the respective CMHSP participants and their
local communities. Recipients of services participate in the QAPIP through involvement on workgroups,
process improvement teams, advisory boards, and Quality Improvement (QI) Councils at the local and
regional level. Recipients provide input into policy and program development, performance indicator
monitoring, affiliation activities/direction, self- determination efforts, QI projects, satisfaction findings,
consumer advocacy, local access and service delivery, and consumer/family education, etc. In addition to
the participation of recipients of services in quality improvement activities, MSHN and the CMHSP
Participants/SUD Providers strive to involve other stakeholders including but not limited to providers,
family members, community members, and other service agencies whenever possible and appropriate.
Opportunities for stakeholder participation include the PIHP governing body membership; Consumer
Advisory activities at the local, regional, and state levels; completion of satisfaction surveys; participation
on quality improvement work teams or monitoring committees; and focus group participation.
Stakeholder input will be utilized in the planning, program development, and evaluation of services, policy
development, and improvement in service delivery processes.
MSHN will provide oversight and monitoring of all members of its contracted behavioral health network
in compliance with applicable regulatory guidance. For the purposes of the Quality Management functions
germane to successful PIHP operations, the following core elements shall be delegated to the Community
Mental Health Services Programs and SUD Providers within the region:
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•
•
•
•

Implementation of Compliance Monitoring activities as outlined in the MSHN Corporate
Compliance Plan
Development and Implementation of Quality Improvement Program in accordance with PIHP Quality
Assessment and Performance Improvement Plan
Staff Oversight and Education
Conducting Research (if applicable)

MSHN will provide guidance on standards, requirements, and regulations from the MDHHS, the External
Quality Review, the Balanced Budget Act, and/or other authority that directly or indirectly affects MSHN
PIHP operations. Communication related to standards and requirements will occur through policy and
procedure development, constant contact, training, and committees/councils. MSHN will retain
responsibility for developing, maintaining, and evaluating an annual QAPIP and report in collaboration
with its CMHSP Participants and Substance Use Disorder Providers. MSHN will comply with 42 CFR
Program Integrity Requirements, including designating a PIHP Compliance Officer. Assurances for
uniformity and reciprocity are as established in MSHN provider network policies and procedures.

Communication of Process and Outcomes

The MSHN Quality Improvement Council (QIC) is responsible for monitoring and reviewing performance
measurement activities including identification and monitoring of opportunities for process and outcome
improvements in collaboration with other committees and councils, and the CMHSP Participants and SUD
Providers. A quality structure should identify clear linkages and reporting structures. Quarterly, members
of the committees, councils, and other relevant MSHN staff review the status of the organizational
performance measures to identify trends, correlations, and causal factors, establishing a quality
improvement plan to address organizational deficiencies.
For any performance measure that falls below regulatory standards and/or established targets, quality
improvement plans are required. After QIC meetings, reports are communicated through regular
reporting via Councils, Committees, the Board of Directors, and Consumer Advisory Council meetings.
Status of key performance indicators, consumer satisfaction survey results, and performance
improvement (PI) projects are reported to consumers and stakeholders, as dictated by the data collection
cycle. The Board of Directors receives an annual report on the status of organizational performance. Final
performance and quality reports are made available to stakeholders and the general public as requested
and through routine website updates.
MSHN is responsible for reporting the status of regional PI projects and verification of Medicaid services
to MDHHS. These reports summarize regional activities, achievements, and include interventions resulting
from data analysis.
The expectation of the use of practice guidelines are included in provider contracts. Practice guidelines
are reviewed and updated annually or as needed and are disseminated to appropriate providers through
relevant committees/councils/workgroups. All practice guidelines adopted for use are available on the
MSHN website.

c) Governance
Board of Directors

The MSHN’s Board of Directors employs the Chief Executive Officer (CEO), sets policy related to quality
management, and approves the PIHP's QAPIP, including the priorities as identified in this plan. The QAPIP
2

Plan is evaluated and updated annually, or as needed, by the MSHN Quality Improvement Council.
Through the Operations Council, Substance Use Disorder Oversight Policy Board and MSHN CEO, the
MSHN’s Board of Directors receives an Annual Quality Assessment and Performance Improvement Report
evaluating the effectiveness of the quality management program and recommending priorities for
improvement initiatives for the next year. The report describes quality management activities,
performance improvement projects, and actions taken to improve performance. After review of the
Annual Quality Assessment and Performance Improvement Report through the Board of Directors, the
QAPIP Report will include a list of the Board of Directors’ and will be submitted to the Michigan
Department of Health and Human Services (MDHHS).

Chief Executive Officer

MSHN’s CEO is hired/appointed by the PIHP Board and is the designated senior official with responsibility
for ensuring implementation of the regional QAPIP. The MSHN CEO has designated the Quality Manager
as the chair of the MSHN Quality Improvement Council. In this capacity, the Quality Manager under the
direction of the Director of Compliance, Customer Service and Quality, is responsible for the development,
review, and evaluation of the Quality Assessment and Performance Improvement Plan and Program in
collaboration with the MSHN Quality Improvement Council.
The MSHN CEO allocates adequate resources for the quality management program and is responsible for
linking the strategic planning and operational functions of the organization with the quality management
functions. The CEO assures coordination occurs among members of the Operations Council to maintain
quality and consumer safety. Additionally, the CEO is committed to the goals of the quality improvement
plan and to creating an environment that is conducive to the success of quality improvement efforts,
ensuring affiliation involvement, removing barriers to positive outcomes, and monitoring results of the
quality improvement program across the PIHP. The CEO reports to the PIHP Board of Directors
recommending policies and/or procedures for action and approval. The CEO is responsible for managing
contractual relationships with the CMHSP Participants and Substance Use Disorder Providers and for
issuing formal communications to the CMHSP Participants/SUD Providers regarding performance that
does not meet contractual requirements or thresholds. Similarly, the CEO is responsible for assuring
ongoing monitoring and compliance with its MDHHS contract including provision of performance
improvement plans as required.

Medical Director

The MSHN Medical Director and MSHN Addictions Treatment Medical Director consults with MSHN staff
regarding service utilization and eligibility decisions and is available to provide input as required for the
regional QAPIP.
The MSHN Medical Director is an ad hoc member of the MSHN Quality Improvement Council and
demonstrates an ongoing commitment to quality improvement; participating on committees and work
teams as needed, reviewing quality improvement reports, sentinel events, and critical incidents; and
assisting in establishing clinical outcomes for the PIHP.

CMHSP Participants/SUD Providers

A quality representative from each CMHSP is appointed by the CMHSP CEO to participate in the MSHN
Quality Improvement Council. Substance Use Disorders services are represented on the Council by MSHN
SUD Staff. CMHSP Participant/SUD Provider staff have the opportunity to participate in and to support
3

the QAPIP through organization wide performance improvement initiatives. In general, the CMHSP
Participant/SUD Provider staff’s role in the PIHP’s performance improvement program includes:
•
•
•
•
•

Participating in valid and reliable data collection related to performance measures/indicators at
the organizational or provider level.
Identifying organization-wide opportunities for improvement.
Having representation on organization-wide standing councils, committees, and work groups.
Reporting clinical care errors, informing consumers of risks, and making suggestions to improve
the safety of consumers.
Responsible for communication between the PIHP QIC and their local organization.

Councils and Committees

MSHN Councils and Committees are responsible for providing recommendations and reviewing regional
policy’s regarding related managed care operational decisions. Each council/committee develops and
annually reviews and approves a charter that identifies the following: Purpose, Decision Making Context
and Scope, Defined Goals, Monitoring, Reporting and Accountability, Membership, Roles and
Responsibilities Meeting Frequency, Member Conduct and Rules, and Upcoming Goals supporting the
MSHN Strategic Plan. The Operations Council approves all council/committee charters. Each
council/committee guides the Operations Council who advises the MSHN CEO. These recommendations
are considered by the Operations Council on the basis of obtaining a consensus or simple majority vote of
the twelve CMHSP participants. Any issues remaining unresolved after Operations Council consideration
will be subject to a vote with the majority position being communicated to the MSHN Board. The MSHN
CEO retains authority for final decisions or for recommending action to the MSHN Board.
Among other duties, these councils/committees identify, receive, and respond on a regular basis to
opportunities and recommendations for system improvements arising from the MSHN Quality
Assessment and Performance Improvement Program and reports annually on the progress of
accomplishments and goals.

Regional Medical Directors

The Regional Medical Directors Committee, which includes membership of the MSHN Medical Director
and the CMHSP participant Medical Directors, provide leadership related to clinical service quality and
service utilization standards and trends.

SUD Oversight Policy Board

Pursuant to section 287 95) of Public Act 500 of 2012, MSHN established a Substance Use Disorder
Oversight Policy Board (OPB) through a contractual agreement with and membership appointed by each
of the twenty-one counties served. The SUD-OPB is responsible to approve an annual budget inclusive of
local funds for treatment and prevention of substance use disorders; and serves to advise the MSHN Board
on other areas of SUD strategic priority, local community needs, and performance improvement
opportunities.

SUD-Provider Advisory Council (PAC)

The PAC was charged with serving in an advisory capacity to MSHN to represent SUD providers offering
input regarding SUD policies, procedures, strategic planning, quality improvement initiatives, monitoring
and oversight processes, to support MSHN’s focus on evidence-based, best practice service, delivery to
persons served, and assist MSHN in establishing and pursuing state and federal legislative, policy and
4

regulatory goals. The broad-based SUD-PAC included every Level of Care (LOC) and recovery housing. In
the four years since the SUD-PAC was established, engagement and membership declined. Due to lack of
efficiency, it is recommended that the MSHN SUD provider network utilize workgroups to serve in an
advisory capacity to MSHN to represent SUD providers and to offer input regarding SUD policies,
procedures, strategic planning, quality improvement initiatives, monitoring and oversight processes, and
to support MSHN’s focus on evidence-based, best practice service and delivery to persons served. Each
SUD provider workgroup is specific to a Level of Care (LOC) or recovery and functional areas including,
Women’s Specialty Services, Medication Assisted Treatment, Residential, as well as prevention and a
broader recovery-oriented workgroup. The MSHN SUD provider workgroups will be used for advisory
input around the functions that gave rise to the SUD-PAC’s original intent.

Regional Consumer Advisory Council (RCAC)

The RCAC is charged with serving as the primary source of consumer input to the MSHN Board of Directors
related to the development and implementation of Medicaid specialty services and supports
requirements in the region.

III.

Annual Reports

a) MSHN Councils Annual Reports FY21
Team Name: Mid-State Health Network Operations Council
Team Leader: Joseph Sedlock, MSHN Chief Executive Officer
Report Period Covered: 10.1.20-9.30.21
Purpose of the Operations Council:
The MSHN Board has created an OC to advise the Pre‐paid Inpatient Health Plan’s (PIHP) Chief
Executive Officer (CEO) concerning the operations of the Entity. Respecting that the needs of
individuals served, and communities vary across the region, it will inform, advise, and work with
the MSHN CEO to bring local perspectives, local needs, and greater vision to the operations of the
Entity so that effective and efficient service delivery systems are in place that are accountable to
the entity board, funders and the citizens who make our work possible. 1
Responsibilities and Duties 2:
The responsibilities and duties of the OC shall include the following:
 Advise the MSHN CEO in the development of the long-term plans of MSHN.
 Advise the MSHN CEO in establishing priorities for the Board’s consideration.
 Make recommendations to the MSHN CEO on policy and fiscal matters.
 Review recommendations from Finance, Quality Improvement, and Information
Services Councils other Councils/Committees as assigned.
 Assure policies and practices are operational, effective, efficient and in compliance
with applicable contracting and regulatory bodies 3; and
 Undertake such other duties as may be delegated by the Entity Board.
Article III, Section 3.2, MSHN/CMHSP Operating Agreement
Ibid., unless otherwise footnoted

1
2
3

Operations Council Charter, February 2014
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Defined Goals, Monitoring, Reporting and Accountability 4
The Operations Council shall establish metrics and monitoring criteria to evaluate progress on the
following primary goals:
• Expanded service access (penetration rates),
• Fiscal accountability,
• Compliance, and
• Improved health outcomes/satisfaction.
Additionally, the OC seeks to assess and achieve the following secondary goals:
• Retained function contracts achieved defined results,
• Collaborative relationships are retained (Evaluation of principles and values),
• Board satisfaction with OC advisory role,
• Staff perception and sense of knowing what is going on,
• Efficiencies are realized through standardization and performance improvement, and
• Benefits are realized through our collective strength.
Annual Evaluation Process:
a. Past Year’s (FY 21) Accomplishments:
• Strong COVID-19 pandemic response coordination and regional collaboration.
o Developed regional responses to provider questions and published definitive responses,
published and updated pertinent regional pandemic-related guidance documents, published
and updated COVID-related operational protocols.
o Implemented regional direct care worker premium pay initiative with multiple extensions
through the year.
o Implemented regional provider support and stabilization initiatives.
o Provided financial and in-kind supports to dozens of in-region providers.
o Considered regional workforce recognition program (was not implemented regionally due to
audit finding concerns).
o Distributed personal protective equipment (PPE) to all regional CMHSPs and dozens of
residential and ambulatory care providers, including substance use disorder network.
o Pursued a formal request with MDHHS for a temporary moratorium on Specialized Residential
Site Review activity for Providers struggling with Audits, HCBS oversight, MEV reviews, etc. to
not have compliance issues if items are postponed.
o Committed to MSHN-led, regional approaches to standardize to the extent feasible responses
to the COVID-19 pandemic.
 Met weekly during most of the pandemic response period in this fiscal year to coordinate
regional and local pandemic status/response.
 Facilitated workforce and beneficiary engagement in vaccination activities.
o Developed regional statement/communication regarding recommendation that all regional
meetings be mandated “Video On”.
• Monitored regional financial performance, including regional budget amendments for current year
budget and provided input on FY 22 budget.
• Supported regional participation in the State’s Bed Registry Pilot to collect inpatient denial data.
• Reviewed and approved changes and additions to the current year (FY 21) and next year (FY 22):
o Delegated Managed Care Review Tools
4

Ibid.
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•

•
•
•
•
•
•
•
•
•
•
•
•
•

•

o MSHN/CMHSP Medicaid Sub-Contracting Agreement
o Regional training grid
o Regional Financial Management Services contract
o Regional Psychiatric Inpatient Hospital contract
o Regional ABA/Autism Services Contract
Reviewed and approved changes to the:
o FY21-22 Population Health and Integrated Care Plan
o FY21 Consumer Handbook
o FY 21 Regional Network Adequacy Assessment
o MMBPIS Indicator and Performance Reports, including new indicators and changes to
measurement methodology
o QAPIP FY20 Annual Effectiveness report
o FY21 QAPIP Plan and Workplan
o Corporate Compliance Plan
Approved the proposal to add consumer representation on MSHN councils and committees.
Approved the charters for both QIC and Customer Service.
Supported the Independent Facilitation (IF) regional contracting proposal to secure IF services.
Discussed and supported current COFR policy.
MSHN earning and distribution of FY 20 Performance Bonus Incentives.
Strong engagement, collaboration, and regional commitment to strategic planning through
multiple strategic planning meetings.
Considered and supported a MSHN-held Crisis Residential Contract for the benefit of beneficiaries
in the region.
Presented the FY21 Balanced Scorecard with a new report including the CCBHC metrics in draft
form until final CCBHC metrics have been determined along with the role of the PIHP.
CCBHC – related planning and preparation.
Approved MSHN to negotiate the RELIAS contract to determine best option for the region.
Prepared for MiCAL expansion into MSHN region.
Approved updated charters to Councils, Committees and Workgroups.
Approved updated Policies and Procedures as presented for review.
Reviewed multiple regional reports; Satisfaction Surveys, Denials & Grievances, Priority Measures,
MMBPIS, Critical Incidents, Penetration Rates, Telehealth Utilization, Behavior Treatment, Acute
Care Services.
Reviewed External Regional Audit Results; HSAG Compliance, Performance Measure Validation,
Performance Improvement Plan (PIP).

b. Upcoming Goals for Fiscal Year Ending, September 30, 2022:
• Continue provider support during COVID-19 pandemic response period:
o Address workforce crisis regionally through continuation of Direct Care Worker Premium Pay
initiative.
o Continue regional provider stabilization initiative.
• Advocate for system reform changes that work for beneficiaries in the region while addressing,
responding to, and planning for changes to the public behavioral health system as a result of
legislative/other proposals for system redesign.
• Implement applicable portions of the MSHN Strategic Plan for FY 2022-2023.
7

Team Name: Finance Council
Team Leaders: Leslie Thomas MSHN Chief Financial Officer
Report Period Covered: 10.1.20-9.30.21
Purpose of the Finance Council
The Finance Council shall make recommendations to the Mid-State Health Network (MSHN) Chief
Finance Officer (CFO), Chief Executive Officer (CEO) and the Operations Council (OC) to establish all
funding formulas not otherwise determined by law, allocation methods, and the Entity’s budgets. The
Finance Council may advise and make recommendations on contracts for personnel, facility leases, audit
services, retained functions, and software. The Finance Council may advise and make recommendations
on policy, procedure, and provider network performance. The Council will also regularly study the
practices of the Entity to determine economic efficiencies to be considered.
Responsibilities and Duties:
Areas of responsibility:
 Budgeting – general accounting and financial reporting
 Revenue analyses
 Expense monitoring and management - service unit and recipient centered
 Cost analyses and rate-setting
 Risk analyses, risk modeling and underwriting
 Insurance, re-insurance, and management of risk pools
 Supervision of audit and financial consulting relationships
 Claims adjudication and payment; and
 Audits.
Monitoring and reporting of the following delegated financial management functions:
 Tracking of Medicaid expenditures
 Data compilation and cost determination for rate setting
 FSR, EQI or other MDHHS costing initiatives
 Verification of the delivery of Medicaid services; and
 Billing of all third-party payers.
Monitoring and reporting of the following retained financial management functions:
 PIHP capitated funds receipt, dissemination, and reserves
 Region wide cost information for weighted average rates
 MDHHS reporting; and
 Risk management plan
Defined Goals, Monitoring, Reporting and Accountability
• Favorable fiscal and compliance audit: CMHSP and PIHP fiscal audits are performed between
December 2019 and February 2020. The audits will be available to the PIHP once they are reviewed
by their respective Board of Directors. The goal is to have all CMHSP reports by April 2020. A
favorable fiscal audit will be defined as those issued with an unqualified opinion. A favorable
compliance audit will be defined as one that complies in all material aspects with relevant
contractual requirements.

•
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Meet targeted goals for spending and reserve funds: Determination will be made when the FY 2019
Final Reports due to MDHHS February 28, 2020, are received from the CMHSPs to the PIHP. The

•

•

•
•
•

goal for FY20 will be to spend at a level to maintain MSHN’s anticipated combined reserves to 15%
as identified by the board. This goal does not override the need to ensure consumers in the region
receive medically necessary care.
Work toward a uniform costing methodology: The PIHP CFO will participate in a Statewide
workgroup initiated by MDHHS and Community Mental Health Administration to establish standard
cost allocation methods. The goal is to reduce unit cost variances for each CPT or HCPCS. The
Medicaid Uniform Cost Report (MUNC) is due to MDHHS February 28, 2020. MDHHS compiles PIHP
reports and send an analysis to the PIHPs in June of 2020. Finance Council will review rates per
service and costs per case for service codes identified in the Service Use and Analysis report suite.
Finance Council will evaluate if action is needed based on State comparisons.
Uniform Administrative Costing – MSHN’s CFO participates in the PIHP CFO council. The PIHP CFO
council developed definitions, grids, and guidelines for uniform administrative costing.
Finance
Council members agreed to follow the methodology guidance from MSHN. CMHSPs must show
evidence of meeting MSHN’s guidelines through its Administrative Cost Report (ACR) narrative.
Monitor the impact on savings and reserves related to addition of Serious Emotional Disturbances
(SED) Waiver and Children’s Waiver funding now included in the PIHP’s capitation. Both programs
were previously funded directly to the CMHSPs on a fee- for-service basis.
Improve accuracy of interim reporting and projections in order to plan for potential risk related to
use of reserve funds.
Monitor changes related to 1115 waiver and its impact on the region’s funding.

Annual Evaluation Process
a. Past Year’s Accomplishments
•
FY 2020 fiscal audits were complete and submitted by the PIHP and 12 CMHSPs. The PIHP’s
and all CMHSP audits rendered an unqualified opinion. Compliance Examinations were
finalized for the PIHP and all CMHSPs. The PIHP’s Compliance Examination is completed after
the CMHSPs to ensure all adjustments to Medicaid and Healthy Michigan Plan are included.
The PIHP and its 12 CMHSPs complied in all material aspects with attestation standards set
forth by the American Institute of Certified Public Accountants.
•
MSHN achieved a fully funded (7.5%) Internal Service Fund for FY 2020. In addition, the region
boasted savings of more than $31.8 M which is approximately 5.2% of revenue for a total risk
reserve of 12.7%.
•
MDHHS and Milliman worked through FY 21 to develop a Standard Cost Allocation (SCA)
process. Throughout FY 21, Milliman has conducted SCA workgroup meetings and started
statewide bi-weekly question and answer sessions. Although the implementation date of SCA
is FY 22, only four MSHN’s CMHSPs will meet this deadline (The Right Door, Lifeways, Saginaw,
and Tuscola). The other eight CMHSPs received approval for an FY 23 implementation.
•
The SED and CW are incorporated into Medicaid funding for MDHHS reporting. MSHN also
tracks each revenue source to ensure sufficiency for covering CMHSP expenses. In FY 21
revenues are sufficient to meet service needs.
•
MSHN successfully submitted FY 21 Encounter Quality Initiative (EQI) reports to MDHHS. EQI
reporting replaced Utilization Cost Reports submitted in previous fiscal years.
b) In addition to the accomplishments listed above, MSHN’s Region successfully implemented
strategies to maintain provider fiscal stability during the COVID-19 pandemic. The goal was to
ensure providers continued service delivery including implementing many changes such as audio
only telehealth expansion and increased in-person safety measures. MSHN expended provider
9

stability funds with existing FY 21 revenue as MDHHS did not disburse additional funds for this
initiative.
c) Further, Direct Care Workers (DCW) were granted a $2 per hour premium pay increase for MDHHS
identified services. In March 2021, the rate was increased to $2.25 per hour and all DCW
payments include an additional 12% to cover the provider’s associated administrative expenses.
The State of Michigan’s budget included continuation of the DCW premium pay and the effective
October 1, 2021, boosted the hourly rate to $2.35.
Upcoming Goals for Fiscal Year Ending September 30, 2022, Goals:
•

•

•

•
•
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Favorable fiscal and compliance audit: CMHSP and PIHP fiscal audits are performed between
December 2021 and February 2022. The audits will be available to the PIHP once they are
reviewed by their respective Board of Directors. The goal is to have all fiscal CMHSP reports
by April 2022 and compliance exams by June 2022. A favorable fiscal audit will be defined as
those issued with an unqualified opinion. A favorable compliance audit will be defined as one
that complies in all material aspects with relevant contractual requirements.
Meet targeted goals for spending and reserve funds: Determination will be made when the
FY 2021 Final Reports due to MDHHS March 31, 2022, are received from the CMHSPs to the
PIHP. The goal for FY21 will be to spend at a level to maintain MSHN’s anticipated combined
reserves to 15% as identified by the board. This goal does not override the need to ensure
consumers in the region receive medically necessary care.
Work toward a uniform costing methodology: The PIHP CFO will participate in a Statewide
workgroup initiated by MDHHS and Milliman to establish standard cost allocation methods.
Regionally, Finance Council will review rates per service and costs per case for service codes
identified in the Service Use and Analysis report suite. Finance Council will evaluate if action
is needed based on State comparisons.
Improve accuracy of interim reporting and projections in order to plan for potential risk
related to use of reserve funds.
Monitor changes related to 1115 waiver and its impact on the region’s funding.

TEAM NAME: Information Technology Council
TEAM LEADER: Forest Goodrich, MSHN Chief Information Officer
REPORT PERIOD COVERED: 10.1.20-9.30.21
Purpose of the Council or Committee:
The MSHN IT Council (ITC) is established to advise the Operations Council (OC) and the Chief Executive
Officer (CEO) and will be comprised of the Chief Information Officer (CIO) and the CMHSP Participants
information technology staff appointed by the respective CMHSP CEO/Executive Director. The IT Council
will be chaired by the MSHN CIO. All CMHSP Participants will be equally represented.
Responsibilities and Duties:
The responsibilities and duties of the ITC include the following:
 The IT Council will provide information technology leadership by collaborating for the purpose of
better understanding MDHHS and other regulatory requirements, sharing knowledge and best
practices, working together to resolve operational issues that affect both CMHSPs and MSHN, and
achieve practical solutions. The IT Council will assist CMHSP IT staff in keeping up to date on
current technology and with MDHHS and MSHN requirements by exchanging knowledge and
ideas, and promoting standard technology practices and efficiency throughout the region. The IT
Council will advise the MSHN CIO and assist with MSHN IT planning that benefits both MSHN and
the individual CMHSP Participants.
Defined Goals, Monitoring, Reporting and Accountability:
The IT Council shall establish metrics and monitoring criteria to evaluate progress on the following
primary goals:
• Representation from each CMHSP Participant at all meetings
• Successfully submit MDHHS required data according to MDHHS requirements regarding quality,
effectiveness, and timeliness
• Collaborate to develop systems or processes to meet MDHHS requirements (e.g., BH-TEDS
reporting, Encounter reporting)
• Accomplish annual goals established by the IT Council and/or OC, such as:
a. Work on outcome measure data management activities as needed.
b. Improve balanced scorecard reporting processes to achieve or exceed target amounts.
c. Transition health information exchange (HIE) processes to managed care information system,
when appropriate, to gain efficiencies in data transmissions.
• Meet IT audit requirements (e.g., EQRO).
Annual Evaluation Process:
a. Past Year Accomplishments
• Representation from each CMHSP Participant at all meetings
o There was a 99% attendance rate during FY20 ITC meetings. 100% attendance occurred
in 10 meetings. Participation remains active as we are a highly collaborative group,
sharing expertise and project strategies.
• Successfully submit MDHHS required data regarding quality, effectiveness, and timeliness
o We exceeded 95% compliance standard for submitting BH-TEDS with all three transaction
types: mental health, substance use, and crisis records. (M, A, Q transactions)
o MDHHS reported we were measured at 99.1% in encounter reporting timeliness and
11

•
•

•

•

volume submissions at quarterly intervals. MSHN reconciled 100% to MDHHS warehouse
records at year-end.
o MSHN met the requirements for MDHHS performance incentives that included evaluating
Veterans Navigator quarterly reporting and Veteran’s status in BH-TEDS reporting and
submitting BH ADT records by two CMHSPs in the region to MiHIN. (CEI and Lifeways)
Several initiatives that ITC assisted with during this fiscal year are:
o Continued trending telehealth events during pandemic.
o Assisted with encounter alignment to meet EQI reporting requirements.
Facilitate health information exchange processes
o Changed the active care relationship process (ACRS) to derive from CMHSP systems so that
data exchange is timely.
o Implemented COVID-19 response file exchange.
o Transitioned LOCUS data exchange to HIE between CMHSP systems and MSHN.
o Admission, Discharge and Transfer records are received directly into CMHSP EMR.
o Continued pilot process with MDHHS and MiHIN for Substance Use Disorder eConsent in
MI Gateway.
Goals established by Operations Council
o Improvements with balanced scorecard reporting.
o Continue trending COVID-19 and telehealth reports.
o Manage upgrades to MCG Indicia and guidelines.
Meet external quality review requirements
o Health Services Advisory Group conducted a review for MDHHS and evaluated
performance measures and information systems capabilities. Both areas were
successful and approved.

b. Goals for fiscal year ending September 30, 2022
• Active participation by all CMHSP representatives at each monthly meeting.
• Meet current reporting requirements as defined by MDHHS.
• Improve Employment and Minimum Wage field values in BH-TEDS reporting process.
• Pilot CC360 API integration in EMRs.
• Provide analysis with Medicaid disenrollment impact.
• Work to achieve balanced scorecard target values.
• Continue implementing BH ADT record submission to MiHIN for shared HIE processing.
• Work toward achieving goals established by Operations Council.
• Prepare for and pass audit requirements of the external quality review.
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TEAM NAME: Quality Improvement Council
TEAM LEADER: Sandy Gettel, MSHN Quality Manager
REPORT PERIOD COVERED: 10.1.20 – 9.30.21
Purpose of the Council or Committee:
The Quality Improvement Council was established to advise the Operations Council and the Chief
Executive Officer concerning quality improvement matters. The Quality Improvement Council is
comprised of the MSHN Quality Manager, the CMHSP Participants’ Quality Improvement staff appointed
by the respective CMHSP Participant Chief Executive Officer/Executive Director and a MSHN SUD staff
representing substance use disorder services as needed. The Quality Improvement Council is chaired by
the MSHN Quality Manager. All Participants are equally represented on this council.
Responsibilities and Duties:
The responsibilities and duties of the QIC include the following:
• Advise the MSHN Quality Manager and assist with the development, implementation, operation,
and distribution of the Quality Assessment and Performance Improvement Plan (QAPIP) and
supporting MSHN policies and procedures.
• Recommend and monitor the development of internal systems and controls to carry out the
Quality Assessment and Performance Improvement Program and supporting policies as part of
daily operations.
• Development of valid and reliable data collection related to performance measures/indicators at
the organizational/provider level.
• Identification of organization-wide opportunities for improvement including but not limited to
the safety of consumers.
• Evaluating the effectiveness of the QAPIP.
• Determining the appropriate strategy/approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus.
• Reviewing audit results and corrective action plans, making recommendations when appropriate.
Defined Goals, Monitoring, Reporting and Accountability
The QIC established metrics and monitoring criteria to evaluate progress on the following primary goals:
• Implementation of the Quality Assessment and Performance Improvement Program (QAPIP) Plan.
• Performance Measures included within the QAPIP as required by MDHHS and identified through
Operations Council.
• Improvement efforts as it relates to external reviews including but not limited to the External
Quality Reviews and MDHHS reviews.
• Compliance and oversight of the above identified areas.
Additionally, the QIC seeks to assess and achieve the following secondary goals:
• Retained function contracts achieved defined results.
• Collaborative relationships are retained.
• Reporting progress through Operations Council.
• Regional collaboration regarding expectations and outcomes.
• Efficiencies are realized through standardization and performance improvement.
• Improved performance is realized through our collective strength.
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Annual Evaluation Process:
a. Past Year’s Accomplishments: The QIC had twelve (12) meetings during the reporting period and in
that time completed the following tasks:
• Reviewed and approved the FY20 Quality Assessment and Performance Improvement Report.
• Reviewed, revised, and approved the FY21 Quality Assessment and Performance
Improvement Plan.
• Reviewed, revised, and developed current regional policies and procedures in areas of Quality
Improvement.
• Reviewed the Annual Medicaid Event Verification Report.
• Reviewed the Quality Assessment Performance Improvement (QAPI) Report which includes
trends, strengths and growth areas from site reviews that occurred within the quarter.
• Reviewed and approved the FY21 Delegated Managed Care Site Review Tools.
• Reviewed key performance indicators (Diabetes Screening, Follow Up to Hospitalization,
Diabetes Monitoring) quarterly identifying trends and action steps as needed.
• Reviewed the Recovery Self-Assessment data (Administrator, Provider) identifying trends and
growth areas.
• Evaluated the effectiveness of the interventions and reviewed the data for the performance
improvement project “Diabetes Monitoring for Schizophrenia Diagnosis” identifying barriers
and interventions.
• Identified a proposed new PIP topic for CY22
• Reviewed the Critical Incident Data quarterly, developed a more in-depth analysis for
identifying trends and growth areas for development of focused improvement efforts;
developed a corrective action plan to address the timeliness of reporting incidents; developed
a process to collect supplement data (drug related and COVID as a contributing factor) for
death reporting.
• Reviewed the Michigan Mission Based Performance Indicator System (MMBPIS) data
quarterly report identifying trends and actions steps for improvement.
• Monitored the process for collection and analysis of the new (Indicator 2, Indicator 2e and 2b,
and Indicator 3) Michigan Mission Based Performance Indicator System (MMBPIS).
• Reviewed the Behavior Treatment Review Data quarterly, identifying trends and growth areas
• Participated in the External Quality Reviews (Performance Improvement Project, Performance
Measurement Validation, Compliance Review), completing and implementing required
corrective action and recommendations.
• Completed satisfaction surveys for representative populations, identifying trends and growth
areas for development of focused improvement efforts.
• Completed annual review and update of QIC charter.
b. Goals for Fiscal Year Ending, September 30, 2022
• Incorporate consumer representatives in QIC Council and meetings.
• Report and complete a QAPIP report to assess the effectiveness of the QAPIP.
• Conduct ongoing bi- annual review of required policies, revising as needed to ensure compliance
of MDHHS/MSHN requirements and processes.
• Continue implementation, monitoring and reporting of progress on the two (2) regional
Performance Improvement Projects.
• Continue quarterly monitoring of quality and performance improvement related to the QAPIP,
streamlining the reporting and improvement process in coordination with clinical
14
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committees/councils when relevant.
o Behavior Treatment Review
o Critical Incidents
o Performance Improvement (MMBPIS)
o Consumer Satisfaction
o Follow Up to Hospitalization (FUH)
Review available healthcare data for identification of trends and quality improvement
opportunities.
Incorporate Ethnic/Racial disparities into the relevant performance measures including but not
limited to the FUH performance measure.
Continue to measure stakeholder feedback and/satisfaction.
Continue to develop a process to strengthen and to ensure training for Person-Centered
Planning, Independent Facilitation and Self Determination implementation.
Will perform at or above standard for identified performance measures.
Monitor progress of and evaluate the effectiveness of site review corrective action plans.

b) MSHN Advisory Councils FY21 Annual Reports
Team Name: Regional Consumer Advisory Council
Team Leader: Gordon Matrau, Chairperson
Report Period Covered: 10.1.20-9.30.21
Purpose of the Consumer Advisory Council:
The Consumer Advisory Council will be the primary source of consumer input to the MSHN Board of
Directors related to the development and implementation of Medicaid specialty services and supports
and coordinating agency requirements in the region. The Consumer Advisory Council includes
representatives from all twelve (12) CMHSP Participants of the region.
Responsibilities and Duties:
Other responsibilities and duties of the CAC shall include the following:
• Provide representation to the MSHN CAC on behalf of the local consumer councils.
• Assist with effective communication between MSHN and the local consumer advisory
mechanisms.
• Advise the MSHN Board of Directors relative to strategic planning and system advocacy efforts
for public mental health.
• Advise MSHN Board of Directors related to regional initiatives for person-centered planning,
self-determination, health care integration, independent facilitation, recovery, eligibility
management, network configuration, and other consumer-directed options.
• Provide recommendations related to survey processes, customer satisfaction, consumer
involvement opportunities, consumer education opportunities, quality and performance
improvement projects and other outcome management activities.
• Focus on region-wide opportunities for stigma reduction related to mental health and
substance use disorder issues.
Defined Goals, Monitoring, Reporting and Accountability
•

The CAC shall review aggregate reports received from the Quality Assessment and
Performance Improvement Program (QAPIP), provide recommendations, and give guidance
and suggestions regarding consumer-related managed care processes.

•

Provide feedback for regional initiatives designed to encourage person-centered planning,
self- determination, independent facilitation, anti-stigma initiatives, community integration,
recovery and other consumer-directed goals.

•

Share ideas and activities that occur at the local CMHSP level and create an environment that
fosters networking, idea sharing, peer support, best practices, and resource sharing.

Annual Evaluation Process:
a. Past Year’s Accomplishments: The Consumer Advisory Council had 6 meetings during the reporting
period and in that time, they completed the following tasks:
• Reviewed the Annual Compliance Summary Report
• Reviewed changes to the FY21 MSHN Consumer Handbook
• Reviewed Quality Improvement Performance Measure Reports that included Performance
Indicators, Behavior Treatment Review and Oversight, Critical Incidents, Grievance and
16

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Appeals, and Medicaid Fair Hearings
Reviewed and provided feedback on the satisfaction survey results
Reviewed and provided feedback on the MSHN Compliance Plan
Reviewed and provided feedback on the MSHN Council/Committee Consumer
Representative process
Reviewed and provided feedback on 2022-2023 MSHN Strategic Plan
Reviewed and provided feedback on Quality Assessment and Performance Improvement
Partnered with MSHN to promote the Regional HCBS Final Rule Presentation
Education on the Veteran Navigator program
Education on and discussion on Veterans: Homelessness and Mental Health Support
Reviewed outcomes from Health Services Advisory Group (HSAG) Performance Measure
Validation (PMV) and Performance Improvement Project (PIP) annual reviews
Reviewed and revised council charter
Discussed the Public Behavioral Health System Redesign and explored advocacy
opportunities
Improved practices for ongoing communication between MSHN and local councils
Ongoing discussion on ways to strengthen Person Centered Planning, Independent
Facilitation and Self Determination Implementation
Reviewed and approved RCAC annual effectiveness report
Continued online meetings through Zoom in response to the global pandemic

b. Upcoming Goals for Fiscal Year 2022 Ending, September 30, 2022:
• Provide input on regional educational opportunities for stakeholders
• Provide input for ongoing strategies for the assessment of primary/secondary consumer
satisfaction
• Review regional survey results including SUD Satisfaction Survey and external quality reviews
• Review annual compliance report
• Annual review and feedback on QAPIP
• Annual review and feedback on Compliance Plan
• Annual review of the MSHN Consumer Handbook
• Review and advise the MSHN Board relative to strategic planning and advocacy efforts
• Provide group advocacy within the region for consumer related issues
• Explore ways to improve Person Centered Planning, Independent Facilitation and Self
Determination Implementation
• Improve communication between the Regional Consumer Advisory Council and the local
CMHSP consumer advisory groups
• Explore ways to get more consumers involved in the RCAC and local consumer councils
• Public Behavioral Health System Redesign Advocacy
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TEAM NAME: Substance Use Disorder Provider Advisory Committee (SUD-PAC)
TEAM LEADERS: Shannon Myers, Treatment Specialist; Jill Worden, Prevention Lead;
Melissa Davis, QAPI Manager; Kathrin Flavin, Utilization Management and Dani Meier, Chief Clinical
Officer
REPORT PERIOD COVERED: 10.1.2020 – 9.30.2021
Purpose of the Council or Committee:
MSHN Leadership has created a Substance Use Disorder Provider Advisory Committee (SUD-PAC) to serve
in an advisory capacity to MSHN regarding SUD policies, procedures, strategic planning, monitoring and
oversight processes, to assist MSHN with establishing and pursuing state and federal legislative, policy
and regulatory goals, and to support MSHN’s focus on evidence-based, best practice service and delivery
to persons served.
Responsibilities and Duties:
The responsibilities and duties of the SUD-PAC include the following:
• Serve as liaison between MSHN and SUD provider network
• Evaluate MSHN strategic plan as it relates to the SUD system and provide input into regional
implementation of strategic action items.
• Provide input on MSHN’s Quality Assurance Reviews (review process, standards, QI
enhancement).
• Evaluate annual provider satisfaction survey results and provide input into regional action.
• Support implementation of evidence-based best practice service delivery to persons served.
• Provide input and advocacy on prevention (PX), treatment (TX), and recovery network policies &
procedures.
• Support and provide input on MSHN and MDHHS performance improvement initiatives.
• Provide input on MSHN’s Prevention, Treatment and Recovery annual plan processes.
• Provide input on regional concerns that impact providers and/or clients (e.g., barriers to access).
• Support fulfilment of state and federal legislative, policy and regulatory goals.
Defined SUD-PAC Goals:
• Enhance communication between MSHN and SUD Provider Network
• Strengthen SUD strategic objectives and implementation
• Assess MSHN’s Quality Assurance Reviews for clarification
• Identify methods to encourage feedback to satisfaction surveys process
• Support delivery of evidence-based best practices
• Promote clarification of prevention, treatment, and recovery network policies/procedures
• Uphold MSHN and MDHHS performance improvement initiatives
• Identify methods to improve MSHN’s Prevention, Treatment, and Recovery annual plan process
• Ensure regional concerns that impact providers and/or clients are identified
• Promote clarification of state and federal legislative, policy and regulatory goals
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Past Accomplishments:
In the past year, the SUD-PAC has done the following:
• Held group discussions on staffing difficulties
• Held group discussions on State System proposed changes
• Held multiple discussions and provided input to MSHN on how pandemic was affecting
treatment, prevention and recovery services and possible solutions
• Held group discussions on LGBTQ+ inclusion and ideas to support increased penetration in
services
• Held discussions on increasing diversity, equity, and inclusion in the MSHN region
• Continued to review and receive statewide ASAM Continuum assessment updates
• Offered input on SUD provider audit process and tools
• Discussed barriers to SUD PAC efficacy in meeting its defined purpose and role and
considered alternatives.
Reviewed the following:
• Offered input on SUD provider audit process and tools
• Required trainings
• Reviewed the annual plan process
• Provider satisfaction survey results
• Provider workforce attraction, retention, and regional issues
• Proposed contract changes
• MMBPIS SUD Summary Report
• MSHN SUD Sentinel Events
• PAC calendar
• SUD Provider Manual
• 2022 QAPI Standards
• Provider Risk Assessment tool
• CAIT license questions and updates
• Reviewed financial changes related to reductions in Block Grant funds, provider stabilization,
and COVID relief funds
Future Plans:
A consistent issue throughout the life of the SUD-PAC has been sustained engagement and ways that
this has impacted its defining purpose, first and foremost, to provide advisory input on multiple levels
of SUD regional issues and operations, and secondarily, to serve as liaison with the broader provider
network. As noted above, this was raised and discussed with the group in FY21 and in previous years.
Over time, changes were made to attempt greater engagement, for example, handing over meeting
facilitation to a provider member of the SUD-PAC as Chair. These and other efforts didn’t offer
significant improvement even prior to the COVID pandemic and with the pandemic’s impact on
provider capacity and workforce issues, SUD-PAC engagement continued to decline in 2020 and
2021.
A common theme was that with the diversity in SUD-PAC membership—inclusive of prevention,
treatment at every level of care, and recovery providers—there were frequent gaps in what was
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relevant or useful as topics or foci of the group. By contrast, MSHN’s provider workgroup groups that
are more focused around functional areas—Women’s Specialty Services (WSS), Medication-Assisted
Treatment (MAT), and Recovery providers, for example, have been meeting for years with solid
engagement and a high sense of relevance and utility for provider members. A recently developed
Residential Treatment workgroup has had similar engagement and appreciation from members for
what the group has to offer in terms of targeted and focused problem-solving and informationsharing.
It was determined therefore that in FY22, MSHN would use these more targeted provider groups
organized around functional and operational domains as a venue for provider input and engagement
with MSHN. While not formally disbanded, the SUD-PAC will suspend its activity in FY22 as MSHN
explores the impact of these other provider groups.
MSHN is grateful to those providers whose staff have served on the SUD-PAC and have contributed
their time and labor to increasing and improving collaboration and communication between the
provider network and MSHN.
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c) MSHN Oversight Policy Board FY21 Annual Report
Team Name: Substance Use Disorder Oversight Policy Board
Team Leader: Chairman John Hunter, SUD Board Member
Report Period Covered: 10.1.20-9.30.21
Purpose of the Board: The Mid-State Health Network (MSHN) Substance Use Disorder (SUD) Oversight
Policy Board (OPB) was developed in accordance with Public Act 500 of 2012, Section 287 (5). This law
obliged MSHN to “establish a substance use disorder oversight policy board through a contractual
agreement between [MSHN] and each of the counties served by the community mental health services
program.” MSHN/s twenty-one (21) counties each have representation on the OPB, with a designee
chosen from that county. The primary decision-making role for the OPB is as follows:



Approval of any portion of MSHN’s budget containing local funding for SUD treatment or
prevention, i.e. PA2 funds
Has an advisory role in making recommendations regarding SUD treatment and prevention in
their respective counties when funded with non-PA2 dollars.

Annual Evaluation Process:
a. Past Year’s Accomplishments:
•
Received updates and presentations on the following:
o MSHN SUD Strategic Plan
o MSHN SUD Prevention & Treatment Services
•
Approval of Public Act 2 Funding for FY20 & related contracts
•
Approved use of PA2 funds for prevention and treatment services in each county
•
Received presentation on FY21 Budget Overview
•
Received PA2 Funding reports – receipts & expenditures by County
•
Received Quarterly Reports on Prevention and Treatment Goals and Progress
•
Received Financial Status Reports on all funding sources of SUD Revenue and Expenses
•
Provided advisory input to the MSHN Board of Directors regarding the overall agency
strategic plan and SUD budget
•
Executed new three-year SUD Intergovernmental Agreement
•
Received new written updates from Deputy Director including state and federal activities
related to SUD
•
Received updates on MDHHS proposed future of Behavioral Health
•
Provided input and received information/updates on Block Grand Reduction Strategies
•
Received updates on MDHHS State Opioid Response Site Visit Results
•
Received information on COVID-19 and Provider Status
•
Shared prevention and treatment strategies within region
b. Upcoming Goals for FY22 ending, September 30, 2022:
•
Approve use of PA2 funds for prevention and treatment services in each county
•
Improve communications with MSHN Leadership, Board Members and local coalitions
•
Orient new SUD OPB members as reappointments occur
•
Receive information and education on opioid settlement and strategies
•
Provide input into COVID related funding specific to Substance Use Disorder Treatment and
prevention
• Monitor SUD spending to ensure it occurs consistent with PA 500
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d) MSHN Committee FY21 Annual Reports
Team Name: Clinical Leadership Committee
Team Leader: Todd Lewicki, Chief Behavioral Health Officer
Report Period Reviewed: 10.1.20-9.30.21
Purpose of the Clinical Leadership Committee (CLC):
The MSHN Operations Council (OC) has created a CLC to advise the Prepaid Inpatient Health Plan’s (PIHP)
Chief Executive Officer (CEO) and the OC concerning the clinical operations of MSHN and the region.
Respecting that the needs of individuals served, and communities vary across the region, it will inform,
advise, and work with the CEO and OC to bring local perspectives, local needs, and greater vision to the
operations of MSHN so that effective and efficient service delivery systems are in place that represent
best practice and result in good outcomes for the people served in the region.
Responsibilities and Duties
The responsibilities and duties of the CLC shall include the following:
•
•
•
•
•
•

Advise the CEO and OC in the development of clinical best practice plans for MSHN (including
implementation and evaluation);
Advise the CEO and OC in areas of public policy priority including high risk, high cost, restrictive
interventions, or that are problem prone.
Provide a system of leadership support, collaborative problem solving and resource sharing for
difficult cases.
Support system‐wide sharing though communication and sharing of major initiatives (regional
and statewide).
Assure clinical policies and practices are operational, effective, efficient and in compliance with
applicable contracting and regulatory bodies
Undertake such other duties as delegated by the CEO or OC.

Defined Goals, Monitoring, Reporting and Accountability
The CLC shall establish metrics and monitoring criteria to evaluate progress on the following primary goals:
• Improved health outcomes.
• Increased use of evidenced based practices.
• Improved collaboration of the region’s clinical leadership including member satisfaction with the
committee process and outcomes.
• Increased use of shared resources and problem solving for difficult cases.
Additionally, the CLC seeks to assess and achieve the following secondary goals:
•
•
•
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CEO and OC satisfaction with CLC advisory role,
Staff perception and sense of knowing what is going on, and
Efficiencies are realized through standardization, performance improvement and shared
resources.

Annual Evaluation Process
a. Past Year’s Accomplishments
The CLC will be involved in monitoring, developing, and recommending improvements to:
Continue exploring opportunities to maximize partnership role with the Regional Medical
Directors
• Focus on 1915i service oversight transition to PIHP for annual eligibility authorizations
• Continued work relating to Parity for all CMHSP services
• Provide support to MCG Parity system
• Discuss, explore, and initiate program opportunities in psychiatric residential treatment
facility implementation
• Continue to discuss options for difficult placement situations and create protocol as
appropriate
• Continue to assess the impact of the COVID-19 pandemic and opportunities to enhance
services for affected individuals related to PTSD, trauma-focused care, etc.
• Explore and recommend opportunities for innovative service models including telehealth
and others as allowed by state rule.
• Continue oversight of regional HCBS compliance and related issues
• Complete work on crisis residential unit for adults in MSHN region
b. Upcoming Goals (FY2022) (CF=carry forward from FY2021)
• Carry forward some goals from previous year
• Address workforce shortage
• Address crisis resources uniformly across the region
• Stabilize CLS and residential systems of care, including staffing and provider stability (CLS and
spec. res.). Include planning relating to serving persons with behavioral issues.
• Deal with crisis response to meth and substance induced psychosis.
• (CF) Continue exploring opportunities to maximize partnership role with the Regional
Medical Directors
• (CF) Focus on 1915i service oversight transition to PIHP for annual eligibility authorizations
• (CF) Address psychiatric residential treatment facility (PRTF) as MDHHS begins
implementation.
•
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Team Name: Regional Medical Director’s Committee
Team Leaders: Dr. Zakia Alavi
Report Period Covered: 10.1.20-9.30.21
Purpose of the Regional Medical Directors Committee (MDC)
As created by the MSHN Operations Council (OC), the MDC functions to advise the MSHN Chief Medical
Officer (CMO), the MSHN Chief Executive Officer (or designee), the MSHN Chief Behavioral Health Officer
(CBHO), and the OC concerning the behavioral health operations of MSHN and the region. Respecting that
the needs of individuals served, and communities vary across the region, it will inform, advise, and work
with the CMO, CEO (or designee), CBHO, and OC to bring local perspectives, local needs, and greater vision
to the operations of MSHN so that effective and efficient service delivery systems are in place that
represent best practice and result in good outcomes for the people served in the region.
Responsibilities and Duties
The responsibilities and duties of the MDC shall include the following:
• Contribute to regional plan development as well as review, advise, and recommend approval of
the regional plans as appropriate but specifically the following:
o Population Health and Integrated Care Plan
o Utilization Management Plan
o Quality Assurance and Performance Improvement Plan
• Advise MSHN and the OC in the selection, monitoring and improvement initiatives related to
regional performance measures.
• Advise MSHN and OC in the development of clinical best practice guidelines for MSHN (including
implementation and evaluation).
• Provide a system of leadership support, collaborative problem solving and efficient resource
sharing for high risk cases.
• Support collaboration with Primary Care/Physical Health Plans related to Population Health
Activities as well as local community efforts
• Support system‐wide sharing though communication and sharing of major initiatives (regional
and statewide).
• Assure clinical policies and practices are operational, effective, efficient, and in compliance with
applicable contracting and regulatory bodies; and
• Undertake such other duties as may be delegated by the CMO or OC.
Defined Goals, Monitoring, Reporting and Accountability
The MDC shall establish metrics and monitoring criteria to evaluate progress on the following primary
goals:
• Improved health outcomes.
• Increased use of clinically targeted evidenced based practices and promising practices.
• Improved collaboration of the region’s Regional Medical Directors including member satisfaction
with the committee process and outcomes.
• Improved collaboration with primary care physicians and health plans
• Increased use of shared resources and collaborative problem solving for difficult cases.
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Additionally, the MDC seeks to assess and achieve the following secondary goals:
•
•
•

CMO and OC satisfaction with MDC advisory role,
Staff education, inclusion and information related to regional strategies; and
Efficiencies realized through standardization, performance improvement and shared resources.

Annual Evaluation Process
a. Past Year’s Accomplishments
• Case consult and documentation process begun.
• Behavior Treatment Plan Review Committee feedback on medication guidelines.
• Input into Population health and Integrated Care Plan and Quarterly Reports
• MCG Indicia clinical support tool
• Discussion on behavioral health system redesign.
• Review of outlier analyses and use of CAFAS and LOCUS and related issues.
• Review and input into data, including MSHN performance improvement projects, health
equity analysis.
• Establishment of bi-weekly RMD COVID calls to trouble shoot and establish protocols for
response within the region.
• Guidance relating to Residential Safety, Agency Reopening, and Mask Wearing Guidance.
b. Upcoming Goals
• Core service menus for LOCUS and CAFAS
• Assisted Outpatient Treatment
• COVID discussion for planning
• Continued input into behavior treatment processes
• Ongoing input into population health and integrated care
• Ongoing input into data-related decisions
• Maintaining/improving staffing at all levels.
• Incorporate medical point of view into resource decisions, care decisions, increasing
collaborative efforts. (Includes grant opportunities). Provide input into clinical leadership
processes, improve linkages with Clinical Leadership Committee. Protect time to ensure
that there is medical director input and address with Operations Council.
• Create a description of the minimum functions/roles expected of a medical director.
• Improve relationship with MDHHS around processes related to CMH functions (i.e.,
determination of hospitalization). Address improving collaboration in the authorities that
exist in the CMH and MDHHS.
• Address MI-SMART at a regional level, to also include adequate coverage at the hospital.
Include medical issues the individual is experiencing and hospital capability to address.
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TEAM NAME: Utilization Management Committee
TEAM LEADER: Skye Pletcher, MSHN Director of Utilization and Care Management
REPORT PERIOD: 10.01.2020 – 9.30.2021
Purpose of the Council or Committee: The Utilization Management Committee (UMC) exists to assure
effective implementation of the Mid-State Health Network’s UM Plan and to support compliance with
requirements for MSHN policy, the Michigan Department of Health and Human Services Prepaid Inpatient
Health Plan Contract and related Federal & State laws and regulations.
Responsibilities and Duties: The responsibilities and duties of the UMC include the following:
• Develop and monitor a regional utilization management plan.
• Set utilization management priorities based on the MSHN strategic plan and/or contractual/public
policy expectations.
• Recommend policy and practices for access, authorization and utilization management standards
that are consistent with requirements and represent best practices.
• Participate in the development of access, authorization and utilization management monitoring
criteria and tools to assure regional compliance with approved policies and standards.
• Support development of materials and proofs for external quality review activities.
• Establish improvement priorities based on results of external quality review activities.
• Recommend regional medical necessity and level of care criteria.
• Perform utilization management functions sufficient to analyze and make recommendations relating
to controlling costs, mitigating risk and assuring quality of care.
• Review and monitor utilization patterns and analysis to detect and recommend remediation of
over/under or inappropriate utilization; and
• Recommend improvement strategies where adverse utilization trends are detected.
• Ensure committee coordination and information sharing to address continuity and efficiency of PIHP
processes.
Defined Goals, Monitoring, Reporting and Accountability- As defined by the MSHN Utilization
Management Plan:
• Define specifics of regional requirements or expectations for CMHSP Participants and SUD Providers
relative to prospective service reviews (pre-authorizations), concurrent reviews and retrospective
reviews for specific services or types of services, if not already addressed in policy.
• Define any necessary data collection strategies to support the MSHN UM Program, including how the
data resulting from the completion of any mandatory standardized level of care, medical necessity
or perception of care assessment tools will be used to support compliance with MSHN UM
policies.
• Define metrics for population-level monitoring of regional adherence to medical necessity
standards, service eligibility criteria and level of care criteria (where applicable).
• Define expected or typical population service utilization patterns and methods of analysis to identify
and recommend possible opportunities for remediation of over/under utilization.
• Implement policies and systems to ensure consistency with the Mental Health Parity and Addiction
Equity Act of 2008 (MHPAEA).
• Set annual utilization management priorities based on the MSHN strategic plan and/or
contractual/public policy expectations.
• Recommend improvement strategies where service eligibility criteria may be applied inconsistently
26

across the region, where there may be gaps in adherence to medical necessity standards and/or
adverse utilization trends are detected (i.e., under or over utilization).
• Identify focal areas for MSHN follow-up with individual CMHSP Participants and SUD Providers
during their respective on-site monitoring visits.
Annual Evaluation Process:
a. Past Year’s Accomplishments: The UMC had eleven meetings during the reporting
period. In that time the following tasks were completed:
• A thorough review of the UMC annual report schedule was conducted in order to
evaluate the ongoing relevance and effectiveness of the data being reviewed by the
committee. A number of recommendations were made related to eliminating areas of
redundancy where similar data is being monitored by more than one regional committee
or certain regional processes have become more automated and standardized over time
resulting in there no longer being a need for data monitoring by the committee.
• Ongoing review of data reports related to performance on regional UM and
integrated health priority measures with CMH participants reporting on change
strategies when performance is outside of established expected thresholds
• Implemented and refined an exception-based review system of over/under utilization of
services according to the common LOCUS benefit grid for adults with serious mental
illness and CAFAS benefit grid for children with serious emotional disturbance.
• Deployed new outlier data reports with TBD Solutions in order to monitor service
variance between CMHSP organizations as well as individual consumer outliers, however,
there have been challenges with providing CMHSPs access to their own data without
exposing underlying data for the region. This will continue to be addressed as a goal in
FY22
• Ongoing cross-functional dialogue with QI Council, Clinical Leadership Committee (CLC),
and Provider Network Management.
• Completed training and deployed the Interrater Reliability training module for MCG
Behavioral Health Guidelines
• Completed quarterly retrospective reviews for acute care services using the MCG
Behavioral Health Guidelines and established a regional target of 95% or more correct
application of medical necessity criteria. During FY21 the target was achieved for all
quarters in which reviews were conducted.
• Ongoing UMC discussion relative to prospective, concurrent, and retrospective UM
processes. UMC members share best practices in order to promote efficiency and
consistency throughout region.
• Reviewed data relative to quarterly Balanced Scorecard
• Implemented improved tracking capabilities as a region to ensure authorization
determinations are made within established timeframes (14 Days for Standard Requests,
72 Hours for Expedited Requests)
• Began monitoring quarterly ACT utilization data to evaluate if services are being delivered
consistent with evidence-based practice guidelines for average hours of service per
individual per week
• Implemented new quarterly MDHHS Service Authorization Denials Report and deployed
an automated process for gathering and reporting data to ensure regional consistency
• Began monitoring quarterly telehealth utilization data and overall impact on service
delivery and engagement
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b.
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Upcoming Goals for Fiscal Year Ending, September 30, 2022
• Follow utilization management priorities based on the MSHN strategic plan and/or
contractual/public policy expectations.
• Recommend policy and practices for access and authorization standards that are
consistent with requirements and represent best practices.
• Evaluate opportunities for improvement in 24/7/365 Access to SUD Services; consider
availability of after-hours acute services (withdrawal management, residential)
• Ensure representative SUD presence on UMC
• Implementation of an exception-based review system of over/under utilization of
services according to the common SIS benefit grid for individuals with intellectual and/or
developmental disabilities.
• Completion of regional standard clinical service protocols and/or practice guidelines
project
• Establish performance improvement priorities identified from monitoring of delegated
utilization management functions.
• Recommend improvement strategies where adverse utilization trends are detected.
• Recommend opportunities for replication where best practice is identified.
• Continue to focus on population health measures related to care coordination.
• Ongoing integration of substance use disorder (SUD) into utilization
management practices.
• Ensure there is synchronized (as able) content matter expert input into processes
shared by UM (i.e. QI, Finance, Clinical, etc.).
• Address succession planning for UMC members relative to skill set
needed by committee members.
• Input into HCBS data, findings, and system improvements, as appropriate.

TEAM NAME: Regional Compliance Committee
TEAM LEADER: Kim Zimmerman, Chief Compliance and Quality Officer
REPORT PERIOD REVIEWED: 10.1.20-9.30.21
Purpose of the Compliance Committee:
The Compliance Committee will be established to ensure compliance with requirements identified within
MSHN policies, procedures and compliance plan; the Michigan Department of Health and Human Services
Prepaid Inpatient Health Plan Contract; and all related Federaland State laws and regulations, inclusive of
the Office of Inspector General guidelines and the 42 CFR 438.608.
Responsibilities and Duties:
The responsibilities and duties of the Compliance Committee shall include the following:
• Advising the MSHN Chief Compliance and Quality Officer on matters related to Compliance.
• Assist in the review of, and compliance with, contractual requirements related toprogram integrity
and 42 CFR 438.608.
• Assist in developing reporting procedures consistent with federal requirements.
• Assist in developing data reports consistent with contractual requirements.
• Assisting with the review, implementation, operation, and distribution of the MSHN Compliance
Plan.
• Reviewing and updating, as necessary, MSHN policies and procedures related to compliance.
• Evaluating the effectiveness of the Compliance Plan.
• Determining the appropriate strategy/approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus.
• Recommending and monitoring the development of internal systems and controls to carry out the
Compliance Plan and supporting policies as part of daily operations.
• Reviewing compliance related audit results and corrective action plans,making recommendations
when appropriate.
• Assisting in development and implementation of compliance related training.
Defined Goals, Monitoring, Reporting and Accountability
The Compliance Committee shall establish metrics and monitoring criteria to evaluate progress:
• As defined in the Compliance Plan
Annual Evaluation Process
a. Past Year’s Accomplishments
• Revised and approved the MSHN Compliance Plan
• Provided feedback and approval for the Annual Compliance Summary Report
• Reviewed and updated the Committee Charter
• Provided feedback on the MSHN FY22-23 Strategic Plan
• Provided opinion on Preponderance Rule (H2015 Memo)
• Reviewed FY20-21 Contract Comparison for Compliance and Quality
• Review of 21st Century Cures Act for compliance with standards
• Review of new Mediation requirements (House Rule 5043)
• Reviewed CMH Patient Access Rule and InterOp Station for compliance with standards
• Reviewed trends in the OIG Quarterly Reports
• Reviewed Medicaid Policy Bulletins and Medicaid Manual and implementedchanges
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•

•
•
•
•
•
•

regionally and locally as needed
Reviewed changes/revisions to state and federal policies and regulations, includingbut not
limited to:
o Department of Justice Compliance Program Guidelines
o COVID-19 requirements and technical guidance
o Anti-Kickback Law
o Stark Law
o Medicaid Final Rule
Reviewed information provided at the PIHP Compliance Officers meetings
Reviewed outcomes from external site reviews for necessary changes andcompliance related
issues
Provided consultation on local compliance related matters
Developed, implemented, reviewed and made necessary corrections for quarterly data
mining activities
o Death to encounter data report
Provided feedback on MSHN practices to include but not limited to:
o Delegated Managed Care Review tools
Review and revise compliance policies and procedures

b. Upcoming Goals for Fiscal Year Ending, September 30, 2022
• Identify compliance related educational opportunities including those aimed at training
•
•
•
•
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compliance officers
Review data, trends, type/nature of findings for recommended quality improvement
Strengthen review of Medicaid Policy Bulletins and Contract Revisions to assure compliance
with changes and updates
Review methods of assessing risks and findings for detection of fraud and abuse for potential
improvements and efficiencies
Review requirements of telehealth for compliance and identification risk points

TEAM NAME: Provider Network Management Committee
TEAM LEADER: Kyle Jaskulka, MSHN Contract Manager
REPORT PERIOD REVIEWED: 10.1.20-9.30.21
Purpose of the Provider Network Management Committee: PNMC is established to provide counsel and
input to Mid‐State Health Network (MSHN) staff and the Operations Council (OC) with respect to regional
policy development and strategic direction. Counsel and input will typically include: 1) network
development and procurement, 2) provider contract management (including oversight), 3) provider
qualifications, credentialing, privileging and primary source verification of professional staff, 4) periodic
assessment of network capacity, 5) developing inter- and intra-regional reciprocity systems, and 6)
regional minimum training requirements for administrative, direct operated, and contracted provider
staff. In fulfilling its charge, the PNMC understands that provider network management is a Prepaid
Inpatient Health Plan function delegated to Community Mental Health Service Programs (CMHSP)
Participants. Provider network management activities pertain to the CMHSP direct operated and contract
functions.
Responsibilities and Duties: The responsibilities and duties of the PNMC include the following:
•
Advise MSHN staff in the development of regional policies for Provider Network Management;
•
Establish regional priorities for training and establish training reciprocity practices for (CMHSP)
Subcontractors;
•
Support development of regional PNM monitoring tools to support compliance with rules, laws,
and the PIHPs Medicaid contract with MDHHS.
•
Provide requested information and support development of periodic Network Adequacy
Assessment;
•
Monitor results of retained functions contract for Network Adequacy Assessment;
•
Support development and implementation of a Regional Strategic Plan as it relates to Provider
Network Management functions;
•
Establish regionally standardized contract templates and provider performance monitoring in
support of reciprocity policy;
•
Recommend and deploy strategies to ensure regional compliance with credentialing and
recredentialing activities in accordance with MDHHS and MSHN policy; and
•
Recommend and deploy strategies to ensure regional compliance with ensuring provider
qualifications requirements are verified for all non-licensed independent practitioners.
Defined Goals, Monitoring, Reporting and Accountability: The PNMC shall establish goals consistent
with the MSHN Strategic Plan and to support compliance with the MDHHS – PIHP contract including:
•
•
•

Completion of a Regional Network Adequacy Assessment;
Development of reciprocity agreements for sub‐contract credentialing/re‐credentialing, training,
performance monitoring, and standardized contract language;
Maintain a regional training plan in accordance with state requirements as identified in the
MDHHS/MSHN Specialty Supports and Services Contract.

Annual Evaluation Process
a.
Past Year’s Accomplishments (FY21):
•
Addressed findings from HSAG audit, specific to provider credentialing and recredentialing
systems; revised policies and procedures
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b.
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Continued to refine and support the statewide and intra-regional provider performance
monitoring protocols resulting in improved provider performance and administrative
efficiencies;
•
Established and continued with an intra-regional provider performance monitoring
protocol for ABA/Autism provider network; continued regional provider performance
monitoring for Fiscal Intermediary and Inpatient Psychiatric Services;
•
Establish relevant key performance indicators for the PNMC scorecard;
•
Continued to monitor and refine regional provider directory to ensure compliance with
managed care rules;
•
Reviewed, revised, and issued regional contracts for Autism/ABA, Inpatient Psychiatric,
and Fiscal Intermediary Services;
•
Improved and continued coordination with regional recipient rights officers to support
contract revisions;
•
Began implementation of statewide training reciprocity plan within the MSHN region;
•
Development and continued support of regional training coordinators workgroup to
support implementation;
•
Began the development of regional web-based provider application;
•
Provided input into PCE Provider Management Module enhancements.
Upcoming Goals (FY22):
•
Address recommendations from the 2021 assessment of Network Adequacy as it relates
to provider network functions; update the Assessment of Network Adequacy to address
newly identified needs;
•
Develop an action plan to address repeat findings related to provider credentialing and
recredentialing process requirements through training/technical assistance and
monitoring; monitoring and oversight of CMHSPs demonstrate improvement in
credentialing and credentialing systems;
•
Establish relevant key performance indicators for the PNMC scorecard;
•
Monitor and implement Electronic Visit Verification as required by MDHHS;
•
Initiatives to support reciprocity:
o
Contracting:
▪ Develop regionally standardized boilerplate and statement of work for:
Therapeutic Camps, Community Living Supports, Residential, Vocational;
Independent Facilitation
o
Procurement:
▪ Fully implement the use of a regional web-based provider application;
▪ Publish provider selection processes on MSHN web;
o
Monitoring:
▪ Fully implement specialized residential reciprocity provider monitoring plan;
o
Training:
▪ All CMHSPs will have 100% of applicable trainings vetted in accordance
with the training reciprocity plan;
•
Advocate for direct support professionals to support provider retention (e.g. wage
increase; recognition)
•
Develop and implement regionally approved process for credentialing/re-credentialing
reciprocity

TEAM NAME: Customer Service Committee
TEAM LEADER: Dan Dedloff, MSHN Customer Service & Rights Specialist
REPORT PERIOD COVERED: 10.1.20 – 09.30.21
Purpose of the Customer Service Committee: This body was formed to draft the Consumer Handbook
and to develop policies related to the handbook, the Regional Consumer Advisory Council (RCAC), and
Customer Services (CS). The Customer Services Committee (CSC) will continue as a standing committee to
assure the handbook is maintained in a compliant format, and to support development and
implementation of monitoring strategies to assure regional compliance with CS standards. This
committee will be supported by the Director of Quality, Compliance, and Customer Service and will
report through the Quality Improvement Council (QIC).
Responsibilities and Duties: The responsibilities and duties of the CSC will include:
• Advising the MSHN Director of Quality, Compliance, and Customer Service and assisting with the
development, implementation and compliance of the Customer Services standards as defined in
the Michigan Department of Health and Human Services (MDHHS) contract and 42 CFR including
the Balanced Budget Act Requirements
• Reviewing and providing input regarding MSHN Customer Services policies and procedures
• Reviewing, facilitating revisions, publication, and distribution of the Consumer Handbook
• Facilitating the development and distribution of regional Customer Services information materials
• Ensuring local-level adherence with MSHN regional Customer Services policies through
implementation of monitoring strategies
• Reviewing semi-annual aggregate denials, grievances, appeals, second opinions, recipient rights
and Medicaid Fair Hearings reports
• Reviewing audit results from EQR and MDHHS site reviews and assisting in the development and
oversight of corrective action plans regarding Customer Services.
• Assisting in the formation and support of the RCAC, as needed; and
• Individual members serving as ex-officio member to the RCAC.
Defined Goals, Monitoring, Reporting and Accountability
The CSC shall establish metrics and monitoring criteria to evaluate progress on the following primary goals:
• Customer Service Handbook completion, updates and SUD incorporation
• Regional Customer Service policy development
• Tracking and reporting Customer Service information; and
• Compliance with Customer Service Standards and the Grievance and Appeal Technical
Requirement, PIHP Grievance System for Medicaid Beneficiaries.
Additionally, the CSC seeks to assess and achieve the following secondary goals:
• Retained function contracts achieved the defined results
• Collaborative relationships are retained
• Reporting progress through Quality Improvement Council
• Regional collaboration regarding customer service expectations and outcomes
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•

Efficiencies are realized through standardization and performance improvement; and

•

Benefits are realized through our collective strength.

Annual Evaluation Process:
a. Past Year’s Accomplishments: The CSC had six committee bi-monthly meetings during the reporting
period in which they completed the following tasks:
• Reviewed, revised, facilitated publication of, and completed regional distribution for the MSHN FY21
Consumer Handbook
• Facilitated publication and electronic regional distribution of the MSHN FY21 Consumer Handbook:
Spanish language version for each of the 12 CMHSP and the MSHN SUD Provider Handbook
• Reviewed, analyzed and reported regional customer service information for:
o Denials
o Grievances
o Appeals
o Medicaid Fair Hearings
o Recipient Rights
• Updated, reviewed, and approved language updates for the MDHHS standardized templates
• Implemented the MDHHS quarterly Grievance and Appeals data reporting
• Electronic Health Record process improvements to better capture MDHHS Grievance and Appeals
data reporting
b. Upcoming Goals for Fiscal Year 2021 Ending, September 30, 2022
• Conduct an annual review and revise the MSHN Consumer Handbook to reflect contract updates
and regional changes
• Determine oversight & monitoring of regional Appeals and Grievances using the MDHHS data
reporting, in accordance with customer service standards
• Advocate for improvements to the MDHHS Notices to improve consumer friendly language
• Develop a standardized training for the Adverse Benefit Determination process
• Continue reporting and monitoring customer service information
• Continue to explore regional Customer Service process improvements
• Continue to develop, where applicable, MSHN standardized regional forms
• Continue to identify Educational Material/Brochures/Forms for standardization across the region
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e) MSHN Workgroups FY21 Annual Reports
Team Name: Autism Benefit Workgroup
Team Leader: Kara Hart
Report Period Reviewed: 10.1.20-9.30.21
Purpose of the Autism Workgroup:
The Autism Benefit Workgroup was established to initiate and oversee coordination of the autism benefit
for the region. The Autism Benefit Workgroup is comprised of the Waiver Coordinator and the Community
Mental Health Service Provider (CMHSP) autism benefit staff appointed by the respective CMHSP Chief
Executive Officer (CEO)/Executive Director. The Autism Benefit Workgroup is chaired by the Waiver
Coordinator. All CMHSPs are equally represented on this workgroup.
Responsibilities and Duties:
The responsibilities and duties of the Autism Benefit Workgroup shall include the following:

•
•
•
•
•
•
•
•
•

Advising the MSHN Waiver Coordinator.
Assist with the development, implementation, and operation of the autism benefit within the region,
and supporting MSHN policies and procedures.
The workgroup representatives will be responsible for passing along pertinent information to
impacted team members at their CMHSP.
Reviewing and recommending changes and/or revisions to policies and procedures and developing
new policies and procedures as needed.
Evaluating the effectiveness of the autism benefit program.
Determining the appropriate strategy or approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus, consistent with sound clinical documentation and
service billing practices.
Recommending and monitoring the development of internal systems and controls to carry out the
supporting policies as part of daily operations.
Reviewing audit results and corrective action plans, making recommendations when appropriate.
Implementing processes that incorporate best practices and encourage continuous quality
improvement for autism program operations and service-related outcomes.

Defined Goals, Monitoring, Reporting and Accountability
The established metrics and monitoring criteria originally identified in the replaced 1915(i) State Plan
Amendment (iSPA) and as represented in the now-expanded Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) benefit to evaluate progress on the following primary goals:
•
•
•

•
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Assess eligibility for autism services, including Applied Behavior Analysis (ABA)
Ensure WSA access and efficiencies
Carry out administrative tasks for Autism (including WSA)
o Initial Eligibility, Application, and Service Start,
o Dis-enrollments
o Autism transfers (within and outside of MSHN region)
o Tracking of pending cases (referred and awaiting an evaluation)
Ensure that services are provided within the amount, scope, and duration as specified in the

•
•
•
•
•
•
•
•
•

Individual Plan of Service (IPOS)
o Direct ABA
o Observation and Direction
o Overdue re-evaluations
o Overdue Individual Plans of Service (IPOS)
Ensure each CMHSP has policies and procedures addressing the standards of the autism benefit
Assist CMHSPs to ensure that rendering providers have appropriate training and credentialing
Implementation of corrective action to both Mid-State Health Network (MSHN) and Michigan
Department of Health and Human Services (MDHHS) Autism site review findings
Ensure individuals begin services within 90 days of enrollment
Increase provider network capacity to address continued increase of individuals enrolled to
ensure better care, and better service
Increase frequency of Family Training encounters for those enrolled
Continuous efforts to support and encourage recruitment, training, and retention of qualified
autism staff
Oversight of implementation of behavior treatment standards for enrolled individuals, if intrusive
or restrictive measures are being used and in the IPOS
Support compliance and oversight of the above identified areas

Annual Evaluation Process
a. Past Year’s Accomplishments:
• Communicated about autism provider workgroup and provider audit process
• Preparation and implementation of autism policy updates (effective 9.1.2021)
• Served as a conduit of information from MDHHS which included sharing state plan, appendix K,
return to school guidance, billing and code chart updates, telehealth, and any updated COVID-19
pandemic changes
• Significant enrollment growth in the program (October 2020- 1371 enrolled and July 2021-1639
enrolled. As of July, a 20% increase
• Shared and discussed Behavior Treatment FAQ
• Regional response to changes in MDHHS AUT Section leadership and practices
• Regional participation and leadership around the MSU Family Guidance project, including
publications from the project
• Collaboration with Autism Operations Workgroup on updating of standardized regional contract
for autism services as needed
• Coordination of ABA provider audits and credentialing reciprocity
• Regional response and coordination of modifications to service delivery during the COVID-19
pandemic
b.
Upcoming Goals:
• Continue to monitor and modify processes related to COVID-19 service delivery
• Adjust to code changes and new policy language
• Update policies in contracts based on new benefit language
• Continue to work to improve quality provider network capacity
• Continue efforts to ensure individuals are receiving services within 90 days of enrollment.
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Team Name: Child Waiver Program (CWP) Workgroup
Tam Leader: Tera Harris
Report Period Reviewed: 10.1.2020-9.30.2021
Purpose of the CWP Workgroup:
The CWP Workgroup was established to initiate and oversee coordination of the CWP for the region. The
CWP Workgroup is comprised of the MSHN Waiver Coordinator and the Community Mental Health Service
Provider (CMHSP) CWP staff appointed by the respective CMHSP Chief Executive Officer (CEO)/Executive
Director. The CWP Workgroup is chaired by the MSHN Waiver Coordinator. All CMHSP participants are
equally represented.
Responsibilities and Duties:
The responsibilities and duties of the CWP Workgroup shall include the following:











Advising the MSHN Waiver Coordinator.
Assist with the development, implementation, and operation of the CWP within the region, and
supporting MSHN policies and procedures.
The workgroup representatives will be responsible for passing along pertinent information to
impacted team members at their CMHSP. Reviewing and recommending changes and/or revisions
to policies and procedures and developing new policies and procedures as needed.
Evaluating the effectiveness of the CWP program.
Determining the appropriate strategy or approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus, consistent with sound clinical documentation
and service billing practices.
Recommending and monitoring the development of internal systems and controls to carry out the
supporting policies as part of daily operations.
Reviewing audit results and corrective action plans, making recommendations when appropriate.
Implementing processes that incorporate best practices and encourage continuous quality
improvement for CWP program operations and service-related outcomes.

Defined Goals, Monitoring, Reporting and Accountability
The intent of this program is to provide Home and Community Based Waiver Services, as approved by
Centers for Medicare and Medicaid Services (CMS) for children with developmental disabilities who meet
a certain level of care, along with state plan services in accordance with the Medicaid Provider Manual.
• Assess eligibility for the CWP
• Carry out administrative tasks for CWP
o Initial Pre-Screen Eligibility, Application, and Service Start,
o Annual Recertification,
o Disenrollment’s
o Age-Offs,
o CWP Slot Transfer (as appropriate), and
o CWP Financial Monitoring
• Ensure that services are provided within the amount, scope, and duration as specified in the
Individual Plan of Service (IPOS)
• Ensure each CMHSP has policies and procedures addressing the standards of the CWP,
• Assist CMHSPs to ensure that rendering providers have appropriate training and credentialing
• Implementation of corrective action to Michigan Department of Health and Human Services
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•

(MDHHS) CWP site review findings
Support compliance and oversight of the above identified areas

Annual Evaluation Process
a. Past Year’s Accomplishments
• Formal approval of corrective action plan implementation that began in 2020 following MDHHS
site review
• Regional monitoring of CWP standards for each CMHSP
• Completion of second year of delegated site reviews for CWP program specific standards as well
as CWP clinical charts
• Development and distribution of monthly CWP reports
• Development and distribution of monthly overdue and coming due CWP certifications
• Serve as conduit of information from MDHHS- sharing trainings, updated policies, billing and code
changes, overnight health and safety, and any updated COVID-19 pandemic changes
• Created and shared Behavior Treatment FAQ
• Reviewed and approved draft CWP policies and procedures
• Adjusted processes related to service delivery due to COVID-19 pandemic
• Shared MSHN strategic plan
• Created form for Prior Review and Approval Requests (PRARs)
b. Upcoming Goals
• Ensure full implementation of corrective action plan related to MDHHS and MSHN CWP findings
• Continue to work to ensure the entire region is prepared to support individuals needing the
supports of the CWP
• Emphasize the importance of and encourage participation in regional CWP meetings and trainings
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Team Name: Home and Community Based Services (HCBS) Workgroup
Team Leader: Katy Hammack
Time Period Reviewed: 10.1.20-9.30.21
Purpose of the HCBS Workgroup:
The HCBS Workgroup was established to initiate and oversee coordination of the HCBS program for the
region. The HCBS Workgroup is comprised of the Waiver Manager, Waiver Coordinators, and the
Community Mental Health Service Provider (CMHSP) HCBS staff appointed by the respective CMHSP Chief
Executive Officer (CEO)/Executive Director. The HCBS Workgroup is chaired by the Waiver Manager. All
CMHSPs are equally represented.
Responsibilities and Duties:
The responsibilities and duties of the HCBS Workgroup shall include the following:
 Advising the MSHN Waiver Manager/Coordinators.
 Assist with the development, implementation, and operation of the HCBS program within the region,
and supporting MSHN policies and procedures.
 The workgroup representatives will be responsible for passing along pertinent information to
impacted team members at their CMHSP.
 Reviewing and recommending changes and/or revisions to policies and procedures and developing
new policies and procedures as needed.
 Evaluating the effectiveness of the HCBS program.
 Determining the appropriate strategy or approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus, consistent with sound clinical documentation
and service billing practices.
 Recommending and monitoring the development of internal systems and controls to carry out the
supporting policies as part of daily operations.
 Reviewing audit results and corrective action plans, making recommendations when appropriate.
 Implementing processes that incorporate best practices and encourage continuous quality
improvement for HCBS operations and service-related outcomes.
Defined Goals, Monitoring, Reporting and Accountability
• Monitoring and oversight to ensure compliance with all federally mandated HCBS standards.
• Assessing for policy and procedure development and updates.
• Review of any HCBS data including status related to project completion timelines.
• Review of any new HCBS related MDHHS requirements and updates.
• Review of best practice strategies to address potential barriers to attaining full HCBS resolution.
• Promote discussion of any HCBS related items to assist in promoting regional consistency in
interpretation of HCBS standards.
• Review of specific CMHSP/provider HCBS accomplishments and best practices.
• Monitoring and guidance related to Behavior Treatment standards for HCBS individuals with such
interventions.
• Bring the region to full HCBS resolution before March 2023
• Updates and discussion in target areas of compliance, such as PCPs and BTPs
• Assess for policy/procedure development
• Coordinate with other PIHP/MDHHS systems as appropriate- HCBS Leads, BTPRC Workgroup,
Recipient Rights, etc.
• Disseminate information from MDHHS/BDHHA on HCBS Issues
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•
•
•

o Field questions
o Gain Workgroup feedback
o HCBS-pandemic updates
o HCBS FAQ updates
o BTPRC FAQ updates
o WSA/Optum updates
Monitoring and reporting of current survey projects
o Trends, themes
o Documentation issues
o Progress & Deadlines
Heightened Scrutiny Updates
REMI Audit Module Updates and discussion and training (as appropriate)
Dissemination of conferences and trainings

Annual Evaluation Process
a. Past Year’s Accomplishments
• Full Remediation of all original and “exit ramp” C waiver and b3 (1915i-SPA) out of compliance cases
• Full Compliance Validation of all providers with Compliant survey results conflicting with participant
survey results
• Establishment of Remi Audit Module and streamlined remediation process including the
incorporation of utilizing a virtual review process
• Regional monitoring of HCBS standards through Delegated Managed Care reviews
• Completed Bi-Annual MDHHS and HSAG audits
b. Upcoming Goals
• Complete Heightened Scrutiny-Out of Compliance remediation before July 2022
• Survey, assess, and remediate, if necessary, individuals identified on the non-Responder survey list
• Identification and surveying of providers who have received provisional approval status between June
2020 through October 2021.
• Establish a region-wide transition plan for individuals in lieu of providers unable/willing to come into
HCBS Compliance
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Team Name: Habilitation Supports Waiver (HSW) Workgroup
Team Leader: Tera Harris
Report Period Reviewed: 10.1.20-9.30.21
Purpose of the HSW Workgroup:
The HSW Workgroup was established to initiate and oversee coordination of the HSW program for the
region. The HSW Workgroup is comprised of the Waiver Coordinator and the Community Mental Health
Service Provider (CMHSP) HSW staff appointed by the respective CMHSP Chief Executive Officer
(CEO)/Executive Director. The HSW Workgroup is chaired by the Waiver Coordinator. All CMHSPs are
equally represented.
Responsibilities and Duties:
The responsibilities and duties of the HSW Workgroup shall include the following:
 Advising the MSHN Waiver Coordinator.
 Assist with the development, implementation, and operation of the HSW program within the region,
and supporting MSHN policies and procedures.
 The workgroup representatives will be responsible for passing along pertinent information to
impacted team members at their CMHSP.
 Reviewing and recommending changes and/or revisions to policies and procedures and developing
new policies and procedures as needed.
 Evaluating the effectiveness of the HSW program.
 Determining the appropriate strategy or approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus, consistent with sound clinical documentation
and service billing practices.
 Recommending and monitoring the development of internal systems and controls to carry out the
supporting policies as part of daily operations.
 Reviewing audit results and corrective action plans, making recommendations when appropriate.
 Implementing processes that incorporate best practices and encourage continuous quality
improvement for HSW operations and service-related outcomes.
Annual Evaluation Process
a. Past Year’s Accomplishments
• Formal approval of corrective action plan implementation that began in 2020 following MDHHS
site review
• Continued corrective action measures related to underutilization of HSW slot allocation
• Distribution of monthly HSW reports and monthly overdue/coming due data
• Regional monitoring of HSW standards for each CMHSP
• Completion of delegated site reviews for HSW program specific standards and clinical charts
• Implemented process for reviewing and monitoring initial applications and recertifications for
restrictive and intrusive techniques and/or Behavior Treatment Plans
• Served as conduit of information from MDHHS – sharing trainings, updated policies, billing and
code changes, and any updated COVID-19 pandemic changes.
• Adjusted processes related to service delivery and administrative tasks due to COVID-19
pandemic
• Shared MSHN strategic plan
b. Upcoming Goals
• Ensure full implementation of corrective action plan related to MDHHS and MSHN HSW findings
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•
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Continue to ensure 95% slot allocation utilization is maintained
Continue to identify potential HSW candidates for enrollment
Emphasize the importance of and encourage participation in regional HSW meetings and
trainings

Team Name: Severe Emotional Disturbance (SED) Waiver Workgroup
Team Leader: Kara Hart
Report Period Covered: 10.1.20-9.30.21
Purpose of the SEDW Workgroup:
The SEDW Workgroup was established to initiate and oversee coordination of the SEDW for the region.
The SEDW Workgroup is comprised of the MSHN Waiver Coordinator and the Community Mental Health
Service Provider (CMHSP) SEDW staff appointed by the respective CMHSP Chief Executive Officer
(CEO)/Executive Director. The SEDW Workgroup is chaired by the MSHN Waiver Coordinator. All CMHSPs
are equally represented.
Responsibilities and Duties:
The responsibilities and duties of the SEDW Workgroup shall include the following:
 Advising the MSHN Waiver Coordinator.
 Assist with the development, implementation, and operation of the SEDW within the region, and
supporting MSHN policies and procedures.
 Reviewing and recommending changes and/or revisions to policies and procedures and developing
new policies and procedures as needed.
 The workgroup representatives will be responsible for passing along pertinent information to
impacted team members at their CMHSP.
 Evaluating the effectiveness of the SEDW program.
 Determining the appropriate strategy or approach to promote compliance and detect potential
violations and areas of risk as well as areas of focus, consistent with sound clinical documentation
and service billing practices.
 Recommending and monitoring the development of internal systems and controls to carry out the
supporting policies as part of daily operations.
 Reviewing audit results and corrective action plans, making recommendations when appropriate.
 Implementing processes that incorporate best practices and encourage continuous quality
improvement for SEDW program operations and service-related outcomes.
Defined Goals, Monitoring, Reporting and Accountability
The intent of this program is to provide Home and Community Based Waiver Services, as approved by
Centers for Medicare and Medicaid Services (CMS) for children with Serious Emotional Disturbances,
along with state plan services in accordance with the Medicaid Provider Manual.
•
•
•

•
•
•
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Assess eligibility for the SEDW
Ensure WSA access and efficiencies
Carry out administrative tasks for SEDW (including WSA)
o Initial Eligibility, Application, and Service Start,
o Annual Recertification,
o 3rd year Recertifications (higher scrutiny reviews)
o Dis-enrollments
o SEDW transfers, and
o SEDW Financial Monitoring
Ensure that services are provided within the amount, scope, and duration as specified in the
Individual Plan of Service (IPOS)
Ensure each CMHSP has policies and procedures addressing the standards of the SEDW
Assist CMHSPs to ensure that rendering providers have appropriate training and credentialing

•
•
•

Implementation of corrective action to Michigan Department of Health and Human Services
(MDHHS) SEDW site review findings
Provide support to ensure appropriate payments rendered for SEDW enrollees receiving services
Support compliance and oversight of the above identified areas

Annual Evaluation Process
a. Past Year’s Accomplishments:
• Formal approval of corrective action plan implementation that began in 2020 following MDHHS
site review
• Increase in overall enrollments of SEDW participants—add percentage
• Regional monitoring of SEDW standards for each CMHSP
• Completion of second year of delegated site reviews for SEDW program specific standards as well
as SEDW clinical charts
• Development and distribution of monthly SEDW reports
• Development and distribution of monthly overdue and coming due SEDW certifications
o Monthly monitoring includes addition of tracking of 45-day pending information and missing
Medicaid ID
• Serve as conduit of information from MDHHS- sharing trainings, updated policies, billing and code
changes, overnight health and safety, foster care county of jurisdiction, and any updated COVID19 pandemic changes
• Created and shared Behavior Treatment FAQ
• Reviewed and approved draft SEDW policies and procedures
• Adjusted processes related to service delivery due to COVID-19 pandemic
• Shared MSHN strategic plan
• Provided clarification about CAFAS and PECFAS scoring requirements and required timeframes
• Clarified psychiatric level of care
• Clarified enrollment for a year, encouraging families to stay enrolled for entire year eligible
b. Upcoming Goals:
• Ensure full implementation of corrective action plan related to MDHHS and MSHN SEDW findings
• Continue to work to increase overall regional enrollments of SEDW
• Expand SEDW enrollment and provide support of SEDW enrollment to all CMHSPs in the region
• Emphasize the importance of and encourage participation in regional SEDW based trainings
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IV.

Performance Measurement Review and QAPIP Work Plan FY21

Performance measures are monitored on a quarterly or annual basis dependent on the measure. A status of “Met” indicates the desired
performance has been achieved for the measurement period. . A status of “Not Met” indicates the desired performance has not been achieved
for the measurement period. A status of “Not Met” results in the identification causal factors/barriers interfering with obtaining/sustaining the
desired performance. The assigned committee/council in collaboration with other relevant committees/councils develop interventions designed
to improve the performance of the measure. Effectiveness of the interventions are monitored through performance measure reporting or other
as specified in the improvement plans. Specific information can be found in the performance summaries attached to this report and referenced
below for each indicator. **Indicates data that has not been finalized.

a) Performance Indicators
The Michigan Department of Health and Human Services (MDHHS), in compliance with Federal mandates, establishes measures in access,
efficiency, and outcomes. Pursuant to its contract with MDHHS, MSHN is responsible for ensuring that its CMHSP Participants and Substance Use
Disorder Providers are measuring performance through The Michigan Mission Based Performance Indicator System in addition to key
performance indicators established by MSHN. Performance is monitored quarterly. When minimum performance standards or requirements are
not met, CMHSP Participants/SUD Providers will submit a form identifying causal factors, interventions, implementation timelines, and any other
actions they will take to correct undesirable variation. Regional trends are identified and discussed at the QIC for regional planning efforts and
coordination. The effectiveness of the action plan will be monitored based on the re-measurement period identified. A status of “met” indicates
MSHN met the standard for FY21. A status of “not met”’ indicates the standard was not met.
Goal: MSHN will meet or exceed the Michigan Mission Based Performance Indicator System standards for Indicators 1, 4, 10 as required by
MDHHS.
MSHN met the standards as indicated below.
Attachment 2: MSHN MMBPIS Performance Summary FY21Q4
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c) Performance Improvement Projects

MDHHS requires the PIHP to complete a minimum of two performance improvement projects per year. One of the two is chosen by the
department based on Michigan’s Quality Improvement Council recommendations. This project is subject to validation by the external quality
review (EQR) organization and requires the use of the EQR’s form. The second or additional PI project(s) is chosen by the PIHP based on the needs
of the population served, previous measurement and analysis of process, satisfaction, and/or outcome trends that may have an impact on the
quality of service provided. The QIC approves the performance improvement projects and presents to relevant committees and councils for
collaboration.
Data collected through the performance improvement projects are aggregated, analyzed and reported at the QIC meeting. A project/study
description is written and identifies the data collection timeframe, the data collection tool, data source, and whether measure if local or regional.
The project/study description incorporates the use of standardized data collection tools and consistent data collection techniques. Each data
collection delineates strategies to minimize inter-rater reliability concerns and maximize data validity. Additionally, if sampling is used, sampling
method used, the population from which a sample is pulled, and appropriate sampling techniques to achieve a statistically reliable confidence
level. The default confidence level for MSHN performance measurement activity is a 95% confidence level with a 5% margin of error.
MSHN participated in two performance improvement projects during FY21. Two new Performance Improvement Projects (PIP) will be
implemented during FY22.
Recovery Self- Assessment (PIP)
Goal: To increase the degree to which CMHSP participants and SUD Providers implement recovery-oriented practices.
MSHN met the goal for FY21.
Diabetes Monitoring (PIP-Validated by HSAG)
Goal: The percentage of members 18–64 years of age with schizophrenia and diabetes who had both an LDL-C test and an HbA1c test during the
measurement year. (Standard is 7% increase from baseline).
MSHN met the goal for CY21.
MSHN meet the goal of achieving a status of “Met” on the External Quality Review Performance Improvement Validation Report.
Attachment 4 MSHN Recovery Self-Assessment Annual Report FY21
Attachment 5 MSHN MI2020-21_PIHP PIP Validation Report
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A Regional Utilization Management Committee comprised of each CMHSP Participant assists in the development of standards and reviews/analyzes
region-wide utilization activity and trends. Communication with individuals regarding UM decisions, including adverse benefit determination
notice, right to second opinion, and grievance and appeals will be included in this delegated function.
MSHN retains utilization review functions for substance use disorder (SUD) services in accordance with MSHN policies, protocols, and standards.
This includes local-level prospective, concurrent, and retrospective reviews of authorization and utilization decisions and/or activities regarding
level of need and level and/or amount of services, consistent with PIHP policy, standards, and protocols. Initial service eligibility decisions for SUD
services are delegated to SUD providers through the use of screening and assessment tools.
MSHN ensures that screening tools and admission criteria are based on eligibility criteria established in contract and policy and are reliably and
uniformly administered. MSHN policies are designed to integrate system review components that include PIHP contract requirements and the
CMHSP Participant’s/SUD Provider roles and responsibilities concerning utilization management, quality assurance, and improvement issues.
MSHN has established criteria for determining medical necessity, and the information sources and processes that are used to review and approve
provision of services. MSHN and its CMHSP Participants/SUD Providers use standardized population-specific assessments or level of care
determination tools as required by MDHHS. Assessment and level of care tools guide decision making regarding medical necessity, level of care,
and amount, scope, and duration of services. No one assessment shall be used to determine the care an individual receives, rather it is part of a
set of assessments, clinical judgment, and individual input that determine level of care relative to the needs of the person served.
MSHN has mechanisms to identify and correct under-and over-utilization of services as well as procedures for conducting prospective, concurrent,
and retrospective reviews. MSHN ensures through policy and monitoring of the CMHSP Participants/SUD Providers that qualified health
professionals supervise review decisions and any decisions to deny or reduce services are made by health care professionals who have appropriate
clinical licensure and expertise in treating the beneficiary’s condition. Through policy and monitoring of CMHSP Participants/SUD Providers, MSHN
shall ensure that reasons for treatment decisions are clearly documented and available to persons served; information regarding all available
appeals processes and assistance through customer services is communicated to the consumer; and notification requirements are adhered to in
accordance with the Medicaid Managed Specialty Supports and Services contract with the Michigan Department of Health and Human Services.
Attachment 13 MSHN Behavioral Health Quarterly Report
Attachment 14 MSHN UM Plan FY20-21
Attachment 15 MSHN UM Quarterly Report
Attachment 16 MSHN Integrated Population Health Integrated Care Report
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n) External Reviews

Based on the results of the external reviews a corrective action plan was developed by MSHN in coordination with the CMHSP participants and
SUDTP. The corrective action plan was approved by HSAG for completion during FY20-FY21.
Areas identified and included in the work plan and respective section of the QAPIP Report are listed below.
• Individual Plan of Service (IPOS) development and implementation (includes coordination with ABA providers, amount scope and
duration, measurable goals, authorization of services)
• Credentialing and staff qualification requirements (ABA and waiver programs)
• Qualitative and quantitative assessments for each representative population served annually with development of action plan to address
findings.
• Adverse Benefit Determinations time frames
• Appeal Resolution Notice content requirements
• PIP-Obtain statistical improvement from previous reporting period.
The following external reviews were completed for FY21:
• HSAG Performance Measure Validation Review-Full Compliance
• HSAG Compliance Review-Partial Compliance
• HSAG Performance Improvement Project-Met
The findings and recommendations will be incorporated into the QAPIP Performance Measures and Work Plan for FY22.
Attachment 17 MSHN External Quality Review Summary 2021
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V.

Definitions/Acronyms

Community Mental Health Services Program (CMHSP): A program operated under Chapter 2 of the
Michigan Mental Health Code - Act 258 of 1974 as amended.
CMHSP Participant refers to one of the twelve-member Community Mental Health Services Program
(CMHSP) participant in the Mid-State Health Network.
Contractual Provider refers to an individual or organization under contract with the MSHN Pre-Paid
Inpatient Health Plan (PIHP) to provide administrative type services including CMHSP participants who
hold retained functions contracts.
Critical Incident Reporting System (CIRS): Suicide; Non-suicide death; Arrest of Consumer; Emergency
Medical Treatment due to injury or Medication Error: Type of injury will include a subcategory for
reporting injuries that resulted from the use of physical management; Hospitalization due to Injury or
Medication Error: Hospitalization due to injury related to the use of physical management.
Customer: For MSHN purposes customer includes all Medicaid eligible individuals (or their families) located
in the defined service area who are receiving or may potentially receive covered services and supports. The
following terms may be used within this definition: clients, recipients, enrollees, beneficiaries, consumers,
primary consumer, secondary consumer, individuals, persons served, Medicaid Eligible.
Long Term Services and Supports (LTSS)- Older adults and people with disabilities who need support
because of age; physical, cognitive, developmental, or chronic health conditions; or other functional
limitations that restrict their abilities to care for themselves, and who receive care in home-community
based settings, or facilities such as nursing homes. (42 CFR §438.208(c)(1)(2)) MDHHS CQS – identify the
Home and Community Based Services Waiver. MI-Choice to be recipients of LTSS.
Prepaid Inpatient Health Plan (PIHP): In Michigan a PIHP is defined as an organization that manages
Medicaid specialty services under the state's approved Concurrent 1915(b)/1915(c) Waiver Program, on
a prepaid, shared-risk basis, consistent with the requirements of 42 CFR part 401 et al June 14, 2002,
regarding Medicaid managed care. (In Medicaid regulations, Part 438. Prepaid Health Plans (PHPs) that
are responsible for inpatient services as part of a benefit package are now referred to as "PIHP" The PIHP
also known as a Regional Entity under MHC 330.1204b also manages the Autism ISPA, Healthy Michigan,
Substance Abuse Treatment and Prevention Block Grant and PA2. "
Provider Network: Refers to a CMHSP Participant and all Behavioral Health Providers that are directly
under contract with the MSHN PIHP to provide services and/or supports through direct operations or
through the CMHSP’s subcontractors.
Research: (as defined by 45 CFR, Part 46.102) means a systematic investigation, including research
development, testing and evaluation, designed to develop or contribute to generalizable knowledge.
Activities which meet this definition constitute research for purposes of this policy, whether they are
conducted or supported under a program which is considered research for other purposes. For example,
some demonstration and service programs may include research activities.
Root Cause Analysis (RCA): Root Cause Analysis: A root cause analysis (JCAHO) or investigation (per CMS
approval and MDHHS contractual requirement) is "a process for identifying the basic or causal factors that
underlie variation in performance, including the occurrence or possible occurrence of a sentinel event. A
root cause analysis focuses primarily on systems and processes, not individual performance." (JCAHO,
1998)
Sentinel Event (SE): Is an “unexpected occurrence” involving death (not due to the natural course of a
health condition) or serious physical or psychological injury, or risk thereof. Serious injury specifically
includes permanent loss of limb or function. The phrase “or risk thereof” includes any process variation
for which recurrence would carry a significant chance of a serious adverse outcome (JCAHO, 1998). Any
injury or death that occurs from the use of any behavior intervention is considered a sentinel event
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Stakeholder: A person, group, or organization that has an interest in an organization, including consumer,
family members, guardians, staff, community members, and advocates.
Subcontractors: Refers to an individual or organization that is directly under contract with CMHSP and/or
SRE to provide services and/or supports.
SUD Providers: Refers to substance use disorder providers directly contracted with MSHN to provide SUD
treatment and prevention services.
Vulnerable Person- An individual with a functional, mental, physical inability to care for themselves.

Acronyms

ABA: Applied Behavioral Analysis
BTPRC: Behavior Treatment Plan Review Committee
CBHO: Chief Behavioral Health Officer
CCC: Corporate Compliance Committee
CLC: Clinical leadership Committee
COFR: County of Financial Responsibility
CSC: Customer Services Committee
CMS: Center for Medicare/Medicaid Services
CQS: Comprehensive Quality Strategy
CWP: Child Waiver Program
EQR: External Quality Review
FC: Finance Committee
HCBS: Home and Community Based Standards
HSAG: Health Services Advisory Group
HSW: Habilitation Supports Waiver
ITC: Information Technology Committee
MEV: Medicaid Event Verification
MHSIP: Mental Health Statistics Improvement Program
MMBPIS: Michigan Mission Based Performance Indicator System
PNMC: Provider Network Management Committee
QIC: Quality Improvement Council
SEDW: Severe Emotional Disturbance Waiver
UMC: Utilization Management Committee
YSS: Youth Satisfaction Survey

78

Attachments
Attachment 1 MSHN QAPIP Communication
Attachment 2 MSHN MMBPIS Performance Summary FY21Q4v2
Attachment 3 MSHN Veterans Narrative FY21Q1Q2
Attachment 4 MSHN Recovery Self-Assessment Annual Report FY21
Attachment 5 MSHN MI2020-21_PIHP_PIP-Validation_Report F1
Attachment 6 MSHN Critical Incident Performance Report FY21Q4
Attachment 7 MSHN Critical Incident Performance Report SUDTP FY21Q4
Attachment 8 MSHN Behavior Treatment Review Data FY21Q4
Attachment 9 MSHN Member Satisfaction Annual Report FY2021
Attachment 10 MSHN FY21 Provider Satisfaction Survey Final no comments
Attachment 11 ACT Utilization FY21Q4
Attachment 12 MSHN FY2021 MEV Methodology Report
Attachment 13 Behavioral Health Department Quarterly Report FY21Q4
Attachment 14 MSHN UM Plan FY20-21 Approved
Attachment 15 UM Quarterly Report 2021 Q4 FINAL
Attachment 16 MSHN Pop Health Integrated Care Report FY21Q4 Revised
Attachment 17 MSHN External Quality Review Summary 2021
Attachment 18 MSHN 2021 Compliance Summary Report
Attachment 19 MSHN Governing Body Form 9.2021

97

Quality Assessment and Performance Improvement Program
Quality Improvement Council
Michigan Mission Based Performance Indicator System FY21Q4

Contents
Executive Summary ............................................................................................................................................. 2
Goal ............................................................................................................................................................. 2
Data Analysis ....................................................................................................................................................... 3
Access .......................................................................................................................................................... 3
Outcomes .................................................................................................................................................... 5
Out of Compliance/Exception Data............................................................................................................. 6
Conclusion ....................................................................................................................................................... 8
Causal Factors/Barriers ............................................................................................................................... 8
Interventions ............................................................................................................................................... 8
Recommendations ...................................................................................................................................... 9
Attachment 1. PIHP MMBPIS Comparison Report -FY21Q3 Final State Data .......................................... 10

Quality Improvement Council
Michigan Mission Based Performance Indicator System FY21Q4

Executive Summary
The Michigan Department of Health and Human Services (MDHHS), in compliance with Federal mandates,
establishes measures in the area of access, efficiency, and outcomes. Pursuant to its contract with MDHHS,
MSHN is responsible for ensuring that it’s CMHSP Participants and Substance Use Disorder Providers are
measuring performance through the Michigan Mission Based Performance Indicator System (MMBPIS)
established by MDHHS. This data is to be reported and reviewed as part of the Quality Assessment and
Performance Improvement Program (QAPIP). MSHN regional performance is monitored through quarterly
performance summaries. Regional trends are identified and discussed at the Quality Improvement Council
(QIC) for regional planning efforts and coordination. When minimum performance standards or requirements
are not met the CMHSP Participant/SUD Providers identify causal factors, intervention, implementation
timeline to correct undesirable variation. Effectiveness of improvement efforts are monitored through
quarterly performance data.

Goal: MSHN will meet or exceed the Michigan Mission Based Performance Indicator System standards for
Access (Indicators 1 and 4) and Outcomes (Indicator 10). Access Indicators 2 and 3 have no standard for the
first year.
MSHN achieved the goal for FY21Q4. MSHN provided access to treatment for 95% or more consumers within
3 hours of a request for a prescreen and within 7 days of a discharge from a psychiatric inpatient
hospitalization or a Detox Unit. Eighty-seven percent or more consumers who were discharged from a
psychiatric inpatient unit did not require inpatient psychiatric care during the 30 days following their
discharge.
Figure 1. MSHN MMBPIS performance rate for Indicators 1, 4, and 10 for FY21Q4
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The following CMHSP participants demonstrated performance below the standard for FY21Q4:
Indicator 1: NCMH-Children; TBHS-Children
Indicator 4: BABH-Adults; The Right Door-Adults; Lifeways-Adults; SHW-Adults
Indicator 10: BABH-Adults; CEI-Children; CMHCM-Children; The Right Door-Adults
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Data Analysis
The MMBPIS data collected is based on the definition and requirements that have been set forth within the
Michigan Mission Based Performance Indicator System (MMBPIS) Code Book FY20, and the Reporting
Requirements attached to the PIHP contract. Additional instructions are available in the REMI Help
documents; and the MMBPIS Project Description. This measure allows for exclusions and/or exceptions
based on each individual indicator.
MDHHS, in coordination with the PIHPs and CMHSP participants, developed and implemented new
indicators to be reported for FY20Q3. The new indicators measure the following:
• Effective 4/1/2020. The percentage of new persons during the quarter receiving a completed
biopsychosocial assessment within 14 calendar days of a non-emergency request for service.
(adults and children with a mental illness and/or developmental disability)
• Effective 4/1/2020. The percentage of new persons during the quarter starting any medically
necessary on-going covered service within 14 days of completing a non-emergent biopsychosocial
assessment. (adults and children with a mental illness and/or developmental disability)
• Effective 4/1/2020. The percentage of new persons during the quarter receiving a face to face
service for treatment or supports within 14 calendar days of a non-emergency request for service
for person with SUD.
• Discontinued 3/31/2020. The percentage of new persons during the quarter receiving a face-toface assessment with a professional within 14 calendar days of a non-emergency request for
service. (adult and children with mental Illness and/or a developmental disorder and /or a
substance use disorder)
• Discontinued 3/31/2020. The percentage of new persons during the quarter starting any needed ongoing service within 14 days of a non-emergent face-to-face assessment with a professional. (adult
and children with mental Illness and/or a developmental disorder and /or a substance use disorder)
The following changes were made from the previous Indicators.
• No external standard currently is available, collecting baseline for two years
• No exceptions are permitted for indicators 2 and 3
• Those with the Autism Benefit are included
• Count forward from all requests for service
• Count those with a completed bio-psychosocial (full or updated) on the day it was completed
• Count forward from the completed bio-psychosocial (full or updated) to an ongoing covered service.
• Count of those receiving an ongoing covered service (not limited to professional service only)
• SUD indicator uses the BH-TEDS admissions data and aw file of requests from the PIHP for those that
never completed an admission.

Access
Indicator 1: Percentage of Children/Adults who received a Prescreen within 3 hours of request (standard is
95% or above)
This indicator defines disposition as the decision made to refer or not to refer for inpatient psychiatric
care. The start time is when the consumer is clinically, medically and physically cleared and available to
the PIHP or CMHSP. The stop time is defined as the time when the person who has the authority
approves or disapproves the hospitalization. For the purposes of this measure, the clock stops, although
other activities to complete the admission may still be occurring.
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•

•
•
•
•
•

Retrospective review occurring on all cases to identify trends to avoid future hospitalizations.
Implementation of weekly team meetings to discuss hospital admissions and discharges ensuring
coordination occurs
Increased coordination and linking with provider including the Psychiatrist to ensure medical needs
are met
Increased level of care provided through available alternate resources
Implementation of a Hospital Utilization Group (HUG).Reviews individual with 2 or more
hospitalizations in 6 months and/or level of stay greater than 6 days.
Utilization of paraprofessionals/Family Support Assistant services
Ensuring housing and SUD treatment referrals are discussed during the admission process

Recommendations
•
•

•

•
•

•
•
•
•

•
•

All CMHSPs who demonstrate performance below the standard for each population group will
determine causal factors and barriers contributing to those that do not meet the required timelines.
An improvement plan should be developed within 30 days of the submission of the report and
include causal factors, barriers, action steps to remediate the deficiency, dates of completion, and
process to measure effectiveness.
Indicators 2 and 3 are currently baseline data collection, therefore, improvements will be focused on
ensuring valid, reliable, and actionable data is being collected.
o Consensus of categories for “out of compliance” reasons to be used for documentation.
Only allowable exception reasons to be used.
Development of a powerpoint to be used for the SUD providers and the CMHSP Participants to
address the intent and requirements of each performance indicator including the expectation of
required documentation. A focus will be any common areas of deficiency that has been
demonstrated in the regions during this past year.
The use of the power point training and/or other documentation for training of new staff as well as
annual review for all staff.
Additional emphasis to develop consistent processes will continue by utilizing the Frequently Asked
Questions (FAQ) Document currently available and updated in the REMI Help documents.
CMHSPs should review data prior to submission to ensure the appropriate data elements are
submitted according to the format as indicated in the instructions.
All CMHSPs should review the records to ensure those submitted are eligible for Medicaid at least
one month during the reporting period. MSHN to incorporate steps to verify Medicaid eligibility
prior to submission to MDHHS.
SUD providers should ensure documentation is accurate and completed as required in REMI.
MSHN will implement a QI process for SUD providers who perform below the standard.

Prepared by: Sandy Gettel, MSHN Quality Manager
Approved by: MSHN QIC
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Quality Assessment Performance Improvement Program
BH-TEDS Quality Monitoring- Veterans & Military Fields
Introduction
Mid-State Health Network (MSHN) provides services to approximately 66,543 individuals per year. It is the
expectation of the Michigan Department of Health and Human Services (MDHHS) that MSHN will identify
beneficiaries who may be eligible for services through the Veteran’s Administration (VA). This will be
completed through the quarterly submission of the Veteran’s Service Navigator (VSN) Data Collection form,
improving, and maintaining the data quality of the BH-Teds military and veteran’s fields, and monitoring and
analyzing the data discrepancies between the VSN and the BH-TEDS data. A narrative report on the
comparison findings of the veterans reported on the VSN form and BH-TEDS, including actions taken to
improve the quality of the data will be completed and submitted to MDHHS BHDDA by 7/1/2021.
Data Quality/Completeness
The data used for this quality review include the total reported BH-TEDS A and M records for the
measurement period of 10/01/20 through 03/31/21. BH-TEDS Q records were not included in the analysis.
The following BH-TEDS fields were reviewed for completeness and potential illogical combinations: Veterans
Status, Military Service Era, Branch Served, Family Service, and VA Enrollment.
The following recommendations were made, and actions taken to improve data quality and completeness
for FY21 based on the analysis of the FY20Q1Q2 data.
•

MSHN will work with MDHHS to better define a process to eliminate or accept a BH-TEDs record that is
out of range for individuals who have received MAT.
Status: MSHN staff assisted MDHHS staff to exclude the out of range BH-TEDS records due to MAT
individuals. Phil C. agreed after a lengthy discussion that it is more important to maintain those
individuals admission records as they remain open for multiple years versus admitting and discharging
every year in order to have an in range record. MDHHS is still considering an Update record process for
SUD individuals.

•

MSHN will work with MDHHS to better define a process or eliminate the submission of records for jail
services, OBRA Assessments, nursing home services, those who have a different county of financial
responsibility (COFR), or who have been hospitalized either in a State facility or community hospital.
Status: MSHN staff actively participate on a statewide BH-TEDS workgroup where issues like jail services,
OBRA assessments and such are discussed and determined how to handle those as exceptions in
reporting. Carol H. is responsible for submitting change recommendations for BH-TEDS record exceptions
and did so with several of these events, including most recently to remove transportation only services.

•

MSHN will build a report in the managed care information system (REMI) to identify the “Not Collected”
records to support improvement efforts.
Status: MSHN staff developed reports based on its managed care information system dataset to show by
CMHSP any records that do not meet the criteria for using “Not Collected” as a value with Veterans and
Military fields in BH-TEDS reporting.
MSHN participated in discussions and improvements with MDHHS to revise CHAMPS edits and
validations through DTMB for FY21 that rejects BH-TEDS records if they don’t meet the Veterans and
Military field validations for “Not Collected.” This has significantly improved the required veteran and
military status fields for BH-TEDS. Additional updates to the BH-TEDS military fields for FY21 include the
following:

Quality Assessment Performance Improvement Program
BH-TEDS Quality Monitoring- Veterans & Military Fields
Findings
MSHN submitted 11301 BH-TEDS A and M records during the measurement period of 10/1/2020 through
3/31/2021. Of the BH-TEDS records submitted 178 (1.58%) reported a veteran status of “Yes”. Of the 178
who identified themselves as veterans 36 (20%) reported being connected to veteran related services.
MSHN’s Veteran Service Navigator Data Collection form reported 81 individuals had contact with the
Veterans Service Navigator during the measurement period. Three (1.69%) of those individuals had a BHTEDS record submitted within the same reporting period. Seventy-eight did not have an open BH-TEDS
record.
Barriers
• Veterans do not always identify as veterans in the BH-TEDs
• Veterans maybe receiving assistance through alternate resources in the community such as county
veteran coordinators.
• Unable to confirm the validity of the responses in the military fields i.e.. those reporting “Enrolled in
VA services” are engaged in services, or a Veteran response of “Yes” or “No”.
• Unable to match those from the VSN report to BH-TEDS
• No formalized referral process that includes the tracking of those who decline VSN services
• Lack of funding for SUD services for veterans
Summary
MSHN performed at a high-level for the completion and accuracy of the Military Fields in the BH-TEDS data.
The performance rate indicates that actions taken to improve the FY20 quality and completeness of the BHTEDS Military data have been effective.
Veteran Service Navigator services were provided to 1.69% of those who identified themselves as veterans
within the BH-TEDS. The majority (98%) of the individuals receiving services from the VSN are currently not
enrolled in services through a MSHN provider.
Action Steps
• Build a referral process into the screening and assessment process for the Mental Health and
Substance Use providers for notification to the Veteran Services Navigator when a person identifies
as a veteran.
• Establish a process for regional collaboration with the submission of the quarterly VSN Report.
• Provide Education to the provider organizations related to VSN services available.
• Collect two identifiers to ensure appropriate verification of records within REMI.
• Advocate for the use of a 1115 waiver process for veterans to access VA services and participate in
CMHSP/SUD services within our network.
• Monitor the quality and completion of the veteran and military field values.
• Monitor utilization of services for veterans through performance measure.
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Quality Assessment and Performance Improvement Program
Recovery Self-Assessment Annual Report FY21
Executive Summary
Introduction

The Recovery Self-Assessment was one of two tools required to be completed by Michigan
Department of Health and Human Services(MDHHS). Mid-State Health Network (MSHN) chose
the Administration of the RSA Administrator and Provider Version as a regional Performance
Improvement Project (PIP) from FY15 through FY21. FY21 marked the completion of the PIP,
requiring an evaluation to determine if continuation would provide additional benefits.
The following overview of Mid-State Health Network’s (MSHN) Recovery Self-Assessment (RSA)
was developed to assist MSHN Community Mental Health Service Program (CMHSP) Participants
and Substance Abuse Treatment Providers (SATP) develop a better understanding of the
strengths and weaknesses in MSHN’s recovery-oriented care. The information from this report is
intended to support discussions on improving recovery- oriented practices by understanding
how the various CMHSP and SAPT practices may facilitate or impede recovery. This report was
developed utilizing voluntary self-reflective surveys completed by administrators and providers
representing all CMHSP and SATP that provide services to adults with a Mental Illness and or
Substance Abuse diagnosis.

Summary

Did the targeted interventions increase the region’s recovery environment?
For FY2021 the RSA-R Administrator Assessment and the RSA-R Provider Assessment was
completed by each CMHSP Participant and SATP. Each assessment was scored separately for
comparison purposes. The assessments consisted of six (6) separate subcategories that included
Inviting, Choice, Involvement, Life Goals, Individually Tailored Services and Diversity of
Treatment. A score of 3.50 or higher indicates overall satisfaction with the statements in the
assessment. MSHN scored a 3.50 or higher on the total comprehensive score, and each
subcategory for both the administrator and provider assessment.

Administrator Assessment

An upward trend is exhibited with no significant change since FY15. The subcategories in which
MSHN has performed well continues to be the Inviting Subcategory (4.59 a decrease from 4.67)
and the Choice Subcategory (4.62 an increase from 4.56). The Involvement Subcategory
continues to demonstrate the lowest score since the onset of the project (3.77 an increase from
3.71). In 2017 the Involvement Subcategory did reach 3.64 and has continued to increase each
year. Currently all subcategories range from 3.77 to 4.62. Additional analysis was completed
using the comprehensive score by provision of clinical services. Nine service program types were
utilized. Seven of the eight (one of the nine was new therefore no comparative data exists)
decreased. The recovery environment of the organization, based on the assessment of the
administrators, exhibited a range of 4.07-4.41 on a scale from 1-5 with 5 being strongly agree.
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Provider Assessment

An upward trend is exhibited with no significant change since FY19. MSHN met the expectation
of improvement each year by demonstrating a comprehensive score of 4.27 in FY21, up from
4.18 in FY19. Each subcategory stayed the same or demonstrated improvement, in FY21,
ranging from 3.71-4.56. The subcategories performing well included the Choice Subcategory
(4.56) and Inviting (4.56). Involvement continued to score lowest for the provider assessment.
Additional analysis was completed using the comprehensive score by provision of clinical
services. Nine service program types were utilized. Seven of the nine (one of the nine was new
therefore no comparative data exists) indicated improvement in the recovery environment of
the organization exhibiting a range of 4.18-4.80 on a scale from 1-5 with 5 being strongly agree.
Conclusion

The questions that ranked the lowest in both the RSA-Administrator Assessment and the RSAProvider Assessment from FY20, continue to be among the lowest for FY21, however
improvement was exhibited. Growth areas to consider include the Involvement subcategory,
particularly the opportunity to attend agency advisory boards, management meetings; and to
facilitate staff trainings and education.
Interventions implemented in FY20 demonstrated effectiveness. MSHN has increased
opportunities of consumer involvement through the addition of membership on MSHN regional
committees and/or councils. MSHN, beginning in October 2021 will include two primary and/or
secondary consumers to the membership of the MSHN Quality Improvement Council and the
MSHN Customer Service Committee.
The results were reviewed further by the MSHN Quality Improvement Council, the SUD Provider
Network, and the Regional Consumer Advisory Council considering the growth areas identified
above. Each CMHSP Participant and SUD Provider reviewed their organization to determine the
need for local improvement recommendations/interventions. Based on the additional reviews
the following recommendations were made.
•

•

Providers will continue to provide opportunities for consumer involvement in the
organization. Communication of opportunities include but is not limited to the following
methods: internal/external postings, newsletters, newspapers, assigned worker, and
social media.
Based on the completion of the PIP and improved performance demonstrated over the
past 6 years, QIC has recommended the administration of the RSA-R Provider and
Administrator Versions be discontinued effective FY22.

Page | 3

Quality Assessment and Performance Improvement Program
Recovery Self-Assessment Annual Report FY21
Evaluation of Effectiveness
Interventions implemented in FY20 demonstrated effectiveness. MSHN has increased
opportunities of consumer involvement. MSHN, beginning in October 2021 will include two
primary and/or secondary consumers to the membership of the MSHN Quality Improvement
Council and the MSHN Customer Service Committee.
The questions that ranked the lowest in both the RSA-Administrator Assessment and the RSAProvider Assessment from FY20, continue to be among the lowest for FY21, however
improvement was exhibited. Growth areas to consider include subcategories or questions that
perform below the 3.50 indicating disagreement or room for improvement. Question 29
continued to receive a score of less than 3.50 for both the administrator and provider
assessments. Additionally, consideration should be given to the questions that offer the most
opportunity for improvement or that have demonstrated a decrease since the previous year. The
Involvement subcategory demonstrated the largest opportunity for growth.
The results were reviewed further by the MSHN Quality Improvement Council, the SUD Provider
Network, and the Regional Consumer Advisory Council considering the growth areas identified
above. Each CMHSP Participant and SUD Provider reviewed their organization to determine the
need for local improvement recommendations/interventions. Based on the additional reviews the
following recommendations were made.
Recommendations
• Providers will continue to provide opportunities for consumer involvement in the
organization. Communication of opportunities include but is not limited to the following
methods: internal/external postings, newsletters, newspapers, assigned worker, and
social media.
• Based on the completion of the PIP and improved performance demonstrated over the
past 6 years, QIC has recommended the administration of the RSA-R Provider and
Administrator Versions be discontinued effective FY22.
Attachment 1 demonstrates the average response for each question the MSHN Administrators
Assessment.
Attachment 2 demonstrates the average response for each question on the MSHN Providers
Assessment.
Report Completed by: Sandy Gettel MSHN Quality Manager
MSHN QIC Review:
Provider Network Review:
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1. Background
The Code of Federal Regulations (CFR), specifically 42 CFR §438.350, requires states that contract
with managed care organizations (MCOs) to conduct an external quality review (EQR) of each
contracting MCO. An EQR includes analysis and evaluation by an external quality review organization
(EQRO) of aggregated information on healthcare quality, timeliness, and access. Health Services
Advisory Group, Inc. (HSAG) serves as the EQRO for the State of Michigan, Department of Health and
Human Services, (MDHHS)—responsible for the overall administration and monitoring of the Michigan
Medicaid managed care program. MDHHS requires that the Prepaid Inpatient Health Plan (PIHP)
conduct and submit performance improvement projects (PIPs) annually to meet the requirements of the
Balanced Budget Act of 1997 (BBA), Public Law 105-33. According to the BBA, the quality of health
care delivered to Medicaid members in PIHPs must be tracked, analyzed, and reported annually. PIPs
provide a structured method of assessing and improving the processes, and thereby the outcomes, of care
for the population that a PIHP serves.
For State Fiscal Year (SFY) 2020–2021, MDHHS required PIHPs to conduct PIPs in accordance with
42 CFR §438.330(b)(1) and §438.330(d)(2)(i–iv). In accordance with §438.330(d)(2)(i–iv), each PIP
must include:
•
•
•
•

Measuring performance using objective quality indicators.
Implementing system interventions to achieve quality improvement (QI).
Evaluating effectiveness of the interventions.
Planning and initiating activities for increasing and sustaining improvement.

As one of the mandatory EQR activities required by 42 CFR §438.358(b)(1)(i), HSAG, as the State’s
EQRO, validated the PIPs through an independent review process. Since these PIPs were initiated in
SFY 2018, in its PIP evaluation and validation, HSAG used the Department of Health and Human
Services, Centers for Medicare & Medicaid Services (CMS) publication, EQR Protocol 3: Validating
Performance Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR),
Version 2.0, September 2012.1-1 When the PIHPs initiate new PIPs, HSAG will use and follow CMS’
publication, Protocol 1. Validation of Performance Improvement Projects (PIPs): A Mandatory EQRRelated Activity, October 2019.1-2

1-1

1-2

Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 3: Validating
Performance Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR), Version 2.0,
September 2012. Available at: https://www medicaid.gov/medicaid/quality-of-care/downloads/eqr-protocol-3.pdf.
Accessed on: Aug 23, 2021.
Department of Health and Human Services, Centers for Medicare & Medicaid Services. Protocol 1. Validation of
Performance Improvement Projects (PIPs): A Mandatory EQR-Related Activity, October 2019. Available at:
https://www medicaid.gov/medicaid/quality-of-care/downloads/2019-eqr-protocols.pdf. Accessed on: Aug 23, 2021.
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BACKGROUND

Validation Overview
HSAG obtains the information and data needed to conduct the PIP validation from Mid-State Health
Network’s PIP Summary Form. This form provides detailed information about Mid-State Health
Network’s PIP related to the steps completed and evaluated by HSAG for the 2020–2021 validation
cycle.
Each required step is evaluated on one or more elements that form a valid PIP. The HSAG PIP Review
Team scores each evaluation element within a given step as Met, Partially Met, Not Met, Not
Applicable, or Not Assessed. HSAG designates evaluation elements pivotal to the PIP process as critical
elements. For a PIP to produce valid and reliable results, all critical elements must be Met. Given the
importance of critical elements to the scoring methodology, any critical element that receives a Not Met
score results in an overall validation rating for the PIP of Not Met. Mid-State Health Network would
be given a Partially Met score if 60 percent to 79 percent of all evaluation elements were Met or one or
more critical elements were Partially Met. HSAG provides a General Comment with a Met validation
score when enhanced documentation would have demonstrated a stronger understanding and application
of the PIP activities and evaluation elements.
In addition to the validation status (e.g., Met) HSAG gives the PIP an overall percentage score for all
evaluation elements (including critical elements). HSAG calculates the overall percentage score by
dividing the total number of elements scored as Met by the total number of elements scored as Met,
Partially Met, and Not Met. HSAG also calculates a critical element percentage score by dividing the
total number of critical elements scored as Met by the sum of the critical elements scored as Met,
Partially Met, and Not Met.
Figure 1-1 illustrates the three stages of the PIP process—i.e., Design, Implementation, and Outcomes.
Each sequential stage provides the foundation for the next stage. The Design stage establishes the
methodological framework for the PIP. The steps in this section include development of the study topic,
question, population, indicators, sampling techniques, and data collection. To implement successful
improvement strategies, a methodologically sound study design is necessary.
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FINDINGS

For the first measurement period, Mid-State Health Network reported that 36.1 percent of patients with
schizophrenia and diabetes had an HbA1c and LDC-C test. The Remeasurement 1 plan-selected goal
was set at 36 percent. The overall goal of the PIP is to achieve statistically significant improvement over
the baseline rate of 33.6 percent. The study indicator achieved the plan-selected goal and, although it did
not achieve statistically significant improvement, Mid-State Health Network demonstrated an
improvement of 2.5 percentage points over the baseline rate for the first remeasurement period.
For the second remeasurement period, Mid-State Health Network reported that 49.2 percent of patients
with schizophrenia and diabetes had an HbA1c and LDL-C test. The Remeasurement 2 plan-selected
goal was set at 38.6 percent. The overall goal of the PIP is to achieve statistically significant
improvement over the baseline rate of 33.6 percent. The study indicator achieved both statistically
significant improvement and the plan-selected goal.
Mid-State Health Network noted that the coronavirus disease 2019 (COVID-19) pandemic, which
occurred during the second remeasurement period, impacted the rate due to stay-at-home orders as well
as limited transportation and access to laboratories and physician offices.

Barriers/Interventions
The identification and prioritization of barriers through causal/barrier analysis and the selection of
appropriate active interventions to address these barriers are necessary steps to improve outcomes. The
PIHP’s choice of interventions, combination of intervention types, and sequence of implementing the
interventions are essential to the PIHP’s overall success in achieving the desired outcomes for the PIP.
Mid-State Health Network’s causal/barrier analysis involved brainstorming and the completion of the
fishbone diagram to identify the barriers by the quality improvement council and regional medical
directors’ group. Each Community Mental Health Service Program (CMHSP) reviewed its baseline data
and provided feedback regarding barriers to the PIHP. The quality improvement council and regional
medical directors group prioritized the identified barriers based on the effort of, and relevance to, each
CMHSP and potential impact of the outcome.
From these processes, Mid-State Health Network determined the following top barriers:
•
•
•
•

Lack of coordination and communication occurring between the primary care physicians (PCPs) and
the CMHSPs.
Lack of access to labs.
Information regarding completed labs is not available.
Inaccurate and untimely data.

To address these barriers, Mid-State Health Network initiated the following interventions:
•

The PIHP developed and provided a brief document to the PCPs and CMHSP clinicians that
explains when it is appropriate for protected health information (PHI) to be shared for the purposes
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FINDINGS

•

•
•

•

of coordination of care, treatment, and payment. The PIHP medical director provided education
related to PHI to be shared for the purposes of coordination of care, treatment, and payment to the
joint group of medical directors and PCPs.
The PIHP implemented a process to improve transportation availability. This included the
development of an information sheet to provide to members at the time of their appointments with
instructions for accessing the transportation available in each CMHSP’s geographical location.
The PIHP implemented a process for lab services to be obtained on-site at each CMHSP location.
This included a mobile lab, trained medical staff members, and an on-site lab draw station.
The CMHSP utilized care alerts to determine who does not have a claim for a completed lab. A
record review is completed to identify if a lab was ordered. If the results are in the record and a
claim was submitted to Medicare, the CMHSP can enter “addressed” into the Integrated Care Data
Platform (ICDP).
The PIHP developed and implemented a process for quarterly data validation to ensure data received
from the Care Connect 360 extract and processed by Zenith Technologies in the ICDP is consistent
with the HEDIS specifications and is completed within the expected time frames.
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3. Conclusions and Recommendations
Conclusions
The Patient With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test PIP received a
Met validation score for 100 percent of critical evaluation elements, 100 percent for the overall
evaluation elements across all steps validated, and a Met validation status. Mid-State Health Network
developed a methodologically sound improvement project. The PIHP collected and reported accurate
study indicator results using a systematic data collection process and conducted appropriate statistical
testing for comparison between measurement periods. The causal/barrier analysis process included the
use of appropriate quality improvement tools and a collaboration with the regional medical directors’
group in the identification and prioritization of barriers. The PIHP achieved statistically significant
improvement over the baseline performance for the study indicator.

Recommendations
As the PIP progresses, HSAG recommends the following:
•

•
•
•

Mid-State Health Network should revisit its causal/barrier analysis at least annually to ensure that
the barriers identified continue to be barriers, and to see if any new barriers exist that require the
development of interventions.
Mid-State Health Network should continue to evaluate the effectiveness of each intervention.
Decisions to continue, revise, or discontinue an intervention must be data driven.
Mid-State Health Network should seek technical assistance from HSAG throughout the PIP
process to address any questions or concerns.
Mid-State Health Network should reference the PIP Completion Instructions annually to ensure
that all requirements for each completed step have been addressed.
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Appendix A. PIP Validation Tool
The following contains the final PIP validation tool for Mid-State Health Network.
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test

for Region 5 - Mid-State Health Network

Demographic Information
Plan Name:

Region 5 - Mid-State Health Network

Project Leader Name: Sandy Gettel

Title:

Quality Manager

Telephone Number:

(517) 220-2422

E-mail Address:

sandy.gettel@midstatehealthnetwork.org

Name of Project:

Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test

Submission Date:

8/13/2021
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test
for Region 5 - Mid-State Health Network

Evaluation Elements

Scoring

Comments

Performance Improvement Project Validation
1.

Select the Study Topic(s): The study topic should be selected based on data that identify an opportunity for improvement. The goal of the project
should be to improve processes and outcomes of healthcare. The topic may also be specified by the State. The study topic:

C* 1.

Was selected following collection and analysis of data.

Met

Partially Met

Not Met

NA The study topic was selected following the
collection and analysis of the plan-specific data.

Met

Partially Met

Not Met

NA The PIP has the potential to affect member health,
functional status, or satisfaction.

N/A is not applicable to this element for scoring.

2.

Has the potential to affect member health, functional status,
or satisfaction.
The scoring for this element will be Met or Not Met.

Results for Step 1

Total Evaluation Elements

Critical Elements

Total Evaluation
Elements**

Met

Partially Met

Not Met

Not Applicable

Critical
Elements***

Met

Partially Met

Not Met

Not Applicable

2

2

0

0

0

1

1

0

0

0

* "C" in this column denotes a critical evaluation element.
** This is the total number of all evaluation elements for this review step.
*** This is the total number of critical evaluation elements for this review step.
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test
for Region 5 - Mid-State Health Network

Evaluation Elements

Scoring

Comments

Performance Improvement Project Validation
3.

Define the Study Population: The study population should be clearly defined to represent the population to which the study qu estion and indicators
apply, without excluding members with special healthcare needs. The study population:

C* 1.

Met

Was accurately and completely defined and captured all
members to whom the study question(s) applied.

Partially Met

NA The PIHP accurately and completely defined the
study population.

Not Met

General Comment:
The PIHP should use the most recent version of the
HEDIS technical specifications for each
remeasurement period.

N/A is not applicable to this element for scorning.

Re-review August 2021:
The PIHP clarified that the most recent version of
the HEDIS technical specifications were used. The
general comment has been addressed.

Results for Step 3

Total Evaluation Elements

Critical Elements

Total Evaluation
Elements**

Met

Partially Met

Not Met

Not Applicable

Critical
Elements***

Met

Partially Met

Not Met

Not Applicable

1

1

0

0

0

1

1

0

0

0

* "C" in this column denotes a critical evaluation element.
** This is the total number of all evaluation elements for this review step.
*** This is the total number of critical evaluation elements for this review step.
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test
for Region 5 - Mid-State Health Network

Evaluation Elements

Scoring

Comments

Performance Improvement Project Validation
5.

Use Sound Sampling Techniques: (If sampling is not used, each evaluation element will be scored Not Applicable [NA]). If sampling is used to select
members in the population, proper sampling techniques are necessary to provide valid and reliable information on the quality of care provided.
Sampling methods:
1.

Included the measurement period for the sampling methods
used (e.g., baseline, Remeasurement 1).

Met

Partially Met

Not Met

NA Sampling will not be used.

2.

Included the title of applicable study indicator(s).

Met

Partially Met

Not Met

NA Sampling will not be used.

3.

Included the population size.

Met

Partially Met

Not Met

NA Sampling will not be used.

Included the sample size.

Met

Partially Met

Not Met

NA Sampling will not be used.

5.

Included the margin of error and confidence level.

Met

Partially Met

Not Met

NA Sampling will not be used.

6.

Described in detail the method used to select the sample.

Met

Partially Met

Not Met

NA Sampling will not be used.

Allowed for the generalization of results to the study
population.

Met

Partially Met

Not Met

NA Sampling will not be used.

C* 4.

C* 7.

Results for Step 5

Total Evaluation Elements

Critical Elements

Total Evaluation
Elements**

Met

Partially Met

Not Met

Not Applicable

Critical
Elements***

Met

Partially Met

Not Met

Not Applicable

7

0

0

0

7

2

0

0

0

2

* "C" in this column denotes a critical evaluation element.
** This is the total number of all evaluation elements for this review step.
*** This is the total number of critical evaluation elements for this review step.
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test
for Region 5 - Mid-State Health Network

Evaluation Elements

Scoring

Comments

Performance Improvement Project Validation
7.

Analyze Data and Interpret Study Results: Clearly present the results for each study indicator(s). Describe the data analysis performed and the
results of the statistical analysis, if applicable, and interpret the results. Through data analysis and interpretation, real improvement as well as
sustained improvement can be determined. The data analysis and interpretation of the study indicator outcomes:

C* 1.

2.

Included accurate, clear, consistent, and easily understood
information in the data table.

Met

Partially Met

Not Met

NA The PIHP included accurate, clear, consistent, and
easily understood information in the data table.

Included a narrative interpretation that addresses all
required components of data analysis and statistical testing.

Met

Partially Met

Not Met

NA It appears that the PIHP conducted its statistical
testing comparing Remeasurement 2 (R2) to
Remeasurement 1 (R1). Each remeasurement
period should be compared to the baseline. The
PIHP must recalculate the statistical testing and
accurately report the outcomes using R2 and the
baseline.
Re-review August 2021:
The PIHP conducted statistical testing comparing
Remeasurement 2 to the baseline. The validation
score for this evaluation element has been changed
to Met.

3.

Met

Identified factors that threatened the validity of the data
reported and ability to compare the initial measurement with
the remeasurement.

Partially Met

NA The PIHP identified and discussed factors that
threatened the internal or external validity of the
findings.

Not Met

Results for Step 7

Total Evaluation Elements

Critical Elements

Total Evaluation
Elements**

Met

Partially Met

Not Met

Not Applicable

Critical
Elements***

Met

Partially Met

Not Met

Not Applicable

3

3

0

0

0

1

1

0

0

0

* "C" in this column denotes a critical evaluation element.
** This is the total number of all evaluation elements for this review step.
*** This is the total number of critical evaluation elements for this review step.
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test
for Region 5 - Mid-State Health Network

Evaluation Elements

Scoring

Comments

Performance Improvement Project Validation
9.

Assess for Real Improvement: Real improvement or meaningful change in performance is evaluated based on study indicator(s) re sults.
1.

The remeasurement methodology was the same as the
baseline methodology.

Met

Partially Met

Not Met

NA Repeated measurements used the same
methodology as was used for the baseline
measurement.

2.

The documented improvement meets the State- or planspecific goal.

Met

Partially Met

Not Met

NA The study indicator achieved the plan-specific goal.

C* 3.

There was statistically significant improvement over the
baseline across all study indicators.

Met

Partially Met

Not Met

NA The PIHP achieved statistically significant
improvement over the baseline for the study
indicator.

Results for Step 9

Total Evaluation Elements

Critical Elements

Total Evaluation
Elements**

Met

Partially Met

Not Met

Not Applicable

Critical
Elements***

Met

Partially Met

Not Met

Not Applicable

3

3

0

0

0

1

1

0

0

0

* "C" in this column denotes a critical evaluation element.
** This is the total number of all evaluation elements for this review step.
*** This is the total number of critical evaluation elements for this review step.
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Appendix A: Michigan 2020-2021 PIP Validation Tool:
Patients With Schizophrenia and Diabetes Who Had an HbA1c and LDL-C Test
for Region 5 - Mid-State Health Network

EVALUATION OF THE OVERALL VALIDITY AND RELIABILITY OF PIP RESULTS
HSAG assessed the validity and reliability of the results based on CMS validation protocols and determined whether the State and key stakeholders can have
confidence in the reported PIP findings. Based on the validation of this PIP, HSAG’s assessment determined the following:

Met: High confidence/confidence in reported PIP results. All critical evaluation elements were Met, and 80 to 100 percent of all evaluation
elements were Met across all activities.
Partially Met: Low confidence in reported PIP results. All critical evaluation elements were Met, and 60 to 79 percent of all evaluation elements were Met
across all activities; or one or more critical evaluation elements were Partially Met.
Not Met: All critical evaluation elements were Met, and less than 60 percent of all evaluation elements were Met across all activities; or one or more
critical evaluation elements were Not Met.

Summary of Aggregate Validation Findings
X

Met

Partially Met

Region 5 - Mid-State Health Network 2020-2021 PIP Validation Tool:
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Appendix B. PIP Summary Form
Appendix B contains the final PIP Summary Form Mid-State Health Network submitted to HSAG for
validation. HSAG made only minor grammatical corrections to these forms; the content/meaning was
not altered. This appendix does not include any attachments provided with the PIP submission.
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Quality Assessment Performance Improvement Program
Substance Use Disorder Residential Providers
Critical Incidents FY21
Summary of Project
The data collected is based on the definition and requirements that have been set forth within the Sentinel
Event/Critical Incident Reporting System (CIRS) attached to the PIHP contract and available on the MDHHS
Website.
The following incidents are reviewed by the Substance Use Residential Providers and Recovery Housing
providers to determine if the event is sentinel or not sentinel. If sentinel a root cause analysis must be
completed and a plan of action developed, or documentation as to why an action plan was not needed. The
reported events for the Substance Abuse Residential Providers is reported to MDHHS as required:
• Death: That which is not by natural cause or does not occur as a natural outcome to a chronic condition
(e.g. terminal illness) or old age.
• Unexpected deaths: Deaths that resulted from suicide, homicide, an undiagnosed condition, were
accidental, or were suspicious for possible abuse or neglect.
o Deaths as a result of staff action or inaction, or subject to a recipient rights investigation,
licensing, or police investigation requires additional information to be submitted to the
Quality Manager or designee at MSHN within 36 hours of the notification of an investigation
for reporting to MDHHS (MSHN must report to MDHHS within 48 hours of the notification of
an investigation occurring).
• Injury -Injury by accident resulting in a visit to an emergency room, medi-center and urgent care
clinic/center and/or admissions to hospital
• Physical illness resulting in admission to a hospital: Does not include planned surgeries, whether
inpatient or outpatient. It also does not include admissions directly related to the natural course of
the person's chronic illness, or underlying condition. For example, hospitalization of an individual who
has a known terminal illness in order to treat the conditions associated with the terminal illness is not
a sentinel event.
• Serious challenging behaviors: Behaviors not already addressed in a treatment plan and include
significant (in excess of $100) property damage, attempts at self-inflicted harm or harm to others, or
unauthorized leaves of absence that result in death or loss of limb or function to the individual or risk
thereof. All unauthorized leaves from residential treatment are not sentinel events in every instance)
Serious physical harm is defined by the Administrative Rules for Mental Health (330.7001) as
"physical damage suffered by a recipient that a physician or registered nurse determines caused or
could have caused the death of a recipient, caused the impairment of his or her bodily functions, or
caused the permanent disfigurement of a recipient."
• Medication errors: Mean a) wrong medication; b) wrong dosage; c) double dosage; or d) missed
dosage which resulted in death or loss of limb or function or the risk thereof. It does not include
instances in which consumers have refused medication.
• Administration of Narcan: Reported within 48 hours to MSHN
• Sentinel Event: An “unexpected occurrence involving death or serious physical or psychological
injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The phrase, ‘or
risk thereof’ includes any process variation for which a recurrence would carry a significant chance
of a serious adverse outcome." (JCAHO, 1998)
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Summary: MSHN demonstrated an increase in the rate of sentinel events since FY19. The increase for FY21 is
attributed to medication errors, however, the rate of medication errors did decrease in FY21 (4.179) compared
to FY20 (20.710). The largest increase was in the rate for events reviewed for physical illness requiring
admission to hospital by MSHN SUD providers (FY21-4.657 versus FY20-2.279). The provider network did have
increased reporting of critical incidents that were reviewed, followed by a subset of those being determined
sentinel. A Root Cause Analysis (RCA) was completed for the reported sentinel events and action was
implemented based on the outcome of the RCA. Approximately twenty-seven SUD providers submitted the
Sentinel Event Report for FY21Q4. Contributing factors may include the following: a new reporting system; the
submission of sentinel events into the Provider Portal Document Submission process; trainings provided; the
pandemic pf COVID 19. The accuracy of the reporting, consistent with the definition and instructions provided
from MDHHS, will be verified with primary source verification occurring during the delegated managed care
review.
Recommendations:
• The providers should continue to report events and follow up with system reviews as needed to avoid
any recurrence.
• SUD Providers should review and report all critical and sentinel events to MSHN quarterly. MSHN to
enforce compliance with the reporting requirements.
Status: FY21Q4 was received through the portal only. Sentinel Event reporting through the portal
includes alerts for unexpected deaths and administration of Narcan. Reports of submissions and events
from Provider Portal requires development. Requires ongoing training to ensure reporting is being
completed.
• Each sentinel event should result in a root cause analysis with identified action to prevent
reoccurrence. Status: Actions related to these deaths will be included in the primary source verification
during the Delegated Managed Care Reviews.
• MSHN to review a sample of critical incidents during SUD Delegated Managed Care reviews consistent
with the SUD Oversight Policy.
• MSHN to continue to work with Providers to validate the data and ensure the correct process is used
for reviewing and reporting.
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Prepared by: Sandy Gettel, Quality Manager

Date: 12/8/2021

Reviewed by: SUD Performance Measurement Team

Date: 12/8/2021

Quality Assessment and Performance Program
Behavior Treatment Data Review FY21Q4

Title of Measure: Behavior Review Data
Summary of Project: The study is required by the Michigan Department of Health and Human
Services (MDHHS). The data collected is based on the definition and requirements that have
been set forth within the Standards for Behavioral Treatment Review attached to the Pre-Paid
Inpatient Health Plan (PIHP)/Community Mental Health Services Program (CMHSP) contract.
MSHN delegates the responsibility for the collection and evaluation of data to each local
CMHSP Behavior Treatment Review Committee (BTRC), including the evaluation of
effectiveness of the BTRC by stakeholders. Data will be collected and reviewed quarterly by the
CMHSP where intrusive and restrictive techniques have been approved for use with individuals,
and where physical management or 911 calls to law enforcement have been used in an
emergency behavioral situation. This data is to be reviewed as part of the CMHSP Quality
Improvement Program (QIP) and reported to the PIHP. MSHN monitors that the local CMHSP
BTRC follows the requirements outlined within the Standards for Behavior Treatment Review
Committees. The following measures are trend data; therefore, no external standard exists.
MSHN utilizes a linear trend over a minimum of 4 reporting periods. The trend is used to
identify any areas requiring further analysis to improve safety of the individuals we serve. This
is done by reviewing quarterly data to identify causal factors contributing to an increase rate
and an upward trend. The expectation is that each quarter will demonstrate improvement from
the previous quarter. CMHSP and/or MSHN will implement interventions to improve safety,
thereby changing the direction of the trend. FY20Q3 MSHN modified the method for data
collection. The data measures the plans that have been reviewed each quarter. The Behavior
Treatment Standard requires that at minimum all plans should be reviewed quarterly. Those
CMHSPs that have had a significant increase or decrease should note the reason for the
difference.
Data Analysis
Study Question 1: The proportion of individuals with a restrictive and/ or intrusive behavior
treatment plan will be monitored quarterly to address causal factors for
positive or negative change.
Numerator: The total number of plans with restrictive and intrusive interventions reviewed
during the reporting period.
Denominator: The total number of individuals who are actively receiving services during the
reporting period.
This question reviews the rate per 100 of plans approved with restrictive and intrusive
interventions per the number of individuals who have been served per quarter. Currently each
CMHSP has a committee in place to approve or disapprove plans which include restrictive and
intrusive interventions as required on a quarterly basis.

Quality Assessment and Performance Improvement Program
Behavior Treatment Review Data FY21Q4
Goal 2: MSHN will ensure behavioral treatment plans are developed in accordance with the
Standards for Behavior Treatment Plan Review Committees.
This measure began in FY21Q3. Six CMHSP Participants were reviewed since the onset
of the measure. Improvement is expected to be seen at the end of FY22 when each
CMHSP has competed the oversight review cycle, and received training based on the
initial review. Currently MSHN has a score of 61% (77/126). The standard of 95% was
not met.
Goal 3: The percent of emergency interventions per person served during the reporting period
will demonstrate a decrease from previous measurement period. The standard was not
met. (236/30873)
Goal 3a: The percent of emergency physical interventions per person served during the
reporting period will demonstrate a decrease from previous measurement period.
MSHN demonstrated an increase in physical interventions in FY21Q4 (.54% 166/30873) compared to FY21Q3 (.47%). Thirty-five individuals received a physical
intervention. Twenty received more than one physical intervention during the
reporting period.
Goal 3b: The percent of incidents requiring phone calls made by staff to police for behavioral
assistance per person served will demonstrate a decrease from previous
measurement period. MSHN demonstrated an increase in 911 calls made by staff for
behavioral assistance in FY21Q4 .23% (70/30873) compared to FY21Q3 .15%. This
standard was not met.
Recommendations:
• Each CMHSP should review the emergency physical interventions and address and
unmet needs for treatment.
• The regional BTPR workgroup to continue to address the following areas:
o Discussion related to restrictions, and limitations that require a plan with
behavior treatment committee approval. Utilization of the Frequently Asked
Questions (FAQ) document to identify and provide guidance for scenarios that
may be interpreted differently. Status: FAQ updated and discussed every other
month in coordination with MDHHS Behavior Work Group.
o Effective data collection to measure improvements and identify continued areas
of risk. Status: New data collection is effective for FY22Q1. This has been
modified to include the number of behavior treatment plans with restrictive and
intrusive interventions, the number 911 calls, and emergency physical
interventions. The compliance with the Behavioral Treatment Standards will be
reviewed through the DMC Oversight process.
o Develop minimal competencies based on scope of practice for individuals who
write behavior treatment plans. Status: Not addressed at this time.
• The BTPRC has requested training to assist in the incorporation of the required elements
of the Behavior Treatment Standards. It is recommended that a regional training occur
with attendance strongly encouraged by clinical staff and members of each local BTPRC,
to ensure all restrictive and intrusive interventions are reviewed, approved and written
into a plan as required by MDHHS.
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•

Status: Training information continues to be distributed as provided by MDHHS and the
Board Association. BTPR work group in concert with CLC will develop training as needed
based on the DMC and external audit results.
Training on writing Individual Plans of Service to ensure that inclusion of restrictions is
identified and referred to BTPRC as needed.
Status: MSHN is in process of developing a workplan to address IPOS training for the
region to support the current strategic initiative on IPOS training, and the MDHHS waiver
review corrective action plan.

Completed By: Sandy Gettel MSHN Quality Manager
Reviewed By: Quality Improvement Council
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Date: 11/11/2021
Date: 11/18/2021

Quality Assessment and Performance Improvement Program
2020/21 Annual Satisfaction Survey Report

Executive Summary

The Mid-State Health Network (MSHN) Quality Assessment and Performance Improvement
Program, as required by the Michigan Department of Health and Human Services (MDHHS),
annually administers a survey to a representative group of individuals served. MSHN, in
collaboration with the Community Mental Health Services Program (CMHSP) and their contracted
providers, utilized the Mental Health Statistics Improvement Program Survey (MHSIP) for adults;
and the Youth Services Survey (YSS) for children and their families. MSHN in collaboration with the
Substance Use Disorder Treatment Providers (SUDTP) utilized a MSHN developed satisfaction
survey for individuals receiving SUD services. The data obtained by each CMHSP participant and
SUDTP was provided to MSHN for regional analysis with the opportunity to identify strengths,
growth areas, and implement improvement within the region. The results of the surveys are
reported to MSHN’s Quality Improvement Council (QIC) and available to stakeholders on the MSHN
Website and upon request. The survey data provides a snapshot of how the individuals perceive
the care that is received. The findings are utilized to improve the quality, access and effectiveness
of care received.
MHSIP was completed by adults, 18 years and older, with a mental illness(n=1444). Seven domains
were analyzed for the MHSIP. The three subscales that scored the highest were the Perception of
Quality and Appropriateness, Perception of Participation in Treatment, and the Perception of
General Satisfaction. The Perception of Social Functioning and the Perception of Outcomes of
Services subscales scored the lowest.
The YSS was completed by children and families who experience a severe emotional
disorder(n=575). Seven domains were analyzed for the YSS. The two subscales that scored the
highest were the Perception of Cultural Sensitivity and Perception of Access. The Perception of
Outcomes of Services, and the Perception of Social Functioning subscales scored the lowest.
The SUD Satisfaction Survey was completed by individuals who received a service from a substance
use disorder treatment provider(n=2131). Six subscales were analyzed for the SUD Survey. The
two subscales that scored the highest were the Perception of Cultural/Ethnic Background, and the
Perception of the Welcoming Environment. The Perception of the Appropriateness and Choice
with Services, and the Perception of Coordination of Care/Referrals to Other Resources
(demonstrated most improvement) subscales scored the lowest.

Methodology

The distribution method for the 2021 Satisfaction Survey included face to face, mailed, electronic,
or phone surveys. Each survey included a list of statements that are categorized by subscales. The
statement is rated using a Likert scale. Those statements that have a “Blank” or a response of “Not
Applicable” were removed from the sample. Individuals who were missing more than 1/3 of total
responses (blanks, or invalid response) were removed from the report. If one question was left
blank, the responses of the remaining questions for that subscale were excluded from the
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calculations of that subscale. The mean of each individual question is calculated. The total number
of respondents who were “in agreement” was divided by the total respondents.
Limitations
This report was developed utilizing voluntary self-reflective surveys. The information from this
report is intended to support discussions on how the various provider practices may improve
treatment offered to individuals. The information from this report should not be used to draw
conclusions or make assumptions without further analysis. Accommodations made as a result of
the regulatory changes related to the COVID Pandemic include modifications of the distribution
method to include face to face, mailed, or phone surveys. Caution should be taken when using this
data to make decisions. The results, therefore, are specific to the perception during that time, and
when comparing to other measurement periods.

Survey Findings

MSHIP Findings-The satisfaction survey for adults with a mental illness was completed by onethousand, four hundred and forty-three (1443) individuals in the MSHN region. The survey utilized
a 5 point Likert scale with 1 strongly agree and 5 strongly disagree. Anything under 2.50 is
considered to be in agreement with the statement. The survey consisted of the following subscales:
general satisfaction, perception of access, perception of participation treatment, perception of
quality and appropriateness, perception of outcomes of services, perception of social
connectedness, perception of social functioning.
The subscales as indicated in Figure 1. that demonstrated performance above the 80% standard
included the following:
• Perception of Quality and Appropriateness (92%)
• Perception of Participation in Treatment (93%)
• General Satisfaction (92%)
• Perception of Access (92%)
Attachment 1 indicates the average of subscale line items (questions) that scored the highest
include:
• Q16. Staff respected my wishes about who is and who is not to be given information about
my treatment services. (1.49)
• Q1. I like the services that I received. (1.56)
• Q13. I was given information about my rights. (1.53)
• Q7. Services were available at times that were good for me. (1.56)
• Q4. The location of services was convenient. (1.57)
• Q11. I felt comfortable asking questions about my treatment, services, and medication.
(1.57)
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Annual Consumer Satisfaction Survey Summary

MSHN analyzed the data from satisfaction surveys representative of Adults and Children who
experience a mental illness and individuals served by the SUD Treatment Providers in the MSHN
region. MSHN met the desired threshold (80%) for ten (10) of the fourteen (14) subscales within
the MHSIP (adults with mental illness) and the YSSF (children with severe emotional disturbance).
The two (2) subscales that did not meet the desired threshold for both populations were the
following: Perception of Outcomes of Services and Perception of Social Functioning. MSHN did
meet the desired threshold (3.5), demonstrating an increase in five (5) of the six (6) subscales for
those receiving SUD services.
All population groups indicated they were “treated with respect”, “services were available when
needed”, and they were satisfied with the services received.
The satisfaction surveys were presented to the Quality Improvement Council (QIC), Clinical
Leadership Committee (CLC), Regional Consumer Advisory Committee (RCAC) for review and
determine recommendations for any improvements.

Recommendations
•
•
•
•
•
•

Each CMHSP to review internally to establish an action plan identifying growth areas,
barriers, interventions, and process to monitor effectiveness of interventions.
QIC in collaboration with relevant MSHN committees/council will establish a regional
quality improvement plan to address the low response rates.
QIC will identify regional barriers, relevant regional interventions, with measures of
effectiveness.
Distribution methods will be explored to determine the most effective method.
Surveys will be streamlined to decrease survey fatigue.
QIC to monitor for effectiveness of regional and local improvement plans.

Attachment 1 MSHN Member Satisfaction Survey Adults with a Mental Illness.

Attachment 2 MSHN Member Satisfaction Survey for Children with a Severe and Emotional
Disorder.
Attachment 3 MSHN Member Satisfaction Survey for Individuals Receiving Substance Use
Treatment.
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Introduction

The Mid-State Health Network (MSHN) Quality Assessment and Performance Improvement
Program, as required by the Michigan Department of Health and Human Services (MDHHS),
annually administers a survey to a representative group of individuals served. MSHN, in
collaboration with the Community Mental Health Services Program (CMHSP) and their
contracted providers, utilized the Mental Health Statistics Improvement Program (MHSIP) to
conduct a region wide perception of care survey to adults experiencing a mental illness to
determine any areas that may be deficient within the region. The data obtained by each CMHSP
was provided to MSHN for regional analysis. The survey outcomes were compared to the
previous year’s Perception of Care Reports and is reported to MSHN’s Quality Improvement
Council (QIC) and available to stakeholders on the MSHN Website and upon request.

Methodology

The population group included adults with a mental illness, 18 years and older, who received
services between June 1, 2021 and July 30, 2021. The raw data was required to be received by
MSHN no later than August 8, 2021. MSHN prepared an analysis, which included comparison data
of CMHSPs.
Changes made to the methodology include the following:
• FY2019/20 The population group was expanded to include all youth individuals and
families served. As a result of the pandemic and emergency orders, accommodations
were made in the distribution methods by allowing mailed survey, phone surveys,
electronic surveys, and face to face when available.
Seven subscales are included in the survey. Each subscale included multiple questions related to
the subscale topic. The subscales are as follows: General Satisfaction, Access to Care, Quality of
Care, Participation in Treatment, Outcomes of Care, Functional Status, and Social Connectedness.
Questions left “Blank” or a response choice of “Not Applicable” are removed from the sample.
To obtain individual subscale scores, each response is assigned the following numerical values:
Strongly Agree=1
Agree=2
Neutral=3
Disagree=4
Strongly Disagree=5
Not Applicable=9
Individuals missing more than 1/3 of total responses (blanks, or invalid response) are excluded
from the calculations. Subscale line items that include a blank result in all subscale line items to
be excluded from the calculations of that subscale. Note that the number of responses included
in the subscale average/mean and subscale percentage of agreement could be less than that of
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The subscale line items (questions) that scored the highest include:
• Q16. Staff respected my wishes about who is and who is not to be given information about
my treatment services. (1.49)
• Q1. I like the services that I received. (1.56)
• Q13. I was given information about my rights. (1.53)
• Q7. Services were available at times that were good for me. (1.56)
• Q4. The location of services was convenient. (1.57)
• Q11. I felt comfortable asking questions about my treatment, services, and medication.
Growth areas to consider include performance below 80% for subscales or above 2.50 in the
subscale line items indicating disagreement. In the absence of scores below 80% for the subscale
or 2.50 or higher for the subscale line-item consideration should be given to those that ranked
the lowest or demonstrated a decrease since the previous year.
Subscales where MSHN did not score above the desired performance included the following:
• Perception of Social Functioning (76%)
• Perception of Outcomes of Services (71%)
• Perception of Social Connectedness (79%)
No subscale line items (questions) scored above 2.50. The following question scored the highest
indicating room for improvement:
• Q35. I feel I belong in my community. (2.35)
• Q26. I do better in school and/or work. (2.28)
• Q25. I do better in social situations. (2.35)
• Q28. My symptoms are not bothering me as much. (2.32)
• Q27. My housing situation has improved. (2.23)

Recommendations
•

•
•
•

Distribute the 2020/21 Perception of Care Report to the CMHSP participants through the
following committee/council review: Quality Improvement Council (QIC), Regional
Consumer Advisory Committee (RCAC)
Each CMHSP to review internally to establish an action plan identifying growth areas,
barriers, interventions, and process to monitor effectiveness of interventions.
QIC in collaboration with relevant MSHN committees/council will establish a regional
quality improvement plan, identifying regional barriers, relevant regional interventions,
with measures of effectiveness.
Modify the methodology to include a recommended length of time an individual should
be in services prior to taking the survey.

Completed by: Sandy Gettel Quality Manager MSHN
Reviewed by MSHN QIC
Reviewed by Regional Consumer Advisory Council

Date: September 20, 2021
Date: September 23, 2021
Date: October 8, 2021
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Introduction

The Mid-State Health Network (MSHN) Quality Assessment and Performance Improvement
Program, as required by the Michigan Department of Health and Human Services (MDHHS),
administered an annual survey to a representative group of individuals served. MSHN, in
collaboration with the Community Mental Health Services Program (CMHSP) and their
contracted providers, utilized the Youth Satisfaction Survey for Families (YSSF) to conduct a
region wide perception of care survey for Home Based Services (HBS), Outpatient Therapy (OPT),
and Case Management (CSM). The data obtained by each CMHSP was provided to MSHN for
regional analysis and was used to determine any areas that may benefit from quality
improvement efforts to increase satisfaction and improve services. The survey results were
reported to MSHN’s Quality Improvement Council (QIC), the Regional Consumer Advisory
Council, and is available to stakeholders on the MSHN Website and upon request.

Methodology

The population group included individuals 17 years or younger who received services between
June 1, 2021 and July 30, 2021. The raw data was required to be received by MSHN no later than
August 31, 2021. MSHN prepared an analysis, which included comparison data between the
CMHSP participants.
Changes made to the methodology include the following:
• FY2019/20
o The population group was expanded to include all youth individuals and families
served.
o As a result of the pandemic and emergency orders, accommodations were made
in the distribution methods by allowing mailed survey, phone surveys, electronic
surveys, and face to face when available.
Seven subscales were included in the survey. Each subscale included multiple questions related
to the subscale topic. The subscales are as follows: Quality and Appropriateness (satisfaction
with service), Access to Care, Family Participation in Treatment Planning, Outcomes of Care,
Cultural Sensitivity of Staff, Social Connectedness, and Social Functioning. Questions with a
response choice of “blank” were removed from the sample. To obtain individual subscale scores,
each response is assigned the following numerical values:
Strong Agree = 5
Agree = 4
Neutral = 3
Disagree = 2
Strongly Disagree = 1
Individuals missing more than 1/3 of total responses (blanks, or invalid response) are excluded
from the calculations. Subscale line items that include a blank result in all subscale line items to
be excluded from the calculations of that subscale. Note that the number of responses included
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The subscales in which MSHN performed above the 80% standard include the following:
• Perception of Cultural Sensitivity
• Perception of Access
• Participation in Treatment
• Social Connectedness
• Appropriateness
The subscale line items (questions) that scored the highest include:
• Q14. Staff spoke with me in a way that I understand (4.70)
• Q12. Staff treated me with respect (4.70)
• Q13. Staff respected my family’s religious/spiritual beliefs ( 4.63)
• Q15. Staff were sensitive to my cultural/ethnic background (4.62)
• Q8. The location of services was convenient for us. (4.61)
Growth areas to consider include areas that perform below the 80% for subscales or below 3.50
in the subscale line items indicating disagreement. In the absence of scores below 80% or below
a score of 3.50 for the subscale line item, consideration should be given to the questions that
are ranked the lowest or have demonstrated a decrease since the previous year.
Subscales where MSHN did not score above the desired performance included the following:
• Perception of Outcomes of Services (68% an increase from 62%)
• Perception of Social Functioning (71% an increase from 65%)
No subscale line items (questions) scored below a 3.50. the following question scored the lowest
indicating room for improvement:
• Q17. My child gets along better with family (3.83 an increase from 3.75)
• Q19. My child is doing better in school and/or work (3.78 an increase from 3.57)
• Q20. My child is better able to cope when things go wrong (3.63 an increase from 3.55)

Recommendations
•

•
•

Distribute the 2020/21 Perception of Care Report to the CMHSP participants through the
following committee/council review: Quality Improvement Council (QIC), Regional
Consumer Advisory Committee (RCAC)
Each CMHSP to review internally to establish an action plan identifying growth areas,
barriers, interventions, and process to monitor effectiveness of interventions.
Evaluate methodology to incorporate a length of time open to treatment to complete
survey.

Completed by: Sandy Gettel Quality Manager MSHN
Reviewed by MSHN Quality Improvement Council
Reviewed by MSHN Regional Advisory Council

Date: September 20, 2021
Date: September 23, 2021
Date: October 8, 2021
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Conclusion:
In summary, MSHN demonstrated improvement in the total comprehensive score, the subscale
comprehensive score, and each individual question. The subscale that scored the highest was
Cultural and Ethnic Background. The subscales that illustrated the most improvement were
Coordination of Care/Referrals to Other Resources, and Treatment Planning and Progress Toward
Goals.
The subscale that scored the lowest was Appropriateness and Choice of Service, however, the score
was an improvement over FY20.
The lowest scoring questions, as indicated below, ranged from 4.39-4.60 on a scale from 1-5 with 5
being strongly agree.
• 15. My treatment plan includes skills and community supports to help me continue in my
path to recovery and total wellness.
• 7. I was given information about the different treatment options available that would be
appropriate to meet my needs.
• 14. Staff assisted in connecting me with further services and/or community resources.
• 9. I was given a choice as to what provider to seek treatment from.
• 4. I know how to contact my recipient rights advisor.
• 8. I received services that met my needs and addressed my goals.
All scores were above 3.50, indicating agreement.

Recommendations/Next Steps
•
•

•
•
•

The survey will be reviewed with regional committees/councils to identify any additional areas for
feedback that should be included in the next survey.
Each provider should review individual organizational data to determine if any action is needed. Action
items should be focused on areas that exhibit a score below 3.50 or have decreased from previous
review.
In the absence of areas not meeting the expectation of agreement (3.50) with the statements, the
organization should review the lowest scoring questions for growth opportunities.
Based on the scores there is no follow up at this time.
MSHN will explore the use of a validated survey for the SUDTP.

Completed by: Sandy Gettel Quality Manager
Reviewed by: SUD Treatment Team
Reviewed by: Regional Consumer Advisory Council

Date: August 31, 2021
Date: October 6, 2021
Date: October 8, 2021
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Communications
I am informed of the Corporate Compliance Plan.

4.29

I received sufficient information to properly prepare for Site
Reviews.

4.36

I am well informed about enrollee rights and customer
services.

4.31

Site Review final reports were easy to understand.

4.11

I am satisfied with the information received about MSHN’s
Policies and Procedures.

4.01

MSHN’s methods of communication provide relevant and
helpful information.

3.92

I am satisfied with the information received about MSHN
contract changes.

3.93

The Mid-State Health Network Website has been useful in
helping me locate resources needed to provide services.

3.82

I am satisfied with the amount of information received
about issues that may impact MSHN or my organization…

3.88

I receive sufficient information to properly report critical
incident/sentinel events to MSHN.

3.77

I receive sufficient information to properly reporting
performance indicator data to MSHN.

3.77

I am informed of the MSHN Utilization Management Plan.

3.57
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Collaboration
My agency has a good overall relationship with MSHN.

4.2

I would recommend partnering with MSHN as a provider to
a colleague.

4.1

MSHN advocates in the best interest of our region as a
whole.

4

I am satisfied with the opportunities to provide input on
issues that may impact my organization.

3.76

MSHN provides opportunities and venues for input during
annual MSHN contract negotiations.

3.65
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Communication
Methods:
Respondents were asked to
identify
their
preferred
method of communication.
While the weekly constant
contact is the primary mode of
communication to the SUD
provider system, feedback
from providers identifies direct
email as the most preferred
method for communication.
For the 3.88% (n=4) that
responded with ‘other’, the
following responses were
provided:
•
•
•

•

Direct Email Communication

71.84%

MSHN Weekly Constant Contact

44.66%

Provider Meetings and/or
Council/Committee Meetings

38.83%

MSHN Hosted Trainings

Other (please specify)

34.95%

3.88%
0% 10% 20% 30% 40% 50% 60% 70% 80%

Maybe instead of a weekly email, a bi-weekly email would be better (1)
Phone (1)
Email updates when there are changes i.e., REMI process expected to work isn't working (1)
When extremely important changes, such as funding or processes, would be better to have follow
up from treatment specialist or contract specialist to ensure transition to new way of doing
something is smooth. Too often we get the information via constant contact, have a power point
training that isn't recorded for future viewing, and then have to try to implement it. Often
questions are asked and we are referred back to a PowerPoint that doesn't provide a high level of
detail or what seems like a canned response that does not fully answer the questions we had. At
times we just need a personal conversation. (1)
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Total Reponses: 16

Customer Service
MSHN Customer Services staff respond to my inquiries in a
timely manner.

4.33

MSHN Customer Services staff are courteous and
professional.

4.38

MSHN Customer Services staff are knowledgeable regarding
their specific areas of expertise.

4.31

I am well informed about enrollee rights and customer
services.

4.31

I am satisfied with the customer service provided by MSHN
to consumers and their families.

4.06

The grievance and appeal procedures at MSHN are helpful
and effective.

4
0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

5

Total Responses: 28

Quality Activites
MSHN Quality staff respond to my inquiries in a timely
manner.

4.2

MSHN Quality staff are courteous and professional.

4.24

MSHN Quality staff are knowledgeable regarding their
respective areas.

4.24

I am satisfied with the process for assessing the satisfaction
of consumer experiences (i.e., consumer satisfaction…

3.85

I receive sufficient information to properly report critical
incident/sentinel events to MSHN.

3.77

I receive sufficient information to properly reporting
performance indicator data to MSHN.

3.77
0

1

2

3

4

5
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Date of UM Committee Review: 11/18/2021
Committee Discussion & Response to Data:
• Saginaw CMH- Shared best practices. ACT teams have been diligent about frequent contacts throughout
pandemic as it is vital to helping persons served maintain stability. PPE is used by teams as well as
creative methods of social distancing when meeting in community. Phone contacts also used when face
to face contact is not feasible.
• LifeWays- Completed data validation and conducted fidelity reviews with their 3 contracted ACT teams
after reviewing the Q3 report and believe there are data discrepancies. Will follow up with Skye to
attempt to reconcile differences in data.
Recommendations & Next Steps:
A. Identify Barriers -COVID, possible staffing issues
B. CMHSPs will validate data and notify MSHN if any inconsistencies are found
C. Quarterly data monitoring by UM Committee
D. FY22 Monitoring- Consider addition of new program-specific standard for FY22 DMC review cycle
Next Review: February 2022 UMC Meeting

Pre-Paid Inpatient Health Plan
Medicaid Event Verification Methodology Report
Fiscal Year 2021

(October 1, 2020 – September 30, 2021)
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Introduction & Background
In accordance and compliance with the Michigan Department of Health and Human Services
(MDHHS) Contract 1, Mid-State Health Network (MSHN) submits the Medicaid Event
Methodology Report that summarizes the verification activities across the PIHP region. The
region includes 12 Community Mental Health Specialty Program (CMHSP) participants; BayArenac Behavioral Health, Clinton-Eaton-Ingham Community Mental Health Services Authority,
Community Mental Health for Central Michigan, Gratiot Integrated Health Network, Huron
Behavioral Health, LifeWays Community Mental Health Authority, Montcalm Care Network,
Newaygo County Community Mental Health, Saginaw County Community Mental Health
Authority, Shiawassee Health and Wellness, The Right Door and Tuscola Behavioral Health
Systems. Also, within the PIHP region are 51 substance use disorder (SUD) treatment providers
that include 106 different treatment service locations, 36 agencies that provide prevention services
and 3 SUD recovery only providers.
MSHN conducts oversight of the Medicaid claims/encounters submitted within the region by
completing either an onsite review or a desk review of the provider networks policy and procedures
and the claims/encounters submitted for services provided for all 12 of the CMHSPs and for all
substance use disorder treatment providers who provide services using Medicaid funding. Of the
51 SUD treatment providers, only the providers that were in region providers, that provided
Medicaid eligible services and used Medicaid funding were included in the review. SUD disorder
treatment providers that were in another PIHP region and had a MEV review completed in that
region were not included in the MEV summary as MSHN accepts the reviews of the other PIHPs.
During this review period, changes continued to be implemented to the review process in response
to the COVID-19 pandemic. Executive Orders and guidance issued from the Michigan Department
of Health and Human Services (MDHHS) changed how services were being delivered for both
behavioral health and substance use disorder service providers. Beginning in March 2020, MSHN
moved to completing the MEV site reviews exclusively by remote access versus on site reviews
and this practice has continued throughout Fiscal Year 2021. This worked well for the CMHSPs
who have electronic medical records that can be accessed remotely, however, for many of the SUD
Providers this was a difficult change as many do not have electronic medical records. In order to
lessen the burden on the SUD providers, MSHN followed the guidance in the MDHHS Medicaid
Event Verification Process Guideline (MDHHS/PIHP contract attachment) which states a separate
sampling and verification must be performed at each major provider in the PIHP network, as well
as a single test encompassing all remaining providers. Major providers include ALL providers
paid via a sub-capitation arrangement and any other providers that represent more than 25% of the
PIHP claims/encounters in either unit volume or dollar value, whether directly contracted through
the PIHP or subcontracted through a CMHSP, Core Provider, or MCPN.

Michigan Department of Health and Human Services, Behavioral Health and Developmental Disabilities
Administration, Medicaid Verification Process Guideline
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Process Summary/Sampling Methodology
Medicaid claims verifications are conducted for both CMHSPs and for substance use providers,
utilizing a random sample.
Sample selection for the CMHSP includes both the direct services provided by the CMHSP and
the services provided by the contract providers of the CMHSP. The sample selection for the
substance use providers included only direct services provided as the SUD providers do not
utilize subcontracts for services.
The random sample is selected using a non-duplicated sample of 5% of beneficiaries served in
the previous 2 quarters. The sample selection is set with parameters not to exceed a maximum of
50 and a minimum of 20 beneficiaries. The number of claims/encounters for each beneficiary
selected in the sample has a maximum of 50 claims/encounters per beneficiary.
Note: The sample size was reduced to 10 beneficiaries for the SUD providers only during FY21 to ease the
administrative burden of transferring required documents to MSHN as most SUD providers do not have an
Electronic Management Record.

The sample selection for CMHSPs includes at least one beneficiary from each of the following
programs: Assertive Community Treatment (ACT), Autism, Crisis Residential, Home Based
Services, Habilitation Supports Waiver (HSW), Self Determination, Targeted Case Management
(TCM)/Supports Coordination Services, and Wraparound. Substance Use Provider samples
includes at least one beneficiary from each of the following service types as applicable to the
provider: Detox, Stabilization, Residential, Out-Patient Services, Peer Services, Medication
Assisted Treatment and Recovery Housing.
The samples are pulled using FastLane, which is a product of PEC Technologies. The database
pulls all encounters that meet the criteria selected to include procedure codes, modifiers, funding
sources, institutions and start and end date filter of encounters. Once the sample is pulled using
the selected criteria, the system randomizes the list using a random sorting guide and then pulls
out a sample based on the pools and weighs (various procedure codes that are grouped so that
certain items are pooled or weighted given those priority in the sample). The configuration has a
minimum size, maximum size and percentage of pool sample size. The system checks how
many encounters are available and takes that value and multiplies it by the percentage of pool
value. If that value is in the minimum-maximum range it uses that value. If it is smaller than the
minimum, then the minimum is used. If it is larger than the maximum, then the maximum is
used.

Data Analysis/Summary of Results
Summary of Analysis

Records and claims were reviewed over the course of the full fiscal year, October 1, 2020 –
September 30, 2021. Data presented in the below chart is relative to the 12 CMHSP’s and 37
substance use disorder treatment providers reviewed during this period.
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SUD
SUD
Providers

A

B

C

100%

100%

100%

D

E

99.50%

99.28%

F

G

100%

99.84%

Note: This chart represents an average of the scores for all 37 SUD providers who had an individual site review and those
involved in the combined single site review.
Note: A) The code is allowable service under the contract, B) Beneficiary is eligible on the date of service, C) Service is included
in the persons individualized plan of service, D) Documentation of the service date and time matches the claim date and time of
the service, E.) Services were provided by a qualified individual and documentation of the service provided falls within the scope
of the service code billed, F.) Amount billed and paid does not exceed contractually agreed upon amount, and G.) Modifiers are
used in accordance with the HCPCS guidelines.

Summary of CMHSP Claims Reviewed by Funding Source:
In total 11,223 claims were reviewed. Of the 11,223 claims reviewed 10,897 of the claims were
billed as Medicaid and 326 of the claims were billed using Healthy Michigan Plan Funding. The
11,223 claims included 94,528 units of service. Of the 94,528 units reviewed 93,890 were billed
as Medicaid and 638 were billed as Healthy Michigan Plan. The dollar amount of the claims
reviewed totaled $3,382,578.68. Of the $3, 382,578.68 reviewed $3,276,249.00 were billed
using Medicaid funding and $106,329.68 were billed using Healthy Michigan funding.

CLAIMS BY FUNDING
Medicaid

HMP

2.…

97.10%

UNITS BY FUNDING
Medicaid

HMP

1%

99%

Summary of SUD Claims Reviewed by Funding Source:
In total 5,379 claims were reviewed. Of the 5,379 claims reviewed 2,056 of the claims were
billed as Medicaid, 2,159 of the claims were billed using Healthy Michigan and 1,164 of the
claims were billed as Block Grant Funding. The 5,379 claims included 11,426 units of service.
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Of the 11,426 units reviewed, 3,133 were billed as Medicaid, 3,137 were billed as Healthy
Michigan Plan and 5,156 were billed as Block Grant funding. The dollar amount of the claims
reviewed totaled $527,020.71. Of the $527,020.71 reviewed $243,607.45 were billed using
Medicaid funding, $206,269.50 were billed using Healthy Michigan and $77,142.76 was billed
using Block Grant funding.

CLAIMS BY FUNDING
Medicaid

HMP

UNITS BY FUNDING

Block Grant

Medicaid

HMP

Block Grant

27%

22%

45%

38%

28%

40%

Amount Reviewed: CMHSP & SUD
$3,500,000.00
$3,000,000.00
$2,500,000.00
$2,000,000.00
$1,500,000.00
$1,000,000.00
$500,000.00
$0.00

CMHSP
Medicaid

SUD
HMP

Block Grant

The services reviewed for the CMHSPs included ACT, autism, crisis residential, homebased,
HAB waiver, self-determination, targeted case management and supports coordination,
wraparound, behavior treatment plan, children’s waiver and SED Waiver. As some people were
enrolled in more than one program and services were counted in more than one program, the
overall total of claims/encounters do not match the claims/encounters total from the total by
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Based on the MEV review for FY2021, 12 CMHSPs were placed on a new plan of correction
and of the 37 substance use disorder treatment providers reviewed, 7 were placed on a new plan
of correction. In addition, all CMHSPs and substance use disorder treatment providers who were
placed on a plan of correction during FY2020, were removed from those plans during FY2021.
The overall findings included a total dollar amount of invalid claims identified for CMHSP’s
direct and indirect services of $172,561.76 and $39,892.40 for substance use disorder treatment
providers. All invalid claims were corrected based on MSHN’s established process.
NOTE: Many of the invalid claims were corrected by submitting additional documentation and
by resubmitting claims with correct modifiers, dates, times, etc. These claims, units and dollars
are included in the summary of disallowed amounts as they were original findings that
documentation did not support during the review.
If suspicion of fraud or abuse was present, the CMHSPs and SUD Treatment Providers were
required to report to MSHN for further review and follow up. As part of MSHN’s ongoing
compliance process, MSHN completes an initial investigation to determine if reporting to
MDHHS Office of Inspector General (OIG) is required. This process occurs throughout the year
as the reports are received. Beginning with the FY2019 review cycle and continuing through
FY2021, all MEV reviews were reported quarterly to the Office of Inspector General (OIG).

Repeated Deficiencies
Though the MSHN combined average for CMHSPs and SUD providers did not fall below the
departments 90% accuracy rate for any area reviewed, there were providers that had attributes
tested that fell below the 90% accuracy standard.
The 90% accuracy standard is defined as the total number of valid claims reviewed for all
attributes tested. The formula used to determine the percentage of valid claims is total valid
claims reviewed/total claims reviewed = percentage of valid claims. A valid claim is defined as
a claim included in the sample that does not have a finding identified. A provider can fall below
the 90% accuracy standard for the review without falling below the 90% standard on any
individual attribute tested and a provider can fall below the 90% standard for individual
attributes without falling below the 90% standard for the entire review.
During FY2021, two (2) CMHSPs and two (2) SUD Providers fell below the 90% accuracy
standard when combining all the invalid claims together for all attributes tested. By comparison,
during FY2020, there was one (1) CMHSP and four (4) SUD Providers that fell below the 90%
accuracy standard.
The attributes that had the most deficiencies identified for both the CMHSPs and the SUD
providers included the following:
1. Attribute D: Documentation of the service date and time matches the claim date and time of
the service.
2. Attribute E: Services were provided by a qualified individual and documentation of the
service provided falls within the scope of the service code billed.
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3. Attribute G: Modifiers are used in accordance with the HCPCS guidelines.

Process/Performance Changes and Improvements
Process Changes:
The claim and units reviewed for both the CMHSPs and SUD providers was less in FY2021 than
in FY2020. However, the dollar amount reviewed for FY2021 was higher for both the CMHSPs
and SUD providers than in FY2020.
The reduction in claims and units reviewed can be attributed to continued changes implemented
in response to COVID -19. The number of beneficiaries included in the reviews was reduced for
the SUD providers to lessen the administrative burden due to completing the reviews as desk
audits. Most of the SUD providers do not have electronic health records (EHR) so all documents
were required to be uploaded to a secure location for review versus being accessed
electronically. Many of the SUD providers were also involved in a single site review instead of
individual site reviews which decreased the overall number of claims and units included in that
review.
The increase in the dollar amount reviewed can continue to be attributed to the inclusion of block
grant funding and the increase of peer delivered services within the SUD provider reviews. For
the CMHSPs, the increase can be attributed to the random sample pulling more claims in
services such as Habilitation Supports Waiver and Wraparound where the costs tend to be more
significant.

Review Totals

Unit

Claims

0

20000

40000

60000
FY2019

11 of 14

80000
FY2020

100000
FY2021

120000

140000

160000

Review Amounts: CMHSP & SUD
4150000
4100000
4050000
4000000
3950000
3900000
3850000
3800000
3750000

FY2019

FY2020

FY2021

Process Improvements:
Process improvements implemented from previous MEV reviews included the development of
new forms for the claims review, summary report, plan of correction and data tracking. The
claims review form moved from a manual calculation process to an automated process for
calculating the number of claims, units, dollar amounts, identification of the services being
reviewed, among other elements. The summary report has been standardized and the data
elements automatically fill from the claims review form removing the potential errors that occur
as part of a manual process. The automated process has improved the accuracy, efficiency and
reporting timeframes by decreasing the amount of time previously required to complete the
reports. In addition, a new tracking form was developed to track required elements for the MEV
annual report and OIG quarterly report.
Performance Improvements:
Regionally the CMHSPs have shown slight improvements from FY2020 to FY2021 for the
following attributes:
1. C: Service is included in the beneficiary’s individual plan of service.
2. D: Documentation of the service date and time matches the claim date and time of the
service.
3. E: Services were provided by a qualified individual and documentation of the service
provided falls within the scope of the service code billed.
These improvements may be attributed to an increased focus on improving the quality of
documentation, improved staff trainings and ongoing monitoring and oversight. In addition,
MSHN has safeguards in place to guard against duplicate and incomplete claims being
submitted.
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Regionally the SUD providers review showed improvements from FY2020 to FY2021 for the
following attributes:
1. B: Beneficiary is eligible on the date of service.
2. C: Service is included in the beneficiary’s individual plan of service.
3. D: Documentation of the service date and time matches the claim date and time of the
service.
4. E: Services were provided by a qualified individual and documentation of the service
provided falls within the scope of the service code billed.
5. F: Amount billed and paid does not exceed contractually agreed upon amount.
6. G: Modifiers are used in accordance with the HCPCS guidelines.
These improvements may be attributed to continued training and technical assistance provided
by MSHN to the providers as part of the MEV site reviews. The SUD provider network is also
doing better with understanding the supporting documentation that is required to show
compliance with the attributes.
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Note: The above chart does not include the same SUD providers from year to year but is representative of the region.

MSHN will continue to provide ongoing support to our provider network to ensure compliance
with the attributes reviewed during the MEV site reviews. This will include training
opportunities and identified quality improvements based on data trends.
MSHN also reviews the event verification results with the following council and committees:
•
•
•

MSHN Compliance Committee (internal committee)
Regional Compliance Committee (external committee consisting of members of the
CMHSPs)
MSHN Quality Improvement Council (external committee consisting of members of the
CMHSPs)

Councils and committees review and provide feedback for region-wide performance
improvement opportunities. In addition, discussion and sharing regarding local improvement
opportunities provides collaboration efforts to increase compliance.

Future Outlook
MSHN is beginning its seventh year of reviews and will continue to focus on plans of corrections
from previous reviews to ensure indicated quality improvements are taking place as well as
providing ongoing technical assistance in the areas that demonstrate the lowest percentages.
MSHN will work with the CMHSPs and the SUD provider network to collaboratively share
information in the areas of best practice documentation and processes that have been identified
during reviews. The MEV policy and procedure will be reviewed internally on an ongoing basis
to ensure compliance with Federal and State standards and to ensure consistency and best practices
are followed. The quarterly reports that were implemented in FY2020 have continued and include
the findings, recommendations, plans of correction and quality improvement opportunities based
on data trends. MSHN also continues to report all the findings from the MEV reviews on the OIG
quarterly reports for feedback and approval.
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I.

Introduction

The Behavioral Health (CMH) Department at Mid-State Health Network consists of several functions that
oversee and support contractual obligations with the Michigan Department of Health and Human
Services (MDHHS) and Community Mental Health Services Programs (CMHSPs). Pre-Paid Inpatient
Health Plans (PIHPs) such as MSHN, have the responsibility to oversee the waiver services for eligible
beneficiaries. MSHN is responsible for provision of certain enhanced community support services for
those beneficiaries in the service areas who are enrolled in Michigan’s 1915(c) Home and Community
Based Services Waiver for persons with developmental disabilities. MSHN oversees the following
1915(c) waivers: The Children’s Waiver Program (CWP), the Habilitation Supports Waiver (HSW), and the
Waiver for Children with Serious Emotional Disturbance (SEDW).
The Autism Benefit is provided under Michigan's Early Periodic Screening, Diagnosis, and Treatment
(EPSDT) services. MSHN is responsible for the provision of specialty services Medicaid benefits and
makes these benefits available to beneficiaries referred by a primary EPSDT screener, to correct or
ameliorate a qualifying condition discovered through the screening process. The EPSDT is designed to
assure that children receive early detection and care, so that health problems are averted or diagnosed
and treated as early as possible. The Autism Benefit is for children under 21 years of age and focuses on
behavioral health treatment services (BHT) and applied behavioral analysis (ABA) evidence-based
practice services.
MSHN Home and Community-Based Services Rule Transition (HCBS) efforts developed because of the
following: On January 16, 2014, the Centers for Medicare & Medicaid Services (CMS) released the Home
and Community Based Services (HCBS) Final Rule (CMS 2249-F/2296-F). The HCBS Final Rule specifies
requirements for programs offering HCBS under the 1915(c), 1915(i), 1915(k), some 1915(b)(3) and
1115 authorities of the Social Security Act. These requirements aim to improve the quality of the lives of
individuals, allowing them to live and receive services in the least restrictive setting possible with full
integration in the community. MSHN must make sure that its provider network of CMHSPs and their
sub-contracted providers are compliant with the HCBS Rule and continue to undertake activities to
ensure follow through in this transition.
The Supports Intensity Scale (SIS) is an assessment instrument designed by the American Association on
Intellectual and Developmental Disabilities (AAIDD) to identify support needs the beneficiary could
benefit from to live life in the community like any other person his or her age. MSHN must ensure that
a SIS is given to each Michigan Medicaid-eligible beneficiary, age 16 and older (as of 10/01/2020) with
an Intellectual/Developmental Disability (IDD), who are currently receiving case management or
supports coordination or respite only services at minimum of once every three years (or more or if the
person experiences significant changes in their support needs). The MSHN region has eight SIS
assessors assigned to cover CMHSP sections of the region.
The Clinical Leadership Committee (CLC) consists of the clinical leaders of each CMHSP and MSHN. The
MSHN Operations Council (OC) has created the CLC to advise the Prepaid Inpatient Health Plan’s (PIHP)
Chief Executive Officer (CEO) and the OC concerning the clinical operations of MSHN and the region.
Respecting that the needs of individuals served, and communities vary across the region, its purpose is
to inform, advise, and work with the CEO and OC to bring local perspectives, local needs, and greater
vision to the operations of MSHN so that effective and efficient service delivery systems are in place that
represent best practice and result in good outcomes for the people served in the region.
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IV.

Home and Community-Based Services Rule Transition (HCBS)
A.
HCBS FY21Q4 Updates:

Provisional Approval Applications and Surveys
As new licensed facilities open and receive licenses and accreditation, MSHN works with CMHSPs to
receive provisional approval applications and surveys. This ensures that individuals who are either new
waiver recipients or who have moved to a facility licensed after the initial rounds of surveys are still
counted and assured freedom from an isolating and/or an institutionalized setting. Under extenuating
circumstances, an individualized approval may be granted. MSHN has assumed survey administration
from MDHHS and will be disbursing surveys to providers with individuals placed under provisional
approval between June 2020 and October 2021 in November.
Compliance Validation
The deadline for completion is July 1, 2022, however all compliance validation casework was completed
by HCBS Coordinators on June 17th, 2021
Completed CAP/Remediation confirmation
BHDDA has requested the PIHPs to provide information on out of compliance cases (not heightened
scrutiny) that have been remediated. This was requested of MDHHS by the Centers for Medicare and
Medicaid Services. Each PIHP was given a document that confirmed the remediations have taken place,
when they have taken place, and, in cases where remediation was not necessary, why remediation did
not occur. The deadline for completion was July 30th, 2021. MSHN Coordinators completed this on June
25th, 2021.
Heightened Scrutiny – Out of Compliance Remediation
MDHHS has partnered with Michigan State University to analyze all remaining Heightened Scrutiny cases
(i.e., the cases which MDHHS was previously unable to de-escalate or “exit ramp” to Out of Compliance),
including on-site reviews as deemed necessary.
MSU is working directly with each CMH independently to conduct this analysis. Although MSHN is not
directly involved with this stage of the process, the HCBS team is tracking development, offering
support, and anticipating its role the next stage, post-analysis.
On June 29th, MDHHS provided MSHN a list of 35 WSA IDs that have been moved from Heightened
Scrutiny to Out of Compliance. In September 2021, MDHHS updated this list to include a combination of
WSA IDs for individuals receiving services from providers that had been moved from Heightened
Scrutiny to Out of Compliance, as well as all cases potentially eligible for de-escalation to Out of
Compliance, for a total of 319 unique cases. Survey questions requiring remediation were also included
in this list, of which there were 1,435 in total. MSHN and the PIHPs have been tasked with remediating
the remaining questions before July 1, 2022.
Non-Responder Follow-up Actions
MSHN received a list of 39 individuals that MDHHS has reported as missing a complete survey from their
assigned provider. HCBS Coordinators worked with their CMH counterparts to identify 16 individuals on
this list that have either changed providers, left services, passed away, or received the survey in error.
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Of the remaining 23 (60% of the initial total) of currently open/active WSA ID cases, HCBS Coordinators
will be personally administering the surveys to the providers for these individuals. HCBS Coordinators
will then submit the surveys for analysis and complete the CAP/Remediation process as necessary. This
will be completed before July 2022.
B.

Project Summary/Completed Projects

On March 17, 2014, the Centers for Medicare and Medicaid Services (CMS) published a new set of rules
for the delivery of Home and Community Based Services through Medicaid waiver programs. Through
these rules, the Centers for Medicare and Medicaid Services aim to improve the experience of
individuals in these programs by enhancing access to the community, promoting the delivery of services
in more integrated settings, and expanding the use of person-centered planning.
In response, the Michigan Department of Health and Human Services is developing a statewide
transition plan to bring its waiver programs into compliance with the new regulations while continuing
to provide vital services and supports to Michigan citizens. The Department is committed to an inclusive
process partnering with people receiving services, their allies, health care providers, and other
organizations to create a transition plan that serves the best interests of the people of Michigan while
also meeting requirements from the Centers for Medicare and Medicaid Services.

From The State of Michigan Website “Home and Community-Based Services Program Transition”
https://www.michigan.gov/mdhhs/0,5885,7-339-71547 2943-334724--,00.html

Following the initiation of the statewide transition plan process, surveys were distributed to or on behalf
of every Michigan resident with a qualifying Habilitation Supports Waiver (“C Waiver”) to determine
their service provider’s current level of compliance with the Centers for Medicare and Medicaid
Services’ new rules.
Based on the individual survey results, a respondent’s provider could fall in to one of three categories
for each survey: under Heightened Scrutiny, In Compliance, or Out of Compliance.
A survey categorized as under Heightened Scrutiny provided answers that may have implied that the
responded is either isolated from their community or receiving services in an institutionalized setting.
Survey results with Heightened Scrutiny were submitted to Michigan State University, who contracted
with MDHHS, in order assess sites under Heightened Scrutiny in person. Their results were then
submitted to an all-volunteer Heightened Scrutiny committee composed of members from all over
Michigan, who had the option of de-escalating the Heightened Scrutiny case to Out of Compliance status
in a category referred to as an “Exit Ramp,” which will be discussed later in this report.
Surveys assessed as In Compliance generated a letter for each survey, which were then sent to the
provider by MSHN. Remaining Out of Compliance surveys are assessed by MSHN’s HCBS Transition
team.
An out of compliance survey is considered “closed” if, during the course of the remediation process, it is
discovered that the respondent is either no longer receiving services from their provider, has moved
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On February 22nd, MDHHS submitted a master list of validation questions to each PIHP. Of the 114 CMHconfirmed surveys, MDHHS tasked MSHN with questions from 100 provider surveys to validate as In
Compliance. MDHHS has given the PIHPs an estimated six months to complete this process. Providers
with survey questions that cannot be validated In Compliance may be placed on Heightened Scrutiny or
Out of Compliance. Mid-State coordinators worked with their CMHSP counterparts and with providers
directly to accomplish this task well ahead of schedule. As of June 17th, all Compliant cases had either
been verified or confirmed closed.
The disparity between cases identified in the MDHHS WSA database as currently open and active at the
same provider location, receiving the same services as they had been at the time they were surveyed,
351, and the actual number, 63, represents an 18% accuracy rate.
Surveys distributed in 2020
MDHHS has partnered with Wayne State University’s Developmental Disabilities Institute (DDI) to
administer an additional round of the previous survey to providers of HCBS services.
Providers received surveys for individuals that met at least one of the three following conditions:
(1) The survey(s) submitted during the last survey process was received with errors
(2) They did not submit a survey during the previous survey process
(3) They completed a provisional survey and need to complete a full survey
557 new surveys were administered digitally to providers for 454 individuals receiving HCBS services.
The survey was open for submission between July 6, 2020 and August 14, 2020. During this period,
CMHSPs were able to verify the eligibility of the surveys. If an individual had died, no longer received
services from the surveyed provider, or if the provider did not meet survey criteria, a survey was
excluded. CMHSPs and partnering providers were able to verify 499 of the 557 original expected
surveys, for an overall validation rate of 90%.
Surveys submitted after midnight on August 15, 2020, were considered past due and were not accepted.
Of the 499 expected surveys, 443 were received by the deadline for an 89% rate of return.
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II.

•

Set annual utilization management priorities based on the MSHN strategic plan and/or
contractual/public policy expectations;

•

Recommend improvement strategies where service eligibility criteria may be applied
inconsistently across the region, where there may be gaps in adherence to medical necessity
standards and/or adverse utilization trends are detected (i.e., under or over utilization); and

•

Identify focal areas for MSHN follow-up with individual CMHSP Participants and SUD Providers
during their respective on-site monitoring visits.

Definitions

These terms have the following meaning throughout this Utilization Management Plan.
1. CMHSP Participant: refers to one of the twelve-member Community Mental Health Services Program
(CMHSP) participants in MSHN Regional Entity.
2. Concurrent Review: During the course of service delivery (i.e. point of care), ensuring an appropriate
combination of services is authorized; concurrent review occurs within the context of philosophical
frameworks governing decision making regarding services (e.g., consumer self-determination, person
centered planning and trauma informed and recovery oriented care); may include re-measurement(s)
of need utilizing standardized assessment tools; for Medicaid enrollees, concurrent UM decision
making includes Advance Notice to the consumer.
3. Crisis Residential: Services that are intended to provide a short-term alternative to inpatient
psychiatric services for beneficiaries (adult or child) experiencing an acute psychiatric crisis when
clinically indicated. Services must be provided to beneficiaries in licensed crisis residential foster care
or group home settings not exceeding 16 beds in size.
4. Crisis Stabilization: Structured treatment and support activities provided by a multidisciplinary team
and designed to provide a short-term alternative to inpatient psychiatric services. Can be stabilized
and served in the consumer’s usual community environments.
5. Intellectual/Developmental Disability (I/DD): Developmental disability means If applied to an
individual older than 5 years of age, a severe, chronic condition that meets all of the
following requirements: Is attributable to a mental or physical impairment or a combination of mental
and physical impairments, is manifested before the individual is 22 years old, is likely to continue
indefinitely, results in substantial functional limitations in three or more of the following areas of
major life activity, self-care, receptive and expressive language, learning, mobility, self-direction,
capacity for independent living, economic self-sufficiency; reflects the individual's need for a
combination and sequence of special, interdisciplinary, or generic care, treatment, or other services
that are of lifelong or extended duration and are individually planned and coordinated. If applied to a
minor from birth to 5 years of age, a substantial developmental delay or a specific congenital or
acquired condition with a high probability of resulting in developmental disability. Intellectual
disability means a condition manifesting before the age of 18 years that is characterized
by significantly sub average intellectual functioning and related limitations in 2 or more adaptive skills
and that is diagnosed based on the following assumptions: valid assessment considers cultural and
linguistic diversity, as well as differences in communication and behavioral factors, the existence of
limitation in adaptive skills occurs within the context of community environments typical of the
individual's age peers and is indexed to the individual's particular needs for support, specific adaptive
skill limitations often coexist with strengths in other adaptive skills or other personal capabilities, and
with appropriate supports over a sustained period, the life functioning of the individual with an
3

intellectual disability will generally improve.
6. Prospective Review: Determination of the appropriateness of a level of care or service setting before
services are initiated; associated with admission to a program, agency or facility and the application of
global medical necessity, benefit eligibility or access/admission criteria; may include baseline
measurements of need utilizing standardized assessment tools; for Medicaid enrollees, prospective
UM decision making includes Adequate Notice to the consumer.
7. Provider Network: refers to MSHN CMHSP Participants and Substance Use Disorder (SUD) Service
Providers directly under contract with the MSHN PIHP to provide/arrange for behavioral health
services and/or supports. Services and supports may be provided through direct operations or
through the subcontract arrangements.
8. Retrospective Review: After service delivery, evaluation of whether the scope, duration and frequency
of services received met consumer need; includes determination of whether or not intended
outcomes were achieved; may include post-discharge measurement of health outcomes or remeasurement of need utilizing standardized assessment tools; retrospective review may occur specific
to a service, program or facility.
9. Serious Emotional Disturbance (SED): As described in Section 330.1100c of the Michigan Mental
Health Code, a serious emotional disturbance is a diagnosable mental, behavioral, or emotional
disorder affecting a minor that exists or has existed during the past year for a period of time sufficient
to meet diagnostic criteria specified in the most recent diagnostic and statistical manual of mental
disorders published by the American Psychiatric Association and approved by the MDHHS, and that
has resulted in functional impairment that substantially interferes with or limits the minor's role or
functioning in family, school, or community activities.
10. Serious Mental Illness (SMI): As described in Section 330.1100c of the Michigan Mental Health Code,
a serious mental illness is a diagnosable mental, behavioral, or emotional disorder affecting an adult
that exists or has existed within the past year for a period of time sufficient to meet diagnostic
criteria specified in the most recent diagnostic and statistical manual of mental disorders published
by the American Psychiatric Association and approved by the MDHHS and that has resulted in
functional impairment that substantially interferes with or limits one or more major life activities.
Serious mental illness includes dementia with delusions, dementia with depressed mood, and
dementia with behavioral disturbances, but does not include any other dementia unless the
dementia occurs in conjunction with another diagnosable serious mental illness.
11. Staff: Refers to an individual directly employed and/or contracted with a CMHSP Participant or SUD
Service Provider.
12. Stakeholder: A person, group, or organization that has an interest in an organization, including
consumer, family members, guardians, staff, community members, and advocates.
13. Substance Use Disorder (SUD): The taking of alcohol or other drugs as dosages that place an
individual’s social, economic, psychological, and physical welfare in potential hazard or to the extent
that an individual loses the power of self-control as a result of the use of alcohol or drugs, or while
habitually under the influence of alcohol or drugs, endangers public health, morals, safety, or
welfare, or a combination thereof.
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III.

Prospective, Concurrent and Retrospective Utilization Management
Review

A note about data processes for utilization management data review: utilization management involves the
review of data and this review should be preceded by the use of as many different systematic research
methods as possible in that these processes are expected to be a study of evidence in order to answer a
question that is raised in the data (Vogt, 2007). Methodology matters as does the reliability and validity of
data collection/measurement and analysis, and thus, UM processes will employ techniques that are
appropriate and consistent with prevailing behavioral science data gathering techniques intended to glean
actionable information and insight into the behavioral health and substance use disorder systems of the
MSHN region.
A.

Prospective Utilization Review

MSHN will have a prospective utilization review process for non-emergent mental health and substance
use disorder services, which will include the following components:
1. Service eligibility determination, through an access screening process
2. Verification of medical necessity, through a clinical assessment process (which may occur
concurrently or sequentially with the access screening process)
3. Standardized assessments and/or level of care tools for certain clinical populations
4. Specialized testing/evaluations for certain services
5. Certification for certain enrollment-based services
6. Pre-authorization (amount, scope, and duration) for certain services
Service eligibility and medical necessity criteria for each clinical population are outlined in the MSHN
Access System policy, including requirements for second opinions and advanced/adequate notice of
denials.
1.

Eligibility Determinations and Verification of Medical Necessity

Eligibility determinations and verification of medical necessity will be performed by CMHSP Participants
for mental health services, and by SUD providers for substance use disorder services. An exception is
Autism Spectrum Disorder services, which are may be initiated by through a screening during well-child
visits, and has a state-mandated comprehensive evaluation process, as discussed further below.
To ensure adequate integration, MSHN has established a coordinated service access process. CMHSPs and
the SUD provider networks in their respective catchment areas will coordinate access processes, ensure
there is ‘no wrong door’ for linking to services, and ensure there is a single point of contact for after-hours
service inquiries from Medicaid enrollees and other individuals seeking mental health and SUD services.
CMHSP Access Centers may assist with screening individuals seeking SUD services.
Coordination of care will also occur with primary health care providers.
2.

Standardized Assessments and/or Level of Care Tools

For certain clinical populations, the Michigan Department of Health and Human Services (MDHHS)
requires the use of standardized assessments or level of care determination tools during the initial
5

assessment phase, minimally to inform, and in some instances, to guide decision making regarding the
appropriate level of care. No one assessment shall be used to determine the care an individual receives,
rather it is part of a set of assessments, clinical judgment, and individual input that determine level of
care. The following assessments/tools will be utilized in the MSHN region:
Substance Use Disorder services
 ASAM (American Society of Addiction Medicine) level of care placement criteria
 GAIN (Global Appraisal of Individual Needs) comprehensive biopsychosocial
assessment
o Children and Adolescents with Serious Emotional Disturbance
 DECA (Devereaux Early Childhood Assessment, for ages birth-47 months)
 CAFAS (Child and Adolescent Functional Assessment Scale (for ages 5-19)
 PECFAS (Preschool and Early Childhood Functional Assessment Scale (for ages 3-5, or
age 7)
o Adults with Mental Illness
 LOCUS (Level of Care Utilization System for Psychiatric and Addiction Services)
o Individuals with Intellectual/Developmental Disabilities
 SIS (Supports Intensity Scale)
o

3.

Specialized Testing/Evaluation and Certification

Certain Medicaid services have additional requirements for service eligibility or medical necessity,
including enrollment/certification and/or specialized testing/evaluation, which will be followed by the
MSHN region:
o

o

Specialized testing/evaluation required:
 Autism Spectrum Disorder Benefit
• Full medical and physical examination, and screening for autism spectrum
disorder performed by primary care provider
• ADOS-2 (Autism Diagnostic Observation Schedule), comprehensive clinical
interview and Developmental Disabilities-Children’s Global Assessment Scale
(DD-CGAS) completed by CMHSP Participant
Additional documentation of medical necessity by an appropriately licensed/registered health
professional:









o

Occupational Therapy (Physician’s order is also required)
Physical Therapy (Physician’s order is also required)
Speech, Hearing and Language Therapy
Behavior Treatment/Applied Behavioral Analysis (ABA)
Health Services
Private Duty Nursing (Physician’s order is also required)
Medication Administration and Medication Review
Medication Assisted Treatment (MAT)

Certification of need required:



Habilitation and Support Waiver (for Adults with Intellectual and Developmental
Disabilities)
Personal Care in Specialized Residential
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MDHHS will retain lead responsibility for managing enrollment and eligibility determinations for the
Autism Benefit (waiver). Additional requirements are outlined in the MSHN Autism Spectrum Disorder
Benefit policy.
MSHN centrally manages the Children’s Waiver Program (CWP), Habilitation Supports Waiver (HSW), and
Waiver for Children with Severe Emotional disturbance (SEDW) certifications. CMSHP Participants will
initially certify and annually recertify those persons enrolled in these waivers. The MDHHS regulates the
number of HSW certificates available to the region. Eligibility requirements including outlined in the MSHN
CWP, HSW, and SEDW policies.
MSHN also has responsibility to ensure that women who qualify for specialty substance use disorder (SUD)
services are provided those services by designated providers and to ensure the provider network conveys
an atmosphere that is welcoming, helpful and informative for its clients. See the MSHN Policy SUD
Services-Women’s Specialty Services for more information.
If not otherwise specified here, CMHSP Participants or SUD Providers, where applicable, will assess and
document medical necessity by properly qualified professionals in their clinical records, including
obtaining any required physician’s orders. SUD Providers will use a centralized managed care software
system for this purpose, called Regional Electronic Medical Information (REMI).
4.

Level of Care Thresholds and Placement Criteria

Mid-State Health Network (MSHN) and its provider network shall ensure that determination decisions are
informed by consistent application of medical necessity criteria by implementing regional admission and
service guidelines that include service code-level thresholds for individuals via a nationally recognized
recommended Level of Care (LOC) instrument( i.e. CAFAS/PECFAS, LOCUS, or SIS), and person-centered
planning process. The MSHN Level of Care System (LOC) Policy and Procedure defines the regional
expectations for level of care thresholds and placement criteria.
Any MDHHS-specified level of care thresholds and/or placement criteria which must be applied to the
results of standardized assessments during the service eligibility determination process are outlined in the
MSHN Access System policy. Requirements including a priority rubric for allocation of HSW slots are
outlined in the MSHN HSW policy.
If not otherwise specified by MDHHS, once MSHN general service eligibility and medical necessity criteria
are met, the level of care and/or placement for services will be based upon assessment of the individual
consumer. Person centered planning activities, self-determination principles and individual goals for
recovery define how the services are to be provided to address individual consumer goals. See the MSHN
Policy General Management: Person/Family Centered Plan of Service for more information.
5.

Pre-Authorization of Services

Pre-authorization for a defined episode of care will be required for the following services due to the cost
and/or intensity of the service to require:
•
•
•
•
•

Inpatient Psychiatric Hospital Admission
Autism spectrum disorder services
Crisis Residential Services
Intensive Crisis Stabilization Services
Outpatient Partial Hospitalization Services
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determined by the person who will be receiving the service and their SUD Provider or CMHSP, through a
person centered and recovery oriented planning process.
Utilization decisions will not be made outside of the person-centered planning process unless otherwise
required by MDHHS (as described in this UM Plan). The individual plan of service for each person
receiving services will specify the frequency of periodic (i.e., concurrent) review as determined in dialogue
with the person receiving services. Plans will be reviewed at least annually.
CMHSPs may utilize service authorization protocols at the local level in order to trigger additional review
of medical necessity for service requests (generated through the person-centered planning) which reflect
potential over or under utilization of services.
The process of periodic and/or annual review of individual plans of service will incorporate documentation
or re-assessment of the individual’s continued service eligibility and medical necessity for the services
being received.
1.

Services Requiring Enrollment or Pre-Authorization

Concurrent review for the following services will be required to document continuing medical necessity
and adherence to service specific eligibility criteria, if any. The review process may require readministration of population/service specific assessments, renewal of certification, or re-authorization.
Specific need thresholds may be required. These services will not continue unless re-authorization/recertification takes place or thresholds are still shown to be met.
o

o
o

2.

Continuing Stay Reviews (i.e., per episode of care):
 Psychiatric Inpatient Hospitalization
 Crisis Residential Services
 Crisis Observation Care
 Intensive Crisis Stabilization Services
 Outpatient Partial Hospitalization Services]
 Medication Assisted Treatment (MAT)
 Detoxification/Withdrawal Monitoring (Residential Treatment for SUD)
Semi-Annual Orders:
 Physician Orders (for exceptions to standard hours for Private Duty Nursing)
Annual Orders, Authorizations and Certifications:
 Autism Services Authorization
 Habilitation and Support Waiver Re-Certification
 Physician Orders for Occupational Therapy, Physical Therapy and Private Duty Nursing

Services Not Requiring Enrollment or Pre-Authorization

For services not requiring enrollment or pre-authorization, the person-centered planning process will
determine whether services are to continue. However, the re-administration of standardized
tools/assessments will be required for selected populations or services, to inform the person-centered
planning process and to support decision making regarding continued eligibility and medical necessity:
•

Quarterly:
o CAFAS or PECFAS (for SED Children)
o DECA
o ASAM (or more frequently upon change in clinical status)
10

•

•

3.

Annually:
o LOCUS (for MI Adult)
o ADOS-2 and DD-CGAS (for Autism Services)
o Assessment of Personal Care Needs (for Specialized Residential)
Every 3 Years:
o Supports Intensity Scale (SIS) (for individuals with Intellectual and Developmental
Disabilities)

Required Related Service Needs

In addition to the above requirements for authorization of services, the following requirements will be
met for HSW services, 1915(I)services and private duty nursing, as outlined in the MDHHS Medicaid
Manual:

4.

•

A HSW beneficiary will receive at least one HSW service per month in order to retain eligibility.

•

Individuals receiving Medicaid Waiver 1915(I) funded services will have one or more goals in their
individual plan of service that promote community inclusion and participation, independence,
and/or productivity.

•

Individuals receiving private duty nursing will also receive at least one of the following habilitative
services: Community living supports, out-of-home non-vocational habilitation, or prevocational or
supported employment.
Service Reduction or Loss of Eligibility Resulting from Concurrent Review

CMHSPs and SUD Providers will provide advanced/adequate notice of denials as outlined in the MSHN
Access System policy for any service reduction resulting from loss of eligibility or lack of medical necessity.
Unless MSHN service eligibility and medical necessity criteria are not being met, all utilization decisions
will be made in the context of person centered planning activities.
5.

Monitoring Continuing Eligibility and Medical Necessity Determinations

Each CMHSP and SUD Provider will monitor individual continuing stay/eligibility/medical necessity
determinations for consistency with local and regional policy. MSHN will monitor whether continuing
stay/eligibility/medical necessity determinations that have been made are consistent with MSHN policies
through record reviews during annual on-site visits to CMHSP Participants and SUD Providers. MSHN will
also review individual SUD determinations through the electronic managed care information system as
needed.
The MSHN UM Committee in conjunction with MSHN staff will monitor regional compliance with
continuing stay/eligibility/medical necessity criteria at the population level through the review of metrics.
a) Metrics
The following metric(s) will be used for 2020-2021, based upon a regional priority to address in particular
crisis response capacity and utilization of detox services:
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Utilization Management
Quarterly Report (FY21 Q4)

Background & Purpose
The MSHN Utilization Management (UM) department provides oversight of access and referral for
substance use disorder (SUD) treatment services and authorization of SUD treatment services. The UM
department also provides support and technical assistance to the SUD provider network related to these
content areas. The purpose of this report is threefold:
1. Summarize Quarterly Activity of MSHN UM Department in the primary areas of utilization
review: prospective, concurrent, and retrospective
2. Conduct Environmental Scan of external and internal factors which may affect the UM
Department’s ability to adequately perform responsibilities
3. Plan for Future Initiatives during FY22 and beyond

Prospective Utilization Review
The MSHN Utilization Management Plan identifies the following components of prospective utilization
review:
1. Service eligibility determination through an access screening process
2. Verification of medical necessity through a clinical assessment process
3. Standardized assessment and/or level of care tools for certain clinical populations
4. Specialized testing/evaluations for certain services
5. Certification for certain enrollment-based services
6. Pre-authorization (amount, scope and duration) for certain services

Service Eligibility & Access Screening Process
MSHN began reimbursing the SUD provider system for performing clinical screenings (called Level of
Care Determinations) on 5/1/2021. Some of the anticipated outcomes were:
• Providers are incentivized to perform Level of Care Determinations at the time of the request
for service rather than waiting until the individual comes to an initial assessment appointment.
In theory, this facilitates more timely access to care by ensuring the person seeking services is
connected to the most appropriate level of care to meet their needs immediately rather than
waiting up to 14 days until a full assessment is completed.
•

Increased data collection with a downstream effect of improved MMBPIS (Michigan’s MissionBased Performance Indicator System) reporting accuracy for SUD Access to Service Indicator
#2b.

There were 4,893 Level of Care Determinations completed during FY21 Q1-Q2. By comparison there
were 6,840 Level of Care Determinations completed during Q3-Q4, an increase of 40% after MSHN
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began reimbursing providers for performing Level of Care Determinations. Increased frequency is a step
in the right direction however it is equally important to ensure that clinical screenings are completed
accurately and result in the most appropriate level of care recommendation for the person seeking
services. The following table summarizes the dispositions of Level of Care Determinations performed
during Q3-Q4:
Eligible - Referred to another SUD Provider
Eligible- Assessment Scheduled with this Provider
Eligible- Consumer Refused Services

161
6213
26

Disposition left Blank

123

Not Eligible

121

There were 6,400 Level of Care Determinations completed during Q4 in which the person met eligibility
criteria to receive SUD treatment services. Of those, only 161 (less than 3%) were referred to a different
SUD provider than the one who performed the screening.

97% of screenings result in SUD providers referring individuals to their own programs, indicating a
high likelihood that people are not being offered treatment options that may be better suited to
meet their individual needs (i.e., Medication-Assisted Treatment, Women’s Specialty Services,
Co-Occurring, Intensive Outpatient Programming, etc.)

As reported during Q3, the UM Department conducted an updated Access Analysis to quantify a number
of challenges with the current delegated access model including the issues already described here.
Additionally, the analysis addressed recent and upcoming initiatives which impact access to SUD
services. The analysis resulted in a recommendation to centralize access functions for specific high-cost
high-intensity services: withdrawal management, residential treatment, and recovery housing.
Significant system-level changes such as centralized access would be difficult to achieve immediately
due to a number of other major initiatives occurring simultaneously in FY22- primarily the statewide
implementation of the ASAM Continuum assessment for SUD services and MDHHS Demonstration
Project for Certified Community Behavioral Health Centers (CCBHC). It is recommended that MSHN
leadership continue to evaluate changes to the current fully delegated access model given the ongoing
evidence that SUD Providers are not performing delegated access functions appropriately. Of greatest
concern is the likelihood that individuals seeking SUD treatment services are not being offered the most
appropriate treatment options to meet their needs or unbiased choice of treatment providers. One
option to consider is delegating all SUD access functions to the region’s CMHSP participants in order to
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remove the inherent conflict of interest that occurs with SUD providers performing access and screening
functions.

Access System Interface with MiCAL and MiCARE
MDHHS is currently engaged in a number of statewide initiatives designed to improve access to
behavioral health and SUD services and supports. The Michigan Crisis and Access Line (MiCAL) will be a
statewide call line to support Michiganders with behavioral health and substance use disorder needs to
locate care regardless of severity level or payer type. The MSHN UM department will work
collaboratively with MDHHS to develop a plan for implementation of MiCAL in the MSHN region
(anticipated during FY22). Implementation planning will also include training for UM department staff
on the use of the new MDHHS partner portal which will be used to communicate information about
individuals from the MSHN region who contact MiCAL for assistance with accessing services.
The Michigan Care Access Referral Exchange (MiCARE) is a statewide registry of openings in behavioral
health and SUD treatment programs designed to facilitate more timely and efficient referrals of
individuals in need of services to programs with the capacity to treat them. MiCARE will be implemented
in the MSHN region during FY22 Q1 and will include information about community-based psychiatric
hospital openings as well as withdrawal management and SUD residential program openings.

Standardized Assessments/Level of Care Tools
Implementation training for the ASAM Continuum assessment (the MDHHS-required standardized
assessment for SUD services) occurred in July, August, and September prior to the 10/01/2021
statewide implementation date. PCE Systems completed programming for REMI to enable interface with
the online ASAM Continuum database and assessment tool. SUD Providers are able to access the ASAM
Continuum assessment through a link in REMI. Once the assessment is complete, relevant clinical
information from the Continuum assessment is pulled into the client’s chart in REMI. The MSHN UM
team reviews information from the ASAM Continuum assessment in order to confirm medical necessity
criteria for the services being requested for the individual.

Recommendations & Next Steps
•

Q1 Recommendation: Work with MSHN Treatment team to evaluate clinical information that is
currently gathered in REMI compared to information gathered in ASAM Continuum Assessment.
Eliminate redundancies and streamline data entry for provider network wherever possible.
o Status: Complete

•

Q3 Recommendation: If MSHN decides to centralize SUD Access for specific services, training will
be developed for the provider network prior to implementation. Internal UM department
procedures and workflow will also be developed
o Status: On hold

•

Q3 Recommendation: UM Department staff will complete training on the use of the MDHHS
partner portal in order to interface with MiCAL when it is implemented in the MSHN region. The
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targets. The MSHN TX team and UM team currently have open PEPs with the following
providers:
a)
– PEP open since April 2020. Members
of the TX and UM teams conducted a PEP progress review meeting with the provider on
8/31/2021 which resulted in finding the provider had still not been able to achieve
compliance with the performance metrics identified in the PEP. The full PEP and
progress review notes can be found here:

Recommendations & Next Steps
•

Q1 Recommendation: Work with MSHN TX team to develop a process for evaluating the
efficacy of technical assistance and training
o Status: Complete; MSHN Chief Compliance & Quality Officer revised the Provider NonCompliance Procedure with input from all departments. The revised procedure includes
specific timeline expectations for providers to implement corrective action in response
to technical assistance and the progressive steps to be taken if a provider is not able to
demonstrate improvements as a result of repeated technical assistance.

•

Q2 Recommendation: Develop Utilization Management training for the SUD Provider Network
to provide more detailed guidance about the type of medical necessity documentation that is
needed in authorization requests to address the high percentage of authorizations that are
being returned to requestors
o Status: Complete; Live Zoom training dates scheduled for November and recorded
training will be available on the MSHN website for providers to access

Retrospective Utilization Review
The MSHN UM Plan identifies the following components of retrospective utilization review:
1. Retrospective review will focus on cost of care, service utilization, and clinical profile
2. Inconsistency with regional service eligibility and/or medical necessity criteria; and/or
3. Possible over and under-utilization of services when compared to the distribution of service
encounters, associated measures of central tendency (i.e. mean, median, mode, standard
deviation), and consumer clinical profiles (i.e., functional needs) across the region.
During FY21 Q4 the UM department focused its retrospective review activity on Residential Treatment
services. The UM Department identified 8 SUD providers for targeted retrospective review based on
outlier criteria, meaning service utilization fell outside of typical use patterns. UM specialists performed
a targeted review for each identified provider of a 5% sample of client cases (minimum 2, maximum 8
cases) that received the identified service during the fiscal year. The table below identifies each provider
selected for review, the outlier criteria which triggered the review, and the sample size.
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Following the submission of the Q1-Q2 report MSHN and the 11 CMHSPs that utilize PCE Systems as
their electronic medical record vendor collaborated with PCE to develop an automated report to ensure
consistent data collection and standard reporting. The report was not completely finalized and
implemented in time for the Q3 report submission so the same challenges and data inconsistencies from
the Q1-Q2 submission continued. The FY21 Q4 submission is due to MDHHS on 11/15/2021. The PCE
automated report has been successfully implemented and it is expected that most of the data
inconsistencies will be resolved.
The MSHN UM Department and MSHN Customer Service will continue to monitor subsequent quarterly
reports and address any issues identified by MDHHS through the appropriate regional committee(s)
(Utilization Management and/or Customer Service).

Next Quarter Focus
Retrospective Review Process
The MSHN UM department will continue to conduct retrospective reviews on a quarterly basis, focusing
on different levels of care or types of service according to the following schedule:
Quarter

Outpatient

1
2
3
4

X

Intensive
Outpatient/
MedicationAssisted Tx

Withdrawal
Management

Residential

X
X

X

SUD Units/Cost reports will be reviewed each quarter for the scheduled service type and provider
agencies who are identified as regional outliers for that service type will be selected for targeted review.
Additional targeted retrospective reviews could be triggered outside of the quarterly review schedule in
response to potential overspending concerns, detection of significant utilization variance by a particular
provider or group of providers, or according to other regional priorities and initiatives.
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Background & Purpose
The MSHN Utilization Management (UM) department provides oversight of access and referral for
substance use disorder (SUD) treatment services and authorization of SUD treatment services. The UM
department also provides support and technical assistance to the SUD provider network related to these
content areas. The purpose of this report is threefold:
1. Summarize Quarterly Activity of MSHN UM Department in the primary areas of utilization
review: prospective, concurrent, and retrospective
2. Conduct Environmental Scan of external and internal factors which may affect the UM
Department’s ability to adequately perform responsibilities
3. Plan for Future Initiatives during FY22 and beyond

Prospective Utilization Review
The MSHN Utilization Management Plan identifies the following components of prospective utilization
review:
1. Service eligibility determination through an access screening process
2. Verification of medical necessity through a clinical assessment process
3. Standardized assessment and/or level of care tools for certain clinical populations
4. Specialized testing/evaluations for certain services
5. Certification for certain enrollment-based services
6. Pre-authorization (amount, scope and duration) for certain services

Service Eligibility & Access Screening Process
MSHN began reimbursing the SUD provider system for performing clinical screenings (called Level of
Care Determinations) on 5/1/2021. Some of the anticipated outcomes were:
• Providers are incentivized to perform Level of Care Determinations at the time of the request
for service rather than waiting until the individual comes to an initial assessment appointment.
In theory, this facilitates more timely access to care by ensuring the person seeking services is
connected to the most appropriate level of care to meet their needs immediately rather than
waiting up to 14 days until a full assessment is completed.
•

Increased data collection with a downstream effect of improved MMBPIS (Michigan’s MissionBased Performance Indicator System) reporting accuracy for SUD Access to Service Indicator
#2b.

There were 4,893 Level of Care Determinations completed during FY21 Q1-Q2. By comparison there
were 6,840 Level of Care Determinations completed during Q3-Q4, an increase of 40% after MSHN
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began reimbursing providers for performing Level of Care Determinations. Increased frequency is a step
in the right direction however it is equally important to ensure that clinical screenings are completed
accurately and result in the most appropriate level of care recommendation for the person seeking
services. The following table summarizes the dispositions of Level of Care Determinations performed
during Q3-Q4:
Eligible - Referred to another SUD Provider
Eligible- Assessment Scheduled with this Provider
Eligible- Consumer Refused Services

161
6213
26

Disposition left Blank

123

Not Eligible

121

There were 6,400 Level of Care Determinations completed during Q4 in which the person met eligibility
criteria to receive SUD treatment services. Of those, only 161 (less than 3%) were referred to a different
SUD provider than the one who performed the screening.

97% of screenings result in SUD providers referring individuals to their own programs, indicating a
high likelihood that people are not being offered treatment options that may be better suited to
meet their individual needs (i.e., Medication-Assisted Treatment, Women’s Specialty Services,
Co-Occurring, Intensive Outpatient Programming, etc.)

As reported during Q3, the UM Department conducted an updated Access Analysis to quantify a number
of challenges with the current delegated access model including the issues already described here.
Additionally, the analysis addressed recent and upcoming initiatives which impact access to SUD
services. The analysis resulted in a recommendation to centralize access functions for specific high-cost
high-intensity services: withdrawal management, residential treatment, and recovery housing.
Significant system-level changes such as centralized access would be difficult to achieve immediately
due to a number of other major initiatives occurring simultaneously in FY22- primarily the statewide
implementation of the ASAM Continuum assessment for SUD services and MDHHS Demonstration
Project for Certified Community Behavioral Health Centers (CCBHC). It is recommended that MSHN
leadership continue to evaluate changes to the current fully delegated access model given the ongoing
evidence that SUD Providers are not performing delegated access functions appropriately. Of greatest
concern is the likelihood that individuals seeking SUD treatment services are not being offered the most
appropriate treatment options to meet their needs or unbiased choice of treatment providers. One
option to consider is delegating all SUD access functions to the region’s CMHSP participants in order to
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remove the inherent conflict of interest that occurs with SUD providers performing access and screening
functions.

Access System Interface with MiCAL and MiCARE
MDHHS is currently engaged in a number of statewide initiatives designed to improve access to
behavioral health and SUD services and supports. The Michigan Crisis and Access Line (MiCAL) will be a
statewide call line to support Michiganders with behavioral health and substance use disorder needs to
locate care regardless of severity level or payer type. The MSHN UM department will work
collaboratively with MDHHS to develop a plan for implementation of MiCAL in the MSHN region
(anticipated during FY22). Implementation planning will also include training for UM department staff
on the use of the new MDHHS partner portal which will be used to communicate information about
individuals from the MSHN region who contact MiCAL for assistance with accessing services.
The Michigan Care Access Referral Exchange (MiCARE) is a statewide registry of openings in behavioral
health and SUD treatment programs designed to facilitate more timely and efficient referrals of
individuals in need of services to programs with the capacity to treat them. MiCARE will be implemented
in the MSHN region during FY22 Q1 and will include information about community-based psychiatric
hospital openings as well as withdrawal management and SUD residential program openings.

Standardized Assessments/Level of Care Tools
Implementation training for the ASAM Continuum assessment (the MDHHS-required standardized
assessment for SUD services) occurred in July, August, and September prior to the 10/01/2021
statewide implementation date. PCE Systems completed programming for REMI to enable interface with
the online ASAM Continuum database and assessment tool. SUD Providers are able to access the ASAM
Continuum assessment through a link in REMI. Once the assessment is complete, relevant clinical
information from the Continuum assessment is pulled into the client’s chart in REMI. The MSHN UM
team reviews information from the ASAM Continuum assessment in order to confirm medical necessity
criteria for the services being requested for the individual.

Recommendations & Next Steps
•

Q1 Recommendation: Work with MSHN Treatment team to evaluate clinical information that is
currently gathered in REMI compared to information gathered in ASAM Continuum Assessment.
Eliminate redundancies and streamline data entry for provider network wherever possible.
o Status: Complete

•

Q3 Recommendation: If MSHN decides to centralize SUD Access for specific services, training will
be developed for the provider network prior to implementation. Internal UM department
procedures and workflow will also be developed
o Status: On hold

•

Q3 Recommendation: UM Department staff will complete training on the use of the MDHHS
partner portal in order to interface with MiCAL when it is implemented in the MSHN region. The
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UM Department will develop internal procedures to ensure appropriate follow-up with individuals
who contact MiCAL for assistance with access to services.
o

Status: On hold; Awaiting training and MiCAL rollout in the MSHN region

Concurrent Utilization Review
The MSHN Utilization Management Plan identifies the following components of concurrent utilization
review:
1.

Each individual receiving services has an individualized plan of service (treatment plan)

2.

The amount, scope, and duration of each service will be determined by the person receiving

which outlines the services to be received
the service and their SUD Provider or CMHSP through a person-centered and recovery
oriented process
3.

The individualized plan of service for each person will specify the frequency of review

4.

The periodic review of individual plans will incorporate documentation or re-assessment of
the individual's continued service eligibility and medical necessity for the services being
received

5.

The PIHP may utilize service authorization protocols in order to trigger additional review of
medical necessity for service requests which reflect potential over or under utilization of
services

Concurrent Authorization Reviews: Potential Over-Utilization
A concurrent review is triggered in the REMI system when the amount of services being requested for a
specific individual consumer exceeds the typical utilization range for a given service for a given time
period. These authorization requests are routed to a queue for UM department review in the REMI
system. The table below indicates the total number of authorizations processed in the REMI system
each quarter during
concurrent review.

FY 21

FY21, including those that were automatically approved and those that required

Auto Approved

Concurrent

Total

Review

Average Rate of
Concurrent Review

Average Number of
Concurrent Reviews
per Week

Ql

8175

812

9016

9%

68

Q2

7680

1355

8998

15%

113

Q3

7690

1034

8596

12%

86

Q4

7860

1020

8891

11.5%

85

During a concurrent review a MSHN UM specialist verifies that the higher amount of services being
requested are medically necessary to meet the needs of the person according to the clinical
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documentation submitted with the authorization request. If the documentation is sufficient to support
medical necessity the authorization request is approved. If there is not adequate documentation of
medical necessity the UM specialist will return the authorization to the requesting provider for more
information. The table below indicates the number of authorizations requiring concurrent review each
quarter and of those, the amount that had to be returned to the requesting provider:

FY21
Ql
Q2
Q3
Q4

Concurrent
Review
812
1355
1034
1020

Returned to
Requester
247
471
342
357

Percent Returned
to Requester
30.4%
34.8%
33.1%
35.0%

Authorization dashboards are used by the UM department to identify specific provider agencies who
require higher rates of concurrent authorization review and/or a high percentage of authorizations
returned, potentially indicating the need for additional provider training around individual service
planning and documentation of medical necessity criteria. When concerns with a provider agency are
identified through high rates of concurrent review and/or a high percentage of returned authorizations
the following progressive steps are taken:
1.

A MSHN UM specialist reaches out to the agency clinical supervisor to discuss the reasons for
the high number of authorizations requiring concurrent review and to provide technical
assistance. Technical assistance was provided to the following providers during Q4 related to
concurrent authorization review:
a)

- Technical assistance (TA) was
conducted with the provider on

7/22/2021. A MSHN Treatment Specialist and UM

Specialist offered support and education in the areas of clinical service provision,
medical necessity criteria (ASAM), individualized treatment planning, and individualized
length of stay as opposed to a one-size-fits-all program model (ie: "Our program is

9-12

months and everyone completes 4 levels"). The full TA log can be found here:

2.

If high levels of concurrent authorizations persist despite UM technical assistance, the UM
department will complete a retrospective review of a larger sample of client records from the
agency. UM retrospective review findings are provided to the MSHN Tx Team with a referral for
additional technical assistance/training in the areas of individualized treatment planning and
ASAM criteria for medical necessity. (See Retrospective Utilization Section of this report)

3.

Depending on the severity of concerns and lack of improvement despite previous technical
assistance, the UM and TX teams will implement a Performance Enhancement Plan (PEP) with
the provider. The UM team and TX team conduct periodic PEP progress meetings to provide
technical assistance and monitor progress toward the established performance improvement
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targets. The MSHN TX team and UM team currently have open PEPs with the following
providers:
a)
– PEP open since April 2020. Members
of the TX and UM teams conducted a PEP progress review meeting with the provider on
8/31/2021 which resulted in finding the provider had still not been able to achieve
compliance with the performance metrics identified in the PEP. The full PEP and
progress review notes can be found here:

Recommendations & Next Steps
•

Q1 Recommendation: Work with MSHN TX team to develop a process for evaluating the
efficacy of technical assistance and training
o Status: Complete; MSHN Chief Compliance & Quality Officer revised the Provider NonCompliance Procedure with input from all departments. The revised procedure includes
specific timeline expectations for providers to implement corrective action in response
to technical assistance and the progressive steps to be taken if a provider is not able to
demonstrate improvements as a result of repeated technical assistance.

•

Q2 Recommendation: Develop Utilization Management training for the SUD Provider Network
to provide more detailed guidance about the type of medical necessity documentation that is
needed in authorization requests to address the high percentage of authorizations that are
being returned to requestors
o Status: Complete; Live Zoom training dates scheduled for November and recorded
training will be available on the MSHN website for providers to access

Retrospective Utilization Review
The MSHN UM Plan identifies the following components of retrospective utilization review:
1. Retrospective review will focus on cost of care, service utilization, and clinical profile
2. Inconsistency with regional service eligibility and/or medical necessity criteria; and/or
3. Possible over and under-utilization of services when compared to the distribution of service
encounters, associated measures of central tendency (i.e. mean, median, mode, standard
deviation), and consumer clinical profiles (i.e., functional needs) across the region.
During FY21 Q4 the UM department focused its retrospective review activity on Residential Treatment
services. The UM Department identified 8 SUD providers for targeted retrospective review based on
outlier criteria, meaning service utilization fell outside of typical use patterns. UM specialists performed
a targeted review for each identified provider of a 5% sample of client cases (minimum 2, maximum 8
cases) that received the identified service during the fiscal year. The table below identifies each provider
selected for review, the outlier criteria which triggered the review, and the sample size.
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Provider

Outlier Criteria

-

5% Sample
Clients Served,
(Max 8 Min 2)

Potential Overutilization- LOS 50% longer

2

than regional average
I

-l

Potential Underutilization - LOS 40% shorter
Potential Underutilization - LOS 50% shorter

I
I

High rate of authorizations requiring

6

concurrent review (30%)
8

concurrent review (39%)

I

High rate of authorizations requiring

J

l

6

than regional average

High rate of authorizations requiring

-I

3

than regional average

J
I

8

than regional average

I

-I

l
-I

Potential Underutilization - LOS 40% shorter

3

concurrent review (23%)
High rate of authorizations requiring

3

concurrent review (31%)

A total of 39 cases were reviewed using the UM Retrospective Audit Tool in REMI. The following table
indicates overall performance of the selected providers in each functional review area as well as total
score:

Provider

-I

i

-

�

I
I
I

LI
I

Average Score (All
Providers)

UM -FY21 Q4 Report, Page 7

Screening/
Admission/
Assessment

Individual Tx,
Recovery Plan &
Documentation

Discharge/
Continuity of
Care

Total Score
for Provider

63.89%

71.67%

100%

74.58%
48.46%
61.36%

33.33%

57.69%

50%

56.25%

50%

100%

50%

71.05%

100%

61.11%

57.14%

0%

55.56%

45%

100%

44.23%

44.44%

50%

67.65%
56.45%
52.50%
40.70%

58.33%

50%

87.50%

57.95%

52.84%

55.87%

73.44%

57.45%
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Following the submission of the Q1-Q2 report MSHN and the 11 CMHSPs that utilize PCE Systems as
their electronic medical record vendor collaborated with PCE to develop an automated report to ensure
consistent data collection and standard reporting. The report was not completely finalized and
implemented in time for the Q3 report submission so the same challenges and data inconsistencies from
the Q1-Q2 submission continued. The FY21 Q4 submission is due to MDHHS on 11/15/2021. The PCE
automated report has been successfully implemented and it is expected that most of the data
inconsistencies will be resolved.
The MSHN UM Department and MSHN Customer Service will continue to monitor subsequent quarterly
reports and address any issues identified by MDHHS through the appropriate regional committee(s)
(Utilization Management and/or Customer Service).

Next Quarter Focus
Retrospective Review Process
The MSHN UM department will continue to conduct retrospective reviews on a quarterly basis, focusing
on different levels of care or types of service according to the following schedule:
Quarter

Outpatient

1
2
3
4

X

Intensive
Outpatient/
MedicationAssisted Tx

Withdrawal
Management

Residential

X
X

X

SUD Units/Cost reports will be reviewed each quarter for the scheduled service type and provider
agencies who are identified as regional outliers for that service type will be selected for targeted review.
Additional targeted retrospective reviews could be triggered outside of the quarterly review schedule in
response to potential overspending concerns, detection of significant utilization variance by a particular
provider or group of providers, or according to other regional priorities and initiatives.
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Background & Purpose
Mid-State Health Network (MSHN) is committed to increasing its understanding of the health needs of
individuals within its 21-county service region and finding innovative ways to achieve the goals of better
health, better care, better value, and better provider systems by utilizing informed population health
and integrated care strategies. MSHN and its regional partners have a number of specific population
health and integrated care initiatives underway during FY21 as detailed in the MSHN 2020-2022
Population Health and Integrated Care Plan (midstatehealthnetwork.org). The primary objectives of this
quarterly report are as follows:
1. Monitor adherence to the MSHN Population Health & Integrated Care Plan
2. Report progress toward MDHHS-PIHP contractual integrated health performance
requirements
3. Describe other current population health and integrated care initiatives
4. Provide additional recommendations as necessary regarding organizational needs in the
areas of population health and integrated care

Michigan Department of Health and Human Services (MDHHS)-Prepaid
Inpatient Health Plan (PIHP) Contractual Integrated Health Performance
Requirements
FY21 PIHP-Only Pay for Performance Measure(s)
Note: Please refer to Attachment A of this report for a full copy of the FY21 Performance-Based
Incentive Pool (PBIP) contract requirements and deliverables
A. Identification of Enrollees who may be eligible for services through the Veteran’s
Administration
MSHN FY21 Q4 Progress: During Q4 the MSHN Veteran Navigator (VN) participated in 14
meetings with community veterans’ coalitions and other stakeholders that serve veterans and
their families. Outreach activities by the MSHN VN focus on increasing awareness of the
availability of publicly-funded behavioral health and SUD treatment services and effective
coordination with the Veteran’s Administration.
The MSHN VN position was vacant during the month of September 2021, however has since
been filled and the new VN will be onboarded during FY22 Q1.
B. Increased data sharing with other providers (sending ADTs through Health Information
Exchange)
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MSHN FY21 Q4 Progress: To achieve compliance with this performance metric at least one
CMHSP within the PIHP region must submit Admission Discharge and Transfer (ADT) messages
to the Michigan Health Information Network (MiHIN) electronic data exchange daily by the end
of FY21. CEI CMH and LifeWays CMH became fully operational and began sending ADTs during
the month of September, thus achieving full compliance for the region on this metric. Newaygo
CMH is currently in the production phase with MiHIN and anticipates being fully operational
during FY22 Q1. All other CMHSPs in the region are in various stages of planning and
implementation, with full implementation for the region anticipated during FY22.

Additionally, throughout FY21 MSHN has been participating in a pilot project with MDHHS and
MiHIN for sending ADT messages related to SUD services. During Q4, MSHN was one of three
PIHPs to participate in initial testing. MSHN and the other PIHPs that participated in testing had
concerns that the project’s electronic consent management process was not fully compliant
with 42 CFR Part 2 requirements for the handling of SUD treatment information. MDHHS and
MiHIN are working to address the identified concerns prior to moving forward with continued
testing. It is expected that testing will continue in FY22 Q1, at which time MSHN will seek a
willing SUD provider partner to assist with the next stage of production.
C. Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET)
MSHN FY21 Q4 Progress: This measure is informational-only for FY21 meaning there are no
deliverables to submit to MDHHS, however it is expected that PIHPs will be performing data
analysis to determine baseline performance and identify possible interventions to improve
performance. There are two elements of initiation and engagement which are monitored:
•

•

IET – 14 Day: The percent of adolescents and adults with a new diagnosis of alcohol or other drug
abuse or dependence who initiate treatment through an inpatient admission, outpatient visit,
intensive outpatient or partial hospitalization encounter, telehealth or medication treatment
within 14 days of the diagnosis.
IET – 34 Day: The percent of adolescents and adults who initiated treatment and who were
engaged in any ongoing alcohol or other drug treatment within 34 days of the initiation visit.

One of the challenges with this performance measure is that MDHHS calculates the PIHP’s
performance rate using data for all Medicaid beneficiaries in the PIHP region, not just individuals
served by a MSHN CMH or SUD provider. The reports MSHN developed to track this measure are
limited to only data pertaining to persons served by MSHN CMH and SUD providers. Figures 1
and 2 below represent the differences in the rates of initiation and engagement between all
Medicaid beneficiaries living in the PIHP region (MSHN CC360) and Medicaid beneficiaries who
received SUD treatment through a MSHN-contracted provider (MSHN Served) in comparison to
state and national averages.
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Figure 1: IET - 14 Day

Figure 2: IET - 30 Day
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MDHHS acknowledges that PIHPs do not have access to the full data set for this performance
measure, which is one of the primary reasons it has remained informational-only rather than
having a set performance benchmark. MSHN will share IET performance data with SUD and CMH
providers during FY22 to identify where disparities may exist and develop improvement
strategies.
D. Increased Participation in Patient-Centered Medical Homes Narrative Report
MSHN FY21 Progress: MSHN Population Health & Integrated Care staff collaborated with the
regional Clinical Leadership Committee in FY21 Q4 to gather updates about CMHSP efforts and
achievements for inclusion in the FY21 Narrative Report submission. The FY21 narrative report
was submitted to MDHSS by the required deadline. A copy of the FY21 Narrative Report can be
found on the MSHN website:
Population Health & Integrated Care - Mid-State Health Network (midstatehealthnetwork.org)

FY21 Medicaid Health Plan (MHP)/PIHP Joint Metrics
Note: Please refer to Attachment A of this report for a full copy of the FY21 Performance-Based
Incentive Pool (PBIP) contract requirements and deliverables
MSHN integrated health staff participate in the MDHHS MHP-PIHP Joint Metrics Quality Workgroup on a
bi-monthly basis. The focus of the workgroup is to review joint metrics data and provide feedback
related to setting performance benchmarks for FY22. A workgroup meeting was held on 9/27/2021
during Q4, at which time MDHHS provided an updated scoring methodology that will be used to
calculate racial/ethnic health disparities for the FY21 joint performance metrics.
Additionally, MSHN and United Health co-chair a voluntary statewide workgroup of MHP-PIHP
representatives. The focus of the voluntary workgroup is a collaborative effort to develop workflows and
processes with one another that support and operationalize the integrated health contractual
requirements. Workgroup meetings were held on 7/22, 8/26, and 9/23 during Q4. One of the primary
accomplishments of the workgroup during FY21 was a revision of the risk criteria which are used to
identify individuals for care management between the PIHP and Medicaid Health Plan (Joint Care
Management Process described below). The revised risk criteria include additional factors such as
homelessness and substance use and offer enhanced ability to identify more individuals who may
benefit from care management.
A. Implementation of Joint Care Management Processes
MSHN FY21 Q4 Performance: On a monthly basis MSHN participates in care coordination
meetings with each of the 8 Medicaid Health Plans (MHP) that operate within the PIHP’s 21county region. Mutual members are identified using risk-stratification criteria such as multiple
chronic physical and behavioral health conditions, high levels of emergency department and
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inpatient utilization, and lack of engagement with a primary care provider. Joint care plans are
developed to strengthen coordination between payors and providers in order to meet
members’ complex needs.

MSHN had open care plans for 70 individuals during FY21. All individual care plans are reviewed
and discussed with the corresponding Medicaid Health Plans each month during care
coordination meetings. Monthly written updates are provided in CC360 for all open care plans.
The distribution of individuals with open care plans during FY21 among CMHSPs is represented
in Figure 3 below. Of note, there were no individuals identified from Huron Behavioral Health or
Gratiot Integrated Health who met the established risk criteria during FY21. As noted above,
revised risk criteria will be used during FY22 which will offer an enhanced ability to identify more
individuals.
Figure 3: Number of Consumers involved in Joint Care Management Process with Medicaid
Health Plans by CMHSP

Care Management Consumers by CMHSP
(FY21 Total)
Not Open to CMH

3

Tuscola

3

Shiawassee

3

Saginaw

16

Newaygo

1

Montcalm

5

LifeWays

9

The Right Door

2

Huron

0

GIHN

0

CMHCM

8

CEI

18

BABHA

1
0

2

4

6
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22.86%

24.50%

60%*

36.36%*

30.46%

32.76%

*Does not meet minimum population requirements (30 persons) to be included in MDHHS
performance calculations
PIHPs have continued to advocate for improvement efforts around the ability to obtain real time
data. During FY21 Q4 MDHHS made modifications in Care Connect 360 so that a report can be
generated to identify ADTs for SUD-related ED visits. During FY22 Q1 MSHN will begin
monitoring weekly ADT reports to identify more focused strategies for portions of the region
where follow-up rates might be lower for specific populations. This data analysis will be shared
with CMHSP participants to inform strategies in their local communities.
MSHN and its CMHSP participants and SUD service providers have implemented a number of
population level strategies to improve follow up care for individuals after they visit the ED for
alcohol or substance-related issues. Population level interventions during FY21 Q4 included:
•

Project ASSERT – Project ASSERT is a model of early intervention, screening, and referral
to treatment for individuals in hospital and primary care settings. MSHN-funded peer
recovery coaches trained in Project ASSERT are currently located in hospital emergency
departments in 13 counties in the MSHN region. Individuals who present to the hospital
ED with substance-related concerns are offered the opportunity to speak with a Project
ASSERT peer recovery coach who offers appropriate referrals and and follow-up
support.
2,147 individuals received screening and follow-up support from
Project ASSERT coaches in response to a substance-related
hospital ED visit during FY 2021

•

Jackson County Engagement Center – The Home of New Vision Engagement Center in
Jackson County is an innovative program where individuals can stay for 24-48 hours and
receive support from SUD counselors and peer recovery coaches who assist them with
developing a plan for ongoing treatment services and support. When individuals present
to the local hospital ED for issues related to SUD they are offered a referral to the
Engagement Center if appropriate. During FY21 Q4 the Engagement Center admitted
107 individuals and provided screening and referral services to 154 individuals.
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During FY21 Q4 the Engagement Center admitted 107 individuals
and provided screening and referral services to 154 individuals

Other Population Health and Integrated Care Initiatives
Population Health and Integrated Care Measurement Portfolio
With input from its regional councils and committees, MSHN developed a performance measure
portfolio based on national healthcare industry standards. MSHN utilizes data analytics software to
monitor and track these measures regionally as well as by individual performance of each CMHSP.
Metrics are reviewed quarterly by regional MSHN councils and committees for ongoing input into
performance improvement strategies. Expanded descriptions for each performance measure, rationale
for selection, and accompanying clinical protocols are contained in the MSHN 2020-2022 Population
health and Integrated Care Plan
During FY 21 Q1-Q3 MSHN as a region continued to perform above Michigan Medicaid Health Plan
(MHP) averages on 6 of 10 priority measures. The full 2020 HEDIS Performance Report for Michigan
MHPs is available on the MDHHS website. Figure 4 depicts a comparison of Medicaid Health Plan
average performance with MSHN regional performance during FY 21 Q1-Q3 on select Priority Measures.
Data for FY 21 Q4 is not yet finalized.
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disorders. Trainings took place in November 2020, April 2021, and August 2021. Please see Attachment
C for the Q3 WHAM Performance Metrics Report, which includes information on the number of peers
who completed each training.

Health Equity & Social Determinants of Health
As indicated, MDHHS has incentivized PIHPs and MHPs to reduce racial disparities on integrated health
performance metrics during FY21 (Follow-Up After Hospitalization for Mental Illness and Follow-Up
After Emergency Department Visit for Alcohol and Other Drug Dependence.) Beyond contractual
requirements to address racial and ethnic disparities, MSHN is committed to identifying and addressing
other health disparities where they exist in the region and ensuring all individuals have the resources
and opportunities needed to be healthy, especially if they belong to socially disadvantaged or
marginalized groups.
MSHN and its regional councils, committees, and board of directors have been engaged in planning
activities for the FY22-FY23 organizational Strategic Plan. MSHN is incorporating the following
recommendations with support from its Board of Directors:
• Adoption of Health Equity as a regional strategic priority
• Establishment of a health equity advisory group
• Completion of an organizational diversity, equity, and inclusion (DEI) self-assessment and
development of a workplan targeting areas for improvement
• Regional initiatives to address social determinants of health which may impact racial health
disparities such as employment, housing, education, food security, transportation, and home
broadband internet access.

SUD Value Based Purchasing (VBP)
Currently on hold due to SUD provider staffing shortages and other competing initiatives such as
statewide implementation of the ASAM Continuum assessment tool. MSHN will continue internal
planning activities during FY22 in order to prepare for future implementation of SUD VBP arrangements
when the provider network stabilizes. Planning activities include:
•

•
•

Review and identify performance metrics for specific types of services and levels of care
(Examples: increased employment rate for individuals receiving recovery housing services,
decreased re-admission rate to withdrawal management level of care)
Evaluate alternate payment models (APMs) that incentivize quality outcomes over volume of
service
Continue to develop and enhance data collection and reporting for quality measures
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Summary & Next Quarter Focus:
MSHN and its CMHSP participants are currently involved in a number of population health and
integrated care initiatives including MDHHS contractual requirements, PIHP strategic priorities, and
innovative pilot projects. Activities during FY22 will focus on the following:
•
•
•

Quarterly health equity data analysis for PIHP/MHP joint performance metrics; results of data
analysis will be shared with CMHSP participants and MHPs
Continue internal planning activities for future SUD Value Based Purchasing (VBP) pilot projects
Continue regular project implementation meetings for CCBHC demonstration project in
collaboration with the 3 CMHSP CCBHC site locations, including assessment of MSHN resource
and staffing needs to support CCBHC activities
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Attachment A – FY21 Performance Bonus Incentive Pool (PBIP)
Contractual Requirements & Deliverables

C.

D.

utilized to cover a funding deficit only after that fund sources risk reserve has been fully
utilized. The surplus funds must be used before the ISF can be utilized.
b. While there is flexibility in month-to-month expenditures and service utilization related to the
different funding sources in MMSSSP, the Contractor must submit encounter data on service
utilization - with transaction code modifiers that identify the service for each specific MMSSSP
program. The encounter data (including cost information) will serve as the basis for future
MMSSSP capitated rate development.
6. Capitated Payments and Other Pooled Funding Arrangements
Medicaid funds may be utilized for the implementation of, or continuing participation in, locally established multiagency pooled funding arrangements developed to address the needs of beneficiaries served through multiple public
systems. Medicaid funds supplied or expensed to such pooled funding arrangements must reflect the expected cost of
covered Medicaid services for Medicaid beneficiaries participating in or referred to the multi-agency arrangement or
project. Medicaid funds cannot be used to supplant or replace the service or funding obligation of other public
programs.
7. OHH Payments
The State will provide a monthly case rate to the Contractor based on the number of OHH beneficiaries with at least
one OHH service during a calendar month. The Contractor will reimburse the OHHP for delivering health home
services. Depending on the current services provided by the OHHP, the Contractor can negotiate a rate with the
OHHP while following the guidelines below, requirements in the approved SPA, Policy 2006-BHDDA, and the OHH
Handbook.
8. BHH Payments
The State will provide a monthly case rate to the Contractor based on the number of BHH beneficiaries with at least
one BHH service during a calendar month. The Contractor will reimburse the HHP for delivering health home services.
Depending on the current services provided by the HHP, the Contractor can negotiate a rate with the HHP for valuebased payment (VBP) while following the requirements in the approved SPA, policy, and the BHH Handbook.
MIChild
The State will provide the federal and matching share of MIChild funds as a capitated payment based upon actuarially
sound Per Enrolled Child Per Month (PECPM) methodology for MIChild-covered mental health services. The MIChild
capitation payment will be scheduled and/or adjusted to occur monthly. When applicable, additional payments may be
scheduled.
Contractor Performance Bonus
Contract withholds and the Performance Bonus Incentive Program have been established to support program initiatives as
specified in the MDHHS Medicaid Quality Strategy.
1. Withhold Arrangements
a. The State will withhold 0.2% of BHMA, BHMA-MHP, BHHMP, and BHHMP-MHP capitation payments to the
Contractor. The withheld funds will be issued to the Contractor in the following amounts within 60 days of
when the required report is received by the State:
i. 0.04% for timely submission of the Projection Financial Status Report – Medicaid
ii. 0.04% for timely submission of the Interim Financial Status Report – Medicaid
iii. 0.04% for timely submission of the Final Medicaid Contract Reconciliation and
Cash Settlement
iv. 0.04% for timely submission of the Encounter Quality Initiative
v. 0.04% for timely submission of encounters (defined in Schedule E)
b. Performance Bonus Incentive Pool (PBIP)
i. Withhold and Metrics
The State will withhold 0.75% of BHMA, BHMA-MHP, BHHMP, BHHMP-MHP, HSW-MC, CWP-MC,
and SEDW-MC payments for the purpose of establishing a PBIP. Distribution of funds from the PBIP
is contingent on the Contractor’s results from the joint metrics, the narrative report, and the
Contractor-only metrics referenced below.
ii. Assessment and Distribution
PBIP funding awarded to the Contractor will be treated as restricted local funding. Restricted local
funding must be utilized for the benefit of the public behavioral health system. The 0.75% PBIP
withhold will be distributed as follows:
a. Contractor-only Pay for Performance Measure(s): 30%
b. Contractor Narrative Reports: 40%
c. MHP/Contractor Joint Metrics: 30%
d. The State will distribute earned funds by April 30 of each year.
c. OHH Benefit
The State will withhold 5% of monthly case rate payments to the Contractor. The State will distribute pay for
performance payments to the Contractor within one year of the end of the performance year. The Contractor
must distribute pay for performance monies to OHHPs that meet the quality improvement benchmarks in
accordance with the timelines and processes which can be found in the OHH Handbook at the following
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website: https://www.michigan.gov/documents/mdhhs/OHH Handbook V1.3 7-17-2018 630838 7.pdf. The
State will only claim federal match once it determines quality improvement benchmarks have been met and
providers have been paid. If quality improvement benchmarks are not met by any of the OHHPs within a given
performance year, the State share of the withhold will be reserved and reinvested for OHH monthly case rate
payments. Subsequent performance years will operate in accordance with this structure.
d. BHH Benefit
The State will withhold 5% of monthly case rate payments to the Contractor. The State will distribute pay for
performance payments to the Contractor within one year of the end of the performance year. The Contractor
must distribute pay for performance monies to BHHPs that meet the quality improvement benchmarks in
accordance with the timelines and processes which can be found in the BHH Handbook at the following
website: www.michigan.gov/BHH. The State will only claim federal match once it determines quality
improvement benchmarks have been met and providers have been paid. If quality improvement benchmarks
are not met by any of the BHHPs within a given performance year, the State share of the withhold will be
reserved and reinvested for BHH monthly case rate payments. Subsequent performance years will operate in
accordance with this structure.
Contractor-only Pay for Performance Measures (P1, P2, (P3 is informational only) = 30% of total withhold, P4
Narrative = 40% of total withhold).
Measure

P.1. PA 107 of 2013 Sec.
105d (18): Identification
of beneficiaries who may
be eligible for services
through the Veteran’s
Administration (50
points).
The State acknowledges
that not all Veterans
interacted with by the
Veteran Navigator and on
the VSN will have a
CMHSP contact and thus
will not have a BH-TEDS
file (50 points).
P.2. PA 107 of 2013 Sec.
105d (18): Increased data
sharing with other
providers (50 points)

P.3. Initiation,
Engagement and
Treatment (IET) of
Alcohol and Other Drug
Dependence
No points, informational
only

Description

Deliverables

a. Timely submission of the Veteran
Services Navigator (VSN) Data Collection
form through DCH File transfer.
b. Improve and maintain data quality on
BH-TEDS military and veteran fields.
c. Monitor and analyze data discrepancies
between VSN and BH-TEDS data.

Send ADT messages for purposes of
care coordination through health
information exchange.

The percentage of adolescents and
adults with a new episode of alcohol or
other drug (AOD) abuse or dependence
who received the following:
-Initiation of AOD Treatment: The
percentage of beneficiaries who initiate
treatment within 14 calendar days of the
diagnosis.
-Engagement of AOD Treatment: The
percentage of beneficiaries who initiated
treatment and who had two or more
additional AOD services or Medication
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a. The measurement period for the VSN Data
Collection form will be the current fiscal year. The
VSN Data Collection form will be submitted to the
State by the last day of the month following the end
of each quarter.
b. The measurement period for the BH-TEDS data
quality monitoring will be October 1 through March
31.
c. The Contractor must compare the total number of
individual veterans reported on BH-TEDS and the
VSN and conduct a comparison. By July 1, the
Contractor must submit a 1-2-page narrative report
on findings and any actions taken to improve data
quality.
At least one CMHSP within a Contractor’s service
area, or the Contractor, will be submitting
Admission Discharge and Transfer (ADT)
messages to the Michigan Health Information
Network (MiHIN) Electronic Data Interchange (EDI)
Pipeline daily by the end of FY21. By July 31, the
Contractor must submit, to the State, a report no
longer than two pages listing CMHSPs sending
ADT messages, and barriers for those who are not,
along with remediation efforts and plans. In the
event that MiHIN cannot accept or process
Contractor’s ADT submissions this will not
constitute failure on Contractor’s part.
This measure will be informational only.
Data will be stratified by race/ethnicity and provided
to the Contractor by the State.
The Contractor is encouraged to track, trend and
address statistically significant racial or ethnic
groups.
Measurement period for addressing racial/ethnic
disparities will be a comparison of calendar year
2019 with July 1, 2020-June 30, 2021.

Measure

P.4. PA 107 of 2013 Sec.
105d (18): Increased
participation in patientcentered medical homes
(40% of total withhold)

3.

Description
Assisted Treatment (MAT) within 34
calendar days of the initiation visit.
Narrative report summarizing participation
in patient-centered medical homes (or
characteristics thereof). Points for
Narrative Reports will be awarded on a
pass/fail basis, with full credit awarded for
submitted narrative reports, without
regard to the substantive information
provided. The State will provide
consultation draft review response to the
Contractor by January 15th. The
Contractor will have until January 31st to
reply to the State with information.

Deliverables
Note: The State recognizes the Contractor does not
have a full data set for analyses.
The Contractor must submit a narrative report of no
more than 10 pages by November 15th
summarizing prior FY efforts, activities, and
achievements of the Contractor (and component
CMHSPs if applicable) to increase participation in
patient-centered medical homes. The specific
information to be addressed in the narrative is
below:
1. Comprehensive Care
2. Patient-Centered
3. Coordinated Care
4. Accessible Services
5. Quality & Safety

MHP/Contractor Joint Metrics (30% of total withhold)
Joint Metrics for the Integration of Behavioral Health and Physical Health Services
To ensure collaboration and integration between Medicaid Health Plans (MHPs) and the Contractor, the State has
developed the following joint expectations for both entities. There are 100 points possible for this initiative. The
reporting process for these metrics is identified in the grid below. Care coordination activities are to be conducted in
accordance with applicable State and federal privacy rules.
Category

Description

Deliverables

J.1. Implementation of
Joint Care Management
Processes
(35 points)

Collaboration between entities for the
ongoing coordination and integration of
services.

Each MHP and Contractor will continue to document joint
care plans in CC360 for beneficiaries with appropriate
severity/risk, who have been identified as receiving
services from both entities. Risk stratification criteria is
determined in writing by the Contractor-MHP
Collaboration Work Group in consultation with the State.
Quarterly, the State will select beneficiaries at random
and review their care plan in CC360.

J.2 Follow-up After
Hospitalization (FUH) for
Mental Illness within 30
Days using HEDIS
descriptions
(40 points)

The percentage of discharges for
beneficiaries six years of age and older
who were hospitalized for treatment of
selected mental illness diagnoses and
who had an outpatient visit, an intensive
outpatient encounter or partial
hospitalization with mental health
practitioner within 30 Days.

1. The Contractor must meet set standards for follow-up
within 30 Days for each rate (ages 6-17 and ages 18 and
older. The Contractor will be measured against an adult
minimum standard of 58% and a child minimum standard
of 70%. Measurement period will be July 1, 2020-June
30, 2021.
2. Data will be stratified by race/ethnicity and provided to
plans. The Contractor will be incentivized to reduce the
disparity between the index population and at least one
minority group. Measurement period for addressing
racial/ethnic disparities will be a comparison of calendar
year 2019 with July 1, 2020-June 30, 2021.
The points will be awarded based on MHP/Contractor
combination performance measure rates.
The total potential points will be the same regardless of
the number of MHP/Contractor combinations for a given
entity.
See MDHHS BHDDA reporting requirement website for
measure specifications (query, eligible population, and
additional details) and health equity scoring methodology,
at https://www.michigan.gov/mdhhs/0,5885,7-33971550 2941 38765---,00.html
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Category
J3. Follow-Up After (FUA)
Emergency Department
Visit for Alcohol and Other
Drug Dependence
(25 points)

Description

Deliverables

Beneficiaries 13 years and older with an
Emergency Department (ED) visit for
alcohol and other drug dependence that
had a follow-up visit within 30 days.

Data will be stratified by the State by race/ethnicity and
provided to plans. The Contractor will be incentivized to
reduce the disparity between the index population and at
least one minority group. Measurement period for
addressing racial/ethnic disparities will be a comparison
of calendar year 2019 with July 1, 2020-June 30, 2021.
The points will be awarded based on MHP/Contractor
combination performance measure rates.
The total potential points will be the same regardless of
the number of MHP/Contractor combinations for a given
entity.
See MDHHS BHDDA reporting requirement website for
measure specifications (query, eligible population, and
additional details) and health equity scoring methodology,
at https://www.michigan.gov/mdhhs/0,5885,7-33971550 2941 38765---,00.html
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FISCAL YEAR 2021 WHAM STATEMENT OF WORK & PERFORMANCE METRICS
peers complete
training during Q3
Q4 Progress: 8 peers
became certified in
WHAM during Q4. 4
CMHSP organizations
and 2 service provider
organizations had
peers complete
training during Q4.
2. Peers who
complete training
will effectively
implement WHAM
programming in
their organizations

Develop & implement
organizational
policies/procedures that
incorporate the use of
WHAM materials, tools,
and programming

Skye Pletcher,
MSHN Director
of Utilization &
Care
Management

8-week WHAM peer
support group curriculum

CMHSP Clinical
Service
Directors

One-to-one peer support
and health coaching

WHAM-certified
peer facilitators

Implementation
throughout FY21
following
completion of
trainings;
ongoing through
FY22
MSHN
evaluation and
monitoring of
implementation
efforts during
FY22 site review
activity

1. Increased inclusion of
whole health goals in
person-centered planning
for individuals with
chronic conditions
2. Each of the 12 CMH
organizations in the
MSHN region will offer
opportunities for
participation in WHAM to
individuals with serious
mental illness including
those with co-occurring
substance use disorders
during FY21-FY22

Relevant whole health
goal(s) are included in
person-centered
planning for 90% or
more of individuals who
participate in WHAM
programming, as
evidenced by MSHN site
review monitoring
standards during FY22
Each of the 12 CMH
organizations in the
MSHN region will offer
at least 1 cycle of the 8week WHAM peer
support group during
FY21-FY22
Q1 Progress: Not
started this quarter.
This objective will be
addressed later in the
fiscal year as more
peers complete
training and begin

FISCAL YEAR 2021 WHAM STATEMENT OF WORK & PERFORMANCE METRICS
implementation within
their organizations
Q2 Progress: Not
started this quarter.
This objective will be
addressed later in the
fiscal year as more
peers complete
training and begin
implementation within
their organizations
Q3 Progress: MSHN
is developing a survey
tool which will be
administered during
Quarter 4 to peers
who became certified
in WHAM during FY21.
The survey tool will
assess the level of
implementation of
WHAM and identify
any barriers to
effective
implementation.
Q4 Progress: Each of
the 12 CMHSPs in the
MSHN region now
have peers trained in
WHAM and report
effective
implementation of
WHAM with persons
served. Additionally,
other service provider
organizations have

FISCAL YEAR 2021 WHAM STATEMENT OF WORK & PERFORMANCE METRICS
implemented WHAM
in a variety of
settings: Peer
recovery drop-in
program, re-entry
program for adults
with mental illness
being released from
jail, sober transitional
living program, and
co-located integrated
health clinic.

Quality Assessment Performance Improvement Program
External Quality Review Health Services Advisory Summary 2021
Recommendations:
• Mid-State Health Network should consider performing an additional validation of the quarterly
submissions against its own encounter data prior to MDHHS submission to ensure that no-show
appointments are not being confused for follow-up services.
• Mid-State Health Network should consider performing a final validation step of the quarterly
submissions against its own eligibility data to ensure that all non-Medicaid consumers are excluded
from the measures.
• Mid-State Health Network and the CMHSPs continue to perform enhanced data quality and
completeness checks before the data are submitted to the State. This review should target the data
entry protocols and validation edits in place to account for discrepancies in wage and income values.
• Mid-State Health Network confirm its reporting logic is accurately capturing new PIHP consumers for
Indicators #2 (i.e., #2a–2e) and #3, as defined in the MDHHS Codebook (i.e., never seen by the PIHP
for mental health services or for services for intellectual and developmental disabilities, or it has been
90 days or more since the individual has received mental health or I/DD services from the PIHP). This
recommendation is not specific to Mid-State Health Network and is a universal recommendation for
all PIHPs to ensure ongoing future accuracy of reporting the performance
Compliance Review
According to federal requirements located within Title 42 of the Code of Federal Regulations (42 CFR)
§438.358, the state, an agent that is not a Medicaid prepaid inpatient health plan (PIHP), or its external quality
review organization (EQRO) must conduct a review within a three-year period to determine a Medicaid PIHP’s
compliance with the standards set forth in 42 CFR §438—Managed Care Subpart D, the disenrollment
requirements and limitations described in §438.56, the enrollee rights requirements described in §438.100,
the emergency and post stabilization services requirements described in §438.114 and the quality assessment
and performance improvement requirements described in §438.330.
The Compliance Review is conducted over a period of 3 years. HSAG conducted a review of the first 6
standards for year one(2021). The remaining 7 standards will be reviewed n year 2 (2022). The third-year is
used for a focused review on those standards that received a “not met” the previous two years resulting in a
corrective action plan. The third year (2023) score is the score of all standards after the CAP has been
completed.
The following activities beginning in March led up to the final Compliance Review on July 19, 2021.
• Technical Assistance Webinar
• Submission of universe files for service authorizations
• Submission of case files for service authorization (10)
• Submission of completed compliance review tools
• Submission of checklists
• Submission of Supporting Documentation
Changes in 2021
Health Services Advisory Group modified the tools to align with Federal Managed Care Final Rule.
The compliance review standards in Michigan were reduced from 17 standards to 13 standards.

Quality Assessment Performance Improvement Program
External Quality Review Health Services Advisory Summary 2021

Recommendations:
• PIHP consider including the evaluation of the CMHSPs’ tracking mechanisms for member requests for
translation of informational materials, and routine analysis of the linguistic needs of members to the
PIHP’s Annual Delegated Managed Care monitoring tool.
• According to CMS guidance provided in the 2016 Medicaid Managed Care Rule pertaining to provider
directories, CMS proposed that “provider directories be made available on the MCO’s, PIHP’s, PAHP’s,
or if applicable, PCCM entity’s Web site in a machine readable file and format specified by the
Secretary.” While not specifically identified in the Medicaid Managed Care Rule, “machine-readable
file” is defined by the Hospital Price Transparency Final Rule as: “A digital representation of data or
information in a file that can be imported or read into a computer system for further processing.
Examples of machine-readable formats include, but are not limited to, .XML, .JSON and .CSV formats.”
Although the PIHP received a score of Met for this element, HSAG strongly recommends the PIHP
implement a process to routinely evaluate and confirm its provider directory posted to its website is
in a machine-readable format. The PIHP’s implementation of HSAG’s recommendation will be
reviewed during future compliance reviews, and the PIHP may receive a score of Not Met if not
adequately addressed.
Standard II-Emergency Post stabilization Services 10 elements - 100%
Recommendations: This was a new standard this year. The recommendation applies to all standards.
• PIHP develop a written procedure specific to behavioral health/SUD emergency and post stabilization
services. This procedure should consider all federal requirements and how they apply to the scope of
services provided by and financial responsibilities of the PIHP. Additionally, the PIHP should consider
how these requirements apply to the emergency room and hospital setting versus emergency services
obtained through community provider locations
Standard III-Availability of Services 7 elements - 71%
Required action based on findings
• The PIHP must require out-of-network providers to coordinate with the PIHP for payment and ensure
the cost to the member is no greater than it would be if the services were furnished within the
network, including a prohibition on balance billing in compliance with 42 CFR §438.106, 42 CFR
§438.116, and the Medicaid Provider Manual.
• The PIHP must meet and require its network providers to meet MDHHS’ standards for timely access
to care and services and establish mechanisms to regularly monitor compliance and take corrective
action if there is a failure to comply. This should apply to all screening and appointment standards in
addition to those reported through MMBPIS.
Recommendations:
• PIHP educate its staff members and update policy, as needed, to ensure a member’s right to a second
opinion as required under the federal managed care rule is widely understood in addition to a
member’s right to a second opinion for the denial of eligibility and the denial of inpatient
hospitalization required under the Michigan Mental Health Code.

Quality Assessment Performance Improvement Program
External Quality Review Health Services Advisory Summary 2021
•

•

The PIHP should specifically include in its SCA a prohibition on balance billing. Additionally, while PIHP
staff members could speak to sub-elements (a)–(c), HSAG recommends that these requirements are
clearly reflected in the PIHP’s policies, procedures, oversight and monitoring documentation, or other
materials, as applicable.
PIHP include a provision within its provider contracts prohibiting providers from offering hours of
operation that are less than the hours of operation offered to commercial members or not
comparable to Medicaid fee-for-service (FFS), if the provider serves only Medicaid members.

Standard IV-Assurances of Adequate Capacity and Services 4 elements - 25%
Required actions based on findings:
• The PIHP must give assurances to MDHHS and provide supporting documentation that demonstrates
that it has the capacity to serve the expected enrollment in its service area in accordance with MDHHS’
standards for access to care under 42 CFR §438.207, including the standards at §438.68 and
§438.206(c)(1).
• The PIHP must submit its assurances of adequacy capacity to MDHHS annually and at any time there
has been a significant change, including changes in PIHP services, benefits, geographic service area,
composition of or payments to its provider network, or for the enrollment of a new population in the
PIHP.
• The PIHP must maintain plan on how network adequacy standards will be effectuated in its region.
The PIHP’s plan must consider at least the following parameters: maximum time and distance; timely
appointments; and language, cultural competence, and physical accessibility
Recommendations:
• The PIHP should work with MDHHS to determine when the annual submission of its assessment of
adequate capacity, in accordance with MDHHS’ defined network adequacy standards, should be
submitted.
• HSAG recommends the PIHP has a documented process to ensure that MDHHS is notified within seven
days of any changes to the composition of the provider network organizations that negatively affect
access to care. HSAG also recommends the PIHP enhance written procedures to address network
changes that negatively affect access to care that should consider various action steps such as an
assessment of the impact of the change, addressing the health and safety of members, addressing
gaps in member access to care, seeking out-of-network providers, recruitment and retention of
providers, and identifying roles and responsibilities of various PIHP departments/staff, etc.
Additionally, the PIHP’s process should consider other changes in the composition of its provider
network in addition to provider terminations (e.g., temporary closures, relocation of a provider).
Standard V-Coordination and Continuity of Care 14 elements - 93%
Required action based on findings:
• The PIHP must establish conflict of interest standards for the assessments of functional need and the
person-centered service plan development process that apply to all individuals and entities, public or
private.

Quality Assessment Performance Improvement Program
External Quality Review Health Services Advisory Summary 2021
Recommendations:
• PIHP explicitly clarify that a review of signed release of information forms or a statement that the
member has refused is included in the PIHP’s review as well as the primary care physician’s name and
address.
• PIHP’s policies appropriately reflect the HCBS Final Rule and the requirements should there be a
modification to a member’s freedom and rights afforded under the HCBS Final Rule and the required
documentation that must be included in the service plan. The PIHP’s processes should clarify
expectations for when a modification is imposed due to a physical need or due to the restrictions of
another individual residing in the home.
• PIHP create a written procedure specific to conflict-free case management and the safeguards in place
to avoid conflicts of interest (and/or ensure its provider network has the necessary written procedures
and safeguards in place). The PIHP should ensure its provider network complies with and understands
these provisions. Additionally, the PIHP should ensure that case managers specifically receive training
on conflict-free case management.
Standard VII-Coverage and Authorization of Services 11 elements - 91%
Required action based on findings:
• The PIHP’s ABD notices must include the content requirements of 42 CFR §438.404.
Recommendations:
• PIHP should consider implementing a standardized interrater reliability process that includes
standardized test case scenarios, reviewing the performance of each individual authorization
decision-maker and taking corrective action when appropriate, and using the overall interrater
reliability results to conduct targeted training and update policies and processes, as necessary, to
improve the consistency in authorization decision-making.
• HSAG recommends the PIHP and its CMHSPs develop a mechanism to confirm staff awareness, such
as an affirmation or attestation that utilization management staff members making authorization
decisions are required to sign upon employment and annually specifying they understand they will
not be incentivized for denying, limiting, or discontinuing medically necessary services to any
member.
Next Steps
• MSHN will develop a Performance Improvement Project for FY22-FY25 to address Racial Disparities,
as required by MDHHS, for validation by HSAG.
• MSHN will develop a corrective action plan based on the Final Compliance Review Report to be
submitted by December 1, 2021.
• Goals and objectives to address the External Quality Review findings and relevant recommendations
will be added to the QAPIP Work Plan for FY22.
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Clinical charts indicate low compliance when reviewing for effective coordination of care for
any consumer currently or previously enrolled with external SUD provider and coordinating care
efforts align with best practice guidelines.
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