Item 13.2

MSitN

Mid-State Health Network

QUALITY ASSESSMENT AND

PERFORMANCE
IMPROVEMENT PROGRAM
(QAPIP) 2017

ANNUAL EFFECTIVENESS AND
EVALUATION 2016

Prepared By: MSHN Compliance Officer & Quality Improvement Council —January 26, 2017
Reviewed By: MSHN Operations Council = February 21, 2017

Approved By: MSHN Board —



TABLE OF CONTENTS

SECTION ONE — ANNUAL PLAN ....cuuiiii ettt ne s e ee e e nn s 4
I L@ YT T Y PPNt 4
Il. Philosophical FrameWOrK.........c.uiii it e e e e 4
| 4 U o1 (U] = TP UPPPPTPPRR 5
V. COMPONENTS. .. ceieieitieee sttt ste st et be s e ste et ees e eesbe et esssessaesbeessassses e sreesssesansnsssaeesseensenses 6
V. €0}V /<] o F=1 o [ < T OO OT PSPPI 6
VI.  Communication of Process and QULCOMES.........ccueceeerieecieiniineeceeeste st eteraesesaesesteseensesens 9
VII.  Performance MEaSUrEMENT.........ccceiiiverie et ettt e st eresteste st e e ses s et essessaneasesteseenenes 9
VIII.  Event Monitoring and REPOITING.......ccceevievirereieietee et sttt st e et ese st nnens 12
IX.  BEhavior TrEatMENT.....c.c ittt sttt st s e es bbb eas s easate st sbennan 12
X. AULISIN BENETIE. vttt sttt et st s e e b et se s sbe e e e n et enas 13
Xl.  Quantitative and Qualitative Assessment of Member Experiences.........cccoeeeecvrrerreenne. 13
XII.  Practice GUIEIINES. ......cvcueieeieteeeeece ettt st ettt st s e e s b s eenesae e e s se e s 14
XIll.  Credentialing, Provider Qualification and Selection..........cccuveeeereveececeiceneece s 14
XIV. Medicaid EVeNt VerifiCation........coceeceieicecece ettt vttt e s s ene s 14
XV. Utilization Management Plan...........iieecececeeestee et r e ss et st s s s ene e 15
XVI.  Provider MONITOIING......c.coieieeeeceeeeetiet et ste et r et ete st e e es s arssasebesae s sensesansensasensanen 16
XVII. Oversight of “Vulnerable PEOPIE” ... ettt st 16
SECTION TWO — ANNUAL REPORTS.....0uutuutuutienieeseenisesseeseesieesaeesssssesseesnsaesnesnes 18
l. Council FY16 Accomplishments & FY17 GOals........cccoevuvieeeeceeesecinieece e 18
Il. Advisory Council FY16 Accomplishments & FY17 Goals........ccccecueiveveececieneseeereeeeeese s 29
lll.  Oversight Board FY16 Accomplishments & FY17 GOalS.....ccccecueirireceeeciesieneeseseeeeninnans 31
IV. Committee & Workgroup FY16 Accomplishments & FY17 Goals......cccccecevevrecrevnerrenennn 33
SECTION THREE — PERFORMANCE IMEASUREMENTS...cceuvereriirreeenreeesseresesneeesssnenessnnneens 46
I Behavior Treatment REVIEW REPOITS........ccceieietiet ettt et vt e eae et e st en 46
Il. Critical INCIAENT REPOIES ....cvieietieiiece ettt ettt r e et st e s bt e st ss e sn s enis 58
. Medicaid Event VerifiCatioNnsS......ccoerrivnineiireceseinece sttt sttt ss e 61
IV.  Performance Improvement Project — HEDIS............coeeieeeececeeeeee ettt e 70
V. Performance Improvement Project — RAS........cco it e 74
VI.  Performance Improvement Project — RSA........c.ociiriceeeeee et eaetees et et st s 84
VII.  Consumer Satisfaction Reports — IMHSIP..........coceueinireie et 98
VIII.  Consumer Satisfaction REPOITS — YSS......uoiiiiiceee ettt ste st e raesaeren e 111
IX.  Performance INdicators — MIMBPIS.........ccooi oottt sttt s bt e eaas 123
X. Provider Network Monitoring REVIEW.........cccceeereieeeerciecece et ev e st s e 133
Xl.  External Quality Reviews — MDHHS and HSAG..........cccoovivieieineece ettt 135
SECTION FOUR — EVALUATION AND PRIORITIES...c.uvttieerreserreeessreeeesnneesssssenessssneeeessnneens 141
l. 2016 Annual Effectiveness Review of QAPIP Goals & Objectives........ccccoececveverereneneenn. 141
Il. MSHN FY16 Strategic Plan Priorities and Objectives.........cccoveveeevivevevenenee e 144
[II.  QAPIP Priorities for FiSCal YEAr 2017 ...ttt ete st e e res e etesaeseanas 149
IV.  MSHN Balanced Scorecard REPOIt.......cccuveveiieieierere ettt es v ess e e st s s s e 152

Page 2 of 155



SECTION FIVE = DEFINITIONS ... cte et essssassnnsensessessseassnssnnssnnssnsensenssesssassnsssnssnnsnns 154

SECTION SIX = AT T ACHMENTS 1uu et v eeneensensenseesreareaseaseassnssnsssnsssnnsnnsensensensensensse 155

Attachment A: MSHN MoNitoring TOOIS.........coioirieicieieeseeie ettt st snsaesesrns 155

Page 3 of 155



SECTION ONE — ANNUAL PLAN

QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT

PROGRAM 2016-2017
I OVERVIEW

Mid-State Health Network (MSHN) is a regional entity, which was formed pursuant to 1974 P.A. 258, as
amended, MCL §330.1204b, as a public governmental entity separate from the CMHSP Participants that
established it. The CMHSP Participants formed Mid-State Health Network to serve as the prepaid
inpatient health plan (“PIHP”) for the twenty-one counties designated by the Michigan Department of
Health and Human Services as Region 5. The CMHSP Participants include Bay-Arenac Behavioral Health,
Clinton-Eaton-Ingham Community Mental Health Authority, Community Mental Health for Central
Michigan, Gratiot County Community Mental Health Services Authority, , Huron County Community
Mental Health Authority, LifeWays Community Mental Health Authority, Montcalm Care Network,
Newaygo County Community Mental Health Authority, Saginaw County Community Mental Health
Authority, Shiawassee County Community Mental Health Authority, The Right Door (formerly lonia
County Community Mental Health Authority) and Tuscola Behavioral Health Systems. In January 2014,
MSHN entered into its first contract with the State of Michigan for Medicaid funding, and entered into
subcontracts with the CMHSPs in its region for the provision of Mental Health, Substance Use
Disorder, and Developmental Disabilities services. The contract was expanded in 2014 to include an
expanded Medicaid benefit, the Healthy Michigan Plan. The FY2015 contract expanded to include
administration of all public funding for substance use disorder (SUD) prevention, treatment and
intervention. For FY2017, MSHN continues to sub-contract with CMHSPs within the region to provide
Medicaid funded behavioral health services as well as directly contracting with Substance Use Disorder
Providers within the region for the provision of all public funded SUD services.

MSHN monitors the overall quality and improvement of the PIHP. Responsibilities of the Quality
Management Program are outlined in the Quality Assessment and Performance Improvement Plan
(QAPIP). The scope of MSHN’s QAPIP program is inclusive of all CMHSP Participants, the Substance
Use Disorder Providers and their respective provider networks. Performance monitoring covers all
important organizational functions and aspects of care and service delivery systems. Performance
monitoring is accomplished through a combination of well-organized and documented retained,
contracted and delegated activities. Where performance monitoring activities are contracted or
delegated, MSHN assures monitoring of reliability and compliance.

. PHILOSOPHICAL FRAMEWORK

The program design is based on the Continuous Quality Improvement (CQl) model of Shewhart,
Deming and Juran. The key principles of the CQl model, as recently updated by Richard C. Hermann
("Developing a Quality Management System for Behavioral Health Care: The Cambridge Health
Alliance Experience", November 2002), are:

e Health care is a series of processes in a system leading to outcomes;

¢ Quality problems can be seen as the result of defects in processes;

¢ Quality improvement efforts should draw on the knowledge and efforts of individuals

involved in these processes, working in teams;
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¢ Quality improvement work is grounded in measurement, statistical analysis and
scientific method;

¢ The focus of improvement efforts should be on the needs of the customer; and

¢ Improvement should concentrate on the highest priority problems.

Performance improvement is more narrowly defined as, “the continuous study and adaptation of
health care organization’s functions and processes to increase the probability of achieving desired
outcomes, and to better meet the needs of clients and other users of services” (The Joint
Commission, 2004-2005). MSHN employs the Plan-Do-Study-Act (PDSA) cycle, attributed to Walter
Shewhart and promulgated by Dr. W. Edwards Deming, to guide its performance improvement tasks
(Scholtes P. R., 1991).

Performance measurement is a critical component of the PDSA cycle. Measures widely used by MSHN
for the ongoing evaluation of processes, and to identify how the region can improve the safety and
quality of its operations, are as follows:

e Avariety of qualitative and quantitative methods are used to collect data about performance;

¢ Well-established measures supported by national or statewide databases are used
where feasible and appropriate to benchmark desired performance levels; if external
data is not available, then local benchmarks are established;

e Statistically reliable and valid sampling, data collection and data analysis principles are
followed as much as possible; and

¢ If the nature of the data being collected for a measure limits the organization’s ability to
control variability or subjectivity, the conclusions drawn based upon the data are likewise
limited.

Data is used for decision making throughout the PIHP and its behavioral health contract providers
through monitoring treatment outcomes, ensuring timeliness of processes, optimizing efficiency and
maximizing productivity and utilizing key measures to manage risk, ensure safety, and track
achievement of organizational strategies. MSHN's overall philosophy governing its local and regional
quality management and performance improvement can be summarized as follows:

e Performance improvement is dynamic, system-wide and integrated;

¢ The input of a wide-range of stakeholders — board members, advisory councils, consumers,
providers, employees, community agencies and other external entities, such as the Michigan
Department of Health and Human Services, are critical to success;

¢ An organizational culture that supports reporting errors and system failures, as the means
to improvement, and is important and encouraged;

¢ Improvements resulting from performance improvement must be communicated throughout
the organization and sustained; and

¢ Leadership must establish priorities, be knowledgeable regarding system risk points, and
act based upon sound data.

. STRUCTURE (Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)/(c)
Waiver Program - Attachment P7.9.1, 2016) (42 Code of Federal Regulations (CFR) 438.358,
2002)
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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.

Iv. COMPONENTS (Medicaid Managed Specialty Supports and Services Concurrent 1915
(b)/(c) Waiver Program - Attachment P7.9.1, 2016) (42 Code of Federal Regulations (CFR)
438.358, 2002)

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:

¢ Implementation of Compliance Monitoring activities as outlined in the MSHN Corporate
Compliance Plan

¢ Develop 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.

MSHN will retain responsibility for developing, maintaining, and evaluating an annual QAPIP plan 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 (Region 5 PIHP 2013 Application for Proposal for Specialty Prepaid Inpatient Health Plans,
2013, p. 2.7.3).

V. GOVERNANCE (Medicaid Managed Specialty Supports and Services Concurrent 1915
(b)/(c) Waiver Program - Attachment P7.9.1, 2015)

Board of Directors

The MSHN'’s Board of Directors employs the Chief Executive Officer (CEQ), sets policy related to
quality management, and approves the PIHP's QAPIP, including quality management priorities as
identified in this plan. The QAPIP Plan is evaluated and updated annually 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 and the result of those actions.
After review of the Annual Quality Assessment and Performance Improvement Report, through the
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MSHN CEO the Board of Directors submits the report to the Michigan Department of Health and
Human Services (MDHHS).

Chief Executive Officer

MSHN’s CEOQ 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
Compliance Officer (CO) as the chair of the MSHN Quality Improvement Council. In this capacity, the
CO 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
guality 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

Through consultative council involvement, the MSHN Medical Director provides leadership related to
clinical service quality and service utilization standards and trends. The 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.

The MSHN Medical Director consults with MSHN staff regarding service utilization and eligibility
decisions and is available to provide input as required for the regional QAPIP. As necessary,
consultation occurs between the MSHN Medical Director and CMHSP Participant and Substance Use
Disorder Medical Directors.

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 is represented on the Council
by MSHN SUD Staff. CMHSP Participant/SUD Provider staff have the opportunity to participate in
and to support 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:

o Participating in the data collection related to performance measures/indicators at
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the organizational or provider level;

¢ Identifying organization-wide opportunities for improvement;

¢ Having representation on organization-wide standing councils, committees and work groups,
and

¢ Reporting clinical care errors, informing consumers of risks, and making suggestions to
improve the safety of consumers.

Councils and Committees

MSHN has Councils and Committees that 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, Past Year’s Accomplishments and Upcoming Goals (Section Two). 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 CMHSPs. Any issues
remaining unresolved after Operations Council consideration will be subject to a vote with the
minority 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 (Section Three).

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.

Recipients (Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver Program
- Attachment P7.9.1, 2016)

MSHN continues the legacy of its founding CMHSP Participants by promoting and encouraging active
consumer involvement and participation within the PIHP, the respective CMHSPs and their local
communities. MSHN has formed a Regional Consumer Advisory Council that 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 requirements in the region.

Recipients of services participate in the QAPIP through involvement on workgroups, process
improvement teams, advisory boards and Quality Improvement (Ql) Councils at the local and regional
level. Recipients provide input into policy and program development, performance indicator
monitoring, affiliation activities/direction, self-determination efforts, Ql projects, satisfaction findings,
consumer advocacy, local access and service delivery, and consumer/family education, etc.
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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.

VI. COMMUNICATION OF PROCESS AND OUTCOMES (Medicaid Managed Specialty Supports
and Services Concurrent 1915 (b)/(c) Waiver Program - Attachment P7.9.1, 2016)

The Quality Improvement Council (QIC) is responsible for monitoring and reviewing performance
measurement activities. MSHN, in addition to the CMHSPs Participants/SUD Providers, identify and
monitor opportunities for process and outcome improvements.

For any performance measure that falls below regulatory standards and/or established targets, plans
of correction are required. After QIC meetings, reports are communicated through regular reporting
via Councils, Committees, and 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 Pl projects and verification of Medicaid
services to MDHHS. These reports summarize regional activities and achievements, and include
interventions resulting from data analysis.

VII. PERFORMANCE MEASUREMENT

General Methods (Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver
Program - Attachment P7.9.1, 2016)

The Quality Assessment and Performance Improvement Program encourages the use of objective
and systematic forms of measurement. Each measure must have a baseline measurement when
possible, should be re-measured at least annually, and should be actionable and likely to yield
credible and reliable data over time. Measures can be clinical and non-clinical. Desired performance
ranges and/or external benchmarks are included when known. MSHN is responsible for the
oversight and monitoring of the performance of the PIHP including data collection, documentation,
and data reporting processes to ensure compliance with PIHP contract requirements and State and
Federal processes and requirements.

MSHN implements a Balanced Score Card (Section Four) to monitor the effectiveness of the PIHPs
strategic priorities and provides dashboards to evaluate performance overtime for all important
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organizational functions.

Data Collection and Analysis

Information is the critical product of performance measurement that facilitates clinical decision-
making, organizational decision-making (e.g., strategic planning and day-to-day operations),
performance improvement, and priorities for risk reduction. Data must be systematically aggregated
and analyzed to become actionable information.

Data is aggregated at a frequency appropriate to the process or activity being studied. Statistical

testing and analysis is then used as appropriate to analyze and display the aggregated data. PIHP
data is analyzed over time to identify patterns and trends, and compared to desired performance
levels, including externally derived benchmarks when available.

Undesirable patterns or trends in performance are identified, as well as undesirable variations in
performance, and acted on as appropriate. In some instances, further data collection and analysis is
necessary to isolate the causes of poor performance or excessive variability.

MSHN staff, in collaboration with the QIC, prepares an analysis of the data, including recommendations
for further investigation, data collection improvements to resolve data validity concerns, and/or system
improvements.

Taking Action

Process improvements are achieved by taking action based upon data collected and analyzed through
performance measurement activities. Actions taken are implemented systematically to insure any
improvements achieved are truly associated with the action. Adhering to the following steps promotes
process integrity:

Develop a step by step action plan;

¢ Limit the number of variables impacted;

¢ Implement the action plan, preferably on a small or pilot scale initially, and
¢ Collect data to check for expected results.

The process of measurement, data collection, data analysis and action planning is repeated until the
desired level of performance/improvement is achieved. Sustained improvement is sought for a
reasonable period of time (such as one year) before the measure is discontinued. When sustained
improvement is achieved, measures move into a maintenance modality, with a periodic reassessment
of performance to insure the desired level of quality is being maintained, as appropriate, unless the
measure(s) mandated by external entities such as the MDHHS require further measurement and
analysis.

Performance Indicators

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 use of standardized performance
indicators.

When minimum performance standards or requirements are not met, CMHSP Participants/SUD
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Providers will submit a form identifying causal factors, interventions, implementation timelines, and
any other actions they will take to correct undesirable variation. The form will be reviewed by the
MSHN CO and the MSHN contractor to ensure sufficient corrective action planning. Regional trends
will be 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.

Performance Improvement Projects

MDHHS requires the PIHP to complete a minimum of two PI 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 Pl 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. The population from which a sample is pulled, the data collection
timeframe, the data collection tool, and the data source are defined for each measure, whether local
or regional. A description of Project/Study is written for each measure which documents why the
project was chosen and identifies the data that was used to determine there was a problem and who
is affected by the problem. It incorporates the use of valid standardized data collection tools and
consistent data collection techniques. Each data collection description delineates strategies to
minimize inter-rater reliability concerns and maximize data validity. Provisions for primary source
verification of data and maintenance of documentation are also addressed in the description of the
project/study. If sampling is used, appropriate sampling techniques are required 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.

Identification of Quality Concerns and Opportunities for Improvement

Measures are selected consistent with established MSHN QAPIP priorities, as specified in this plan. The
PIHP quality management program uses a variety of means to identify system issues and opportunities
for improvement.

Prioritizing Measures (Medicaid Managed Specialty Supports and Services Concurrent 1915
(b)/(c) Waiver Program - Attachment P7.9.1, 2016)

Measures are chosen based upon selection and prioritization of projects, data collection, and analysis of
data, and will be based on the following three factors:

Focus Area: Clinical (prevention or care of acute or chronic conditions; high volume or high
risk services; continuity and coordination of care), or Non-Clinical (availability,
accessibility, and cultural competency or services; interpersonal aspects of care;
appeals, grievances, and other complaints.)

Impact: The effect on a significant portion of consumers served with potentially significant
effect on quality of care, services, or satisfaction.
Compliance: Adherence to law, regulatory, or accreditation requirements; relevancy to
stakeholders due to the prevalence of a condition, the need for a service, access
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to services, complaints, satisfaction, demographics, health risks or the interests
of stakeholders as determined through qualitative and quantitative assessment.

VIIL. EVENT MONITORING AND REPORTING (Medicaid Managed Specialty Supports and
Services Concurrent 1915 (b)/(c) Waiver Program - Attachment P7.9.1, 2016)

MSHN submits and/or reports required events to MDHHS such as critical incidents (including
sentinel events), and events requiring immediate notification as specified in the Medicaid Managed
Specialty Supports Services contract within the timelines required by MDHHS.

MSHN delegates the responsibility of the process for review and follow-up of sentinel events, critical
incidents, and other events that put people at risk of harm to its CMHSP Participants and SUD
Providers. Adverse Events include any event that is inconsistent with or contrary to the expected
outcomes of the organization's functions that warrants PIHP review. Subsets of these events,
adverse events, will qualify as "reportable events" according to the MDHHS Event Reporting System.
These include MDHHS defined critical incidents, risk events, and sentinel events. MSHN also ensures
that each CMHSP Participant/SUD Provider has a system in place to monitor these events, utilizing
staff with appropriate credentials for the scope of care, and within the required timeframes. MSHN
will ensure that the CMHSP and SUD Provider have taken appropriate action to ensure that any
immediate safety issues have been addressed.

MSHN provides oversight and monitoring of the CMHSP Participant/SUD Provider processes for
reporting sentinel events, critical events, and risk events as defined in the Medicaid Managed
Specialty Supports and Service Concurrent 1915 (b)/(c) Waiver Program FY16 Attachment P7.9.1
and/or events requiring immediate notification to MDHHS. In addition, MSHN oversees the CMHSP
Participant/SUD Provider process for quality improvement efforts including analysis of all events and
other risk factors, identified patterns or trends, the completion of identified actions, and
recommended prevention strategies for future risk reduction. The goal of reviewing these events is
to focus the attention of the CMHSP Participant/SUD Provider on potential underlying causes of
events so that changes can be made in systems or processes in order to reduce the probability of
such events in the future. Following completion of a root cause analysis, or investigation, the CMHSP
will develop and implement either a plan of action or an intervention to prevent further occurrence
or recurrence of the adverse event, or documentation of the rationale for not pursuing an
intervention.

The plan shall address the staff and/or program/committee responsible for implementation
and oversight, time lines, and strategies for measuring the effectiveness of the action

IX. BEHAVIOR TREATMENT (Medicaid Managed Specialty Supports and Services Concurrent 1915
(b)(c) Waiver Program 2016 Attachment P1.4.1, Technical Requirement for Behavioral
Treatment Plan Review Committees-2012)

MSHN delegates the responsibility for the collection and evaluation of data to each local CMHSP
Behavior Treatment Review Committee, including the evaluation of the effectiveness of the Behavior
Treatment Committee by stakeholders. Data is 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. Only techniques approved by the Technical Requirement for Behavior Treatment Plan,
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agreed to by the individual or his/her guardian during the person-centered planning, and supported
by current peer- reviewed psychological and psychiatric literature may be used. MSHN also receives
CMHSP behavior treatment data regarding consumers on the habilitation supports waiver. This data
provides sub- assurances within participant safeguards that require additional oversight &
monitoring by the Michigan Department of Health and Human Services (MDHHS) for habilitation
supports waiver enrollees around use of intrusive and/or restrictive techniques for behavioral
control. By asking the behavior treatment committees to track these data, it provides important
oversight to the protection and safeguard of vulnerable individuals. This data is shared on a
quarterly basis with MDHHS. CMHSP data is reviewed as part of the CMHSP Quality Program and
reported to the MSHN QIC at a defined frequency. MSHN analyzes the data on a quarterly basis to
address any trends and/or opportunities for quality improvements. Data shall include numbers of
interventions and length of time the interventions were used per person.

X. AUTISM BENEFIT (Medicaid Managed Specialty Supports and Services Early and Periodic
Screening, Diagnosis and treatment (EPSDT) State plan Home and Community-Based
Services Administration and Operation)

MSHN oversees provision of the autism benefit within its region. MSHN delegates to the CMHSPs
the application of the policies, rules and regulations as established through MSHN. MSHN assures
that it maintains accountability for the performance of the operational, contractual, and local entity
efforts in implementation of the autism program. MSHN tracks program compliance through the
MSHN quality improvement Strategy and performance measures required by the benefit plan.
MSHN collects data on the performance of the autism benefit consistent with the EPSDT state plan
and reviews this data on a monthly basis with the CMHSPs within its region and calls for ongoing
system and consumer-level improvements.

Xl. QUANTITATIVE AND QUALITATIVE ASSESSMENT OF MEMBER EXPERIENCES (Medicaid
Managed Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver Program -
Attachment P7.9.1, 2016)

The opinions of consumers, their families and other stakeholders are essential to identify ways to
improve processes and outcomes. Surveys and focus groups are an effective means to obtain input
on both qualitative and quantitative experiences. Consumers receiving services funded by the PIHP
are surveyed by MSHN at least annually using standardized survey tools. The tools vary in
accordance with service population needs, and address quality, availability, and accessibility of care.
Focus groups are conducted as needed to obtain input on specific issues. Consumers may also be
queried by the CMHSP Participants/SUD Providers regarding the degree of satisfaction via periodic
reviews of the status of their person-centered plans, as well as during discharge planning for the
cessation or transition of services. Other stakeholders provide input through a survey process.
Regional benchmarks are used for comparison.

The aggregated results of the surveys are collected, analyzed and reported by MSHN in collaboration
with the QI Council and Regional Consumer Advisory Council, who identify strengths, areas for
improvement and make recommendations for action and follow up as appropriate. The data is used
to identify best practices, demonstrate improvements, or identify problem areas. The QI Council
determines appropriate action for improvements, and the resulting findings are incorporated into
program improvement action plans. At the CMHSP Participant/SUD Provider level, actions is taken
on survey results of individual cases, as appropriate, to identify and investigate sources of
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dissatisfaction and follow-up.

Survey results are included in the annual PIHP QAPIP Report and presented to the MSHN governing
body, accessible on the MSHN website, the Operations Council, Regional Consumer Advisory
Council, CMHSP Participants and SUD Providers. Findings are also shared with stakeholders on a
local level through such means as advisory councils, staff/provider meetings and printed materials.

XIl. PRACTICE GUIDELINES (Medicaid Managed Specialty Supports and Services Concurrent
1915 (b)/(c) Waiver Program - Attachment P7.9.1, 2016)

MSHN supports CMHSP Participants local implementation of practice guidelines based on the
Medicaid Provider Manual, the Medicaid Managed Specialty Supports and Services Concurrent
1915 (b)/(c) Waiver Program, and Evidence Based Practice models. The process for determining
what practice guidelines utilized is a locally driven process in collaboration with the MSHN Councils
and Committees. Practice guidelines are chosen to meet the needs of persons served in the local
community and to ensure that each individual receives the most efficacious services. Practice
guidelines as stated above are reviewed and updated annually or as needed, and are disseminated
to appropriate providers.

XIll. CREDENTIALING, PROVIDER QUALIFICATION AND SELECTION (Medicaid Managed
Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver Program - Attachment
P7.9.1, 2016)

In compliance with MDHHS's Credentialing and Re-Credentialing Processes (FY16 Attachment
P7.1.1,), MSHN has established written policy and procedures for ensuring appropriate
credentialing and re- credentialing of the provider network. Whether directly implemented,
delegated or contracted, MSHN shall ensure that credentialing activities occur upon
employment/contract initiation, and minimally every two (2) years thereafter. MSHN written
policies and procedures also ensure that non-licensed providers of care or support are qualified to
perform their jobs.

Credentialing, privileging, primary source verification and qualification of staff who are employees of the
MSHN, or under contract to the PIHP, are the responsibility of MSHN. Credentialing, privileging, primary
source verification and qualification of CMHSP Participant/SUD Provider staff and their contractors is
delegated to the CMHSP Participants/SUD Providers. MSHN monitors CMHSP Participant SUD Provider
compliance with federal, state, and local regulations and requirements annually through an established
process including desk review, site review verification activities and/or other appropriate oversight and
compliance enforcement strategies.

MSHN policies and procedures are established to address the selection, orientation and training of
directly employed or contracted staff. PIHP employees receive annual reviews of performance and
competency. Individual competency issues are addressed through staff development plans. MSHN is
responsible for ensuring that each provider, employed and contracted, meets all applicable licensing,
scope of practice, contractual, and Medicaid Provider Manual requirements, including relevant work
experience and education, and cultural competence. The CMHSP Participants/SUD Providers are
likewise responsible for the selection, orientation, training and evaluation of the performance and
competency of their own staff and subcontractors.

XIv. MEDICAID EVENT VERIFICATION (Medicaid Managed Specialty Supports and
Services Concurrent 1915 (b)/(c) Waiver Program - Attachment P7.9.1, 2016 and
Medicaid Event Verification Technical Requirement)
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MSHN has established a written policy and procedure for conducting site reviews to provide monitoring
and oversight of the Medicaid and Healthy Michigan funded claims/encounters submitted within the
Provider Network. MSHN verifies the delivery of services billed to Medicaid and Healthy Michigan in
accordance with federal regulations and the state technical requirement.

Medicaid Event Verification for Medicaid and Healthy Michigan Plan includes testing of data elements
from the individual claims/encounters to ensure the proper code is used for billing; the eligibility of the
beneficiary on the date of service; that the service provided is part of the beneficiaries individualized
plan of service (and provided in the authorized amount, scope and duration); services were provided
by a qualified individual; the amount billed/paid does not exceed the contract amount; and
appropriate modifiers were used following the HCPCS guidelines.

Data collected through the Medicaid Event Verification process is aggregated, analyzed and reported
for review at the QI Council meetings, and opportunities for improvements at the local or regional
level are identified. The findings from this process, and any follow up needed, are reported annually
to MDHHS through the Medicaid Event Verification Service Methodology Report. All CMHSP
Participants/SUD Providers of MSHN have implemented the generation of a summary of
Explanations of Benefits in accordance with the MDHHS Specialty Mental Health Services Program
contract. This will provide an additional step to ensure that consumers are aware of service activity
billed to their insurance.

XV.  UTILIZATION MANAGEMENT PLAN (Medicaid Managed Specialty Supports and
Services Concurrent 1915 (b)/(c) Waiver Program - Attachment P7.9.1, 2016)

MSHN ensures access to publicly funded behavioral health services in accordance with the Michigan
Department of Health and Human Services contracts and relevant Medicaid Provider Manual and
Mental Health Code requirements.

MSHN directly or through delegation of function to the CMHSP Participants/SUD Providers acting on its
behalf, is responsible for the overall network’s utilization management (UM) system. Each CMHSP
Participant/SUD Provider is accountable for carrying out delegated UM functions and/or activity relative
to the people they serve through directly operated or contracted services.

Initial approval or denial of requested services is delegated to CMHSP Participants/SUD Providers,
including the initial screening and authorization of psychiatric inpatient services, partial
hospitalization, and initial and ongoing authorization of services for individuals receiving community
services. Communication with individuals regarding UM decisions, including adequate and advance
notice, right to second opinion, and grievance and appeals will be included in this delegated function.

Utilization review functions is delegated to CMHSP Participants/SUD Providers 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, and standards and protocols. 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.

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
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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 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 decisions to deny or reduce services are made by
health care professionals who have the appropriate clinical expertise to provide treatment. 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.

XVI. PROVIDER MONITORING (Medicaid Managed Specialty Supports and Services Concurrent
1915 (b)/(c) Waiver Program - Attachment P7.9.1, 2016)

MSHN uses a standard written contract to define its relationship with CMHSP Participants/SUD
Providers that stipulated required compliance with all federal and state requirements, including
those defined in the Balance Budget Act (BBA), the Medicaid Provider Manual, and the master
contract between the PIHP and MDHHS.

Each CMHSP Participant/SUD Provider is contractually required to ensure that all eligible recipients
have access to all services required by the master contract between the PIHP and MDHHS, by either
direct service provision or the management of a qualified and competent provider panel. Each
CMHSP Participant/SUD Provider is also contractually required to maintain written subcontracts with
all organizations or practitioners on its provider panel. These subcontracts shall require compliance
with all standards contained in the BBA, the Medicaid Provider Manual, and the Master Contract
between the PIHP and the MDHHS.

Each CMHSP Participant/SUD Provider is required to document annual monitoring of each provider
subcontractor as required by the BBA and MDHHS. The monitoring structure shall include provisions
for requiring corrective action or imposing sanctions, up to and including contract termination if the
contractor’s performance is inadequate. MSHN continually works to assure that the CMHSP
Participants/SUD Provider maintain common policies, review common standards, and evaluate
common outcomes. MSHN monitors compliance with federal and state regulations annually through
a process that includes any combination of desk review, site review verification activities, and/or
other appropriate oversight and compliance enforcement strategies as necessary. MSHN has
developed a process for coordinating and/or sharing annual contractor monitoring reviews to avoid
duplication of efforts and to reduce the burden on shared contractors. CMHSPs Participants/SUD
Providers that are unable to demonstrate acceptable performance are required to provide corrective
action, will be subject to additional PIHP oversight and interventions, and may be subject to sanctions
imposed by MSHN, up to and including contract termination.
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XVIl.  OVERSIGHT OF “VULNERABLE PEOPLE”

MSHN assures the health and welfare of the region’s service recipients by establishing standards
consistent with MDHHS contract requirements and reporting guidelines for all CMHSPs and
subcontracted providers. Each CMHSP Participant/SUD Provider shall have processes for addressing
and monitoring the health, safety and welfare of all individuals served.

MSHN ensures that services are consistently provided in a manner that considers the health, safety, and
welfare of consumers, family, providers and other stakeholders. When health and safety, and/or welfare
concerns are identified, those concerns will be acknowledged and actions taken as appropriate.

MSHN monitors population health through data analytics software to identify adverse utilization
patterns and to reduce health disparities.

MSHN monitors compliance with federal and state regulations annually through a process that may
include any combination of desk review, site review verification activities and/or other appropriate
oversight and compliance enforcement strategies as necessary. CMHSP organizations and SUD
Providers that are unable to demonstrate acceptable performance may be subject to additional PIHP
oversight and intervention.

(2017). Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver Program.

(2017). Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver Program -
Attachment P7.9.1

(2013). Region 5 PIHP 2013 Application for Proposal for Specialty Prepaid Inpatient Health Plans.

(2004-2005). The Joint Commission. Comprehensive Accreditation Manual for Behavioral Health
Care.

(May 13, 2011). Michigan Department of Community Health (MDCH)/Prepaid Inpatient Health Plan
(PIHP) Event Reporting v1.1, Data Exchange Workgroup-ClO-Forum.

(2017). Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)(c) Waiver Program
2015 Attachment P1.4.1, Technical Requirement for Behavioral Treatment Plan Review
Committees-, Revision FY'12.

(November 2002). "Developing a Quality Management System for Behavioral Health Care: The
Cambridge Health Alliance Experience". Harvard Review of Psychiatry.

(1991). Scholtes, P. R. In The Team Handbook (pp. 5-31). Madison, WI: Joiner Associates, Inc.
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(N Council FY16 Accomplishments & FY17 Goals

ANNUAL REPORT
TEAM NAME: Operations Council
TEAM LEADER: Joseph P. Sedlock, MSHN Chief Executive Officer
REPORT PERIOD COVERED: 10.1.15-9.30.16
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Purpose of the Operations Council: The MSHN Board has created the Operations Council (OC) to
advise the Pre-Paid Inpatient Health Plan’s (PIHP) Chief Executive Officer (CEQ) 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 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.

Responsibilities and Duties: 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, Information Services Councils
and other Councils/Committees asassigned;

= Assure policies and practices are operational, effective, efficient and in compliance with applicable
contracting requirements and regulatory standards; and

= Undertake such other duties as may be delegated by the Entity Board.

Defined Goals, Monitoring, Reporting and Accountability

The OC shall establish metrics and monitoring criteria to evaluate progress on the following primary
goals:

e Expanded local service access (penetration rates),

e Fiscal accountability,

e Compliance, and

e Improved health outcomes/satisfaction.

Additionally, the OC seeks to assess and achieve the following secondary goals:
e Retained and delegated function contracts achieved defined results, and are carried out in a
manner that achieves consistency, standardization and cost-effectiveness
e Collaborative relationships are retained (Evaluation of principles and values),
e Board satisfaction with OC advisory role,
e Staff perception and sense of knowing what is going on,
e Efficiencies are realized through standardization and performance improvement, and
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Benefits are realized through our collective strength.

OC Annual Evaluation Process

a. PastYear'sAccomplishments: The OC had 10 meetings during the reporting period. The role of the
Operations Council is in part to advise MSHN, oversee operations, and promote effective and
efficient operations. The following accomplishments of particular importance are noted:

Addressed CMHSP-level cash flow difficulties being experienced at just over half of the
region’s CMHSPs and partnered to identify and implement resolution strategies

Successful External Quality Reviews by the Health Services Advisory Group (HSAG)
Successful MDHHS Contract Compliance Review

Expanded Autism Spectrum Disorder covered benefits across the region

Ensured successful implementation of the Supports Intensity Scale (SIS) system across the
region

Enhanced Waiver compliance, utilization and quality management systems

Completed Operations Council and Board Retreats leading to revised Regional Strategic Plan
Confirmed and continued implementation of CMHSP Five Year Funding Smoothing Plan
Assisted in the development of funding criteria for PA2 projects

Planned for future collaboration, implemented and led collaboration activities between
MSHN and Medicaid Health Plans

Continued work on Home and Community Based Services Waiver Transition (including
consumer/provider survey process)

Enhanced local access for citizens with substance use concerns through SUD provider
network partnerships with CMHSPs on a 24/7/365 basis

Continued metrics development and monitoring (Operations Council Balanced Scorecard)
Continued addressing penetration rate improvement strategies

Advocacy with Certificate of Need Commission (and other policy makers) to improve access
for individuals requiring psychiatric inpatient care, especially those with challenging
behaviors, and advocated for expanded inpatient bed availability

Completed Annual Policy Review Processes

Retained commitment to core values and collective focus despite external threats
associated with Governor Snyder’s Budget Proposal, in particular sec. 298.

Developed regional approach to consumer-initiated care transitions and CMHSP out-of-
county placements.

Assisted in the development of improved and streamlined admission processes for veterans.
Facilitated CMHSP partner dialog on administrative and clinical efficiencies including short-
and long-term financial management strategies

b. Upcoming Goals for Fiscal Year Ending, September 30, 2017

Improve consistency, standardization and cost-efficiency in retained and delegated
managed care activities

Establish systems to improve performance in follow-up after hospitalization for mental
illnesses between PIHPs and MHPs and within the MSHN region

Home and Community Based Services Waiver Transition implementation

1115 Waiver implementation (if approved by CMS)

Identify and implement improvements in region-wide approaches to inpatient care, from
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pre-admission screening systems to provider performance monitoring to contracting and all
related systems.

Collaborate and support CCBHC Prospective Payment System funding to MDHHS-designated
pilot sites (assuming Federal approval)

Establish effective regional utilization management systems, including regional eligibility,
medical necessity, authorization, utilization review and related protocols and procedures to
promote universal and equitable local access to care across the region

Increase efficiency through collective provider network management functions

Increase focus on meaningful metrics to measure performance and impacts

Achieve comprehensive penetration rate improvement strategies

Continue advocacy for systemic improvement in access to inpatient care and identify and
develop sub-inpatient regional crisis response systems/options; Develop and implement (for
possible Statewide use) systems for psychiatric inpatient care bed availability.

Assist MSHN with implementation of the 2017/2018 Regional Strategic Plan
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ANNUAL REPORT

TEAM NAME: Finance Council
TEAM LEADER: Leslie Thomas, MSHN CFO

REPORT PERIOD COVERED: 10.1.15 - 9.30.16
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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.

TSm0 o0 T

Monitoring and reporting of the following delegated financial management functions:

Tracking of Medicaid expenditures;

Data compilation and cost determination for rate setting;

FSR, Administrative Cost Report, MUNC and Sub-element preparation;
Verification of the delivery of Medicaid services; and

Billing of all third-party payers

®oo oo

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

oo oo
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Defined Goals, Monitoring, Reporting and Accountability

Goals:

Favorable fiscal and compliance audit: CMHSP and PIHP fiscal audits are performed between
December 2015 and February 2016. 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 2016.

Meet targeted goals for spending and reserve funds: Determination will be made when the FY 2015
Final Reports due to MDHHS February 28, 2016, are received from the CMHSPs to the PIHP. The
goal for FY16 will be to spend at a level to reduce MSHN combined reserves to 7.5% as identified by
the board.

Work toward a uniform costing methodology: Finance Council will begin working on uniform unit
costing for services in FY 2016.

Assure region wide rates are within acceptable deviations from state wide rates: The Medicaid
Uniform Cost Report (MUNC) is due to MDHHS February 28, 2016. MDHHS will compile the PIHP
reports and send an analysis to the PIHPs in June of 2016. Finance Council will follow our costing
procedure and utilize this report to determine rates per service and costs per case for which we are
not within one standard deviation of the PIHP averages within the state. Following the Finance
Council procedure, an analysis will be performed of outliers and steps will be taken to adjust service
provision or costing for service provision for all rates unless it is determined by the CEOs that our
variances from the PIHP averages are acceptable.

Completion of Finance Council Dashboard — Finance Council members continue to populate the
fiscal year 2014 Dashboard. The goal is to have the dashboard complete by April 2016.

Uniform Administrative Costing — MSHN’s CFO participates in the PIHP CFO council. A workgroup of
this council developed definitions, grids, and guidelines for uniform administrative costing. Due to
time constraints MSHN’s Finance Council will develop a subset of guidelines for this reporting cycle.
Monitor the impact on savings and reserves related to the change in Autism funding.

Annual Evaluation Process

a.

Past Year’s Accomplishments:

¢ Finance Council should establish an objective measure for favorable fiscal and compliance audit:
The majority of CMHSPs in the region submitted audits to MSHN by the April 2016 guideline.

e Meet targeted goals for spending and reserve funds: It is anticipated that reserves will decrease
when the FY 2016 FSRs are received the by end of February. FY 2015 had a reserve 10.9%. FY
2016 will have an approximate reserve of 6.63%. The reduction is related to a $9.4M abatement
of Internal Service Funds (ISF) to assist with FY 2016 CMHSP Autism Cost settlements. MSHN
will continue to disburse benefit stabilization funds in fiscal year 2017 to cover anticipated PEPM
deficits for some CMHSPs and to also cover 24/7 365 Substance Use Disorder (SUD) Access.

e The Finance Council’s efforts continue related to uniform costing for services. The FY 2015
dashboard has been completed as well as a Medicaid Utilization Net Cost (MUNC) comparison in
order to identify significant outliers by Healthcare Common Procedure Coding System (HCPCS)
and Current Procedural Terminology (CPT) codes.

¢ The Finance Council established a workgroup in order to improve reporting consistency related
to administrative costs. Although there have been several meetings, the workgroup continues
its efforts to establish more consistent reporting in conjunction with the Administrative Cost
Tool developed by the PIHP CFOs. The goal is to clearly define FY 2016 reporting changes by
mid-December.
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MSHN has gathered Autism expense information from the CMHSPs throughout FY 2016. This
information along with data contained within the Projected and Interim FSRs submitted by the
CMHSPs has allowed MSHN to clearly identify the amount of Medicaid savings needed to cover
cost associated with the fee screen established as of January 1, 2016.

Upcoming Goals for Fiscal Year Ending September 30, 2017:

Favorable fiscal and compliance audit: CMHSP and PIHP fiscal audits are performed between
December 2016 and February 2017. 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
2017. 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
2016 Final Reports due to MDHHS February 28, 2017, are received from the CMHSPs to the
PIHP. The goal for FY17 will be to spend at a level to maintain MSHN'’s anticipated combined
reserves to 7.5% as identified by the board.

Work toward a uniform costing methodology: Finance Council will continue working on uniform
unit costing for services in FY 2017.

Assure region wide rates are within acceptable deviations from state wide rates: The Medicaid
Uniform Cost Report (MUNC) is due to MDHHS February 28, 2017. MDHHS will compile the
PIHP reports and send an analysis to the PIHPs in June of 2017. Finance Council will follow our
costing procedure and utilize this report to determine rates per service and costs per case for
which we are not within one standard deviation of the PIHP averages within the state.
Following the Finance Council procedure, an analysis will be performed of outliers and steps will
be taken to adjust service provision or costing for service provision for all rates unless it is
determined by the CEOs that our variances from the PIHP averages are acceptable.

Completion of Finance Council Dashboard — MSHN staff and Finance Council members
completed its work to populate the fiscal year 2015 Dashboard. The goal is to have the FY 2016
dashboard complete by April 2017.

Uniform Administrative Costing — MSHN’s CFO participates in the PIHP CFO council. A
workgroup of this council developed definitions, grids, and guidelines for uniform administrative
costing. Due to time constraints MSHN’s Finance Council will develop a subset of guidelines for
this reporting cycle.

Monitor the impact on savings and reserves related to the change in Autism funding.
Determine how New Managed Care Rules impact our Region and implement changes as
necessary.

Improve accuracy of interim reporting and projections in order to plan for potential risk related
to use of reserve funds.

Monitor Medicaid expansion for any changes related to the Affordable Care Act and its impact
on the region.

Monitor changes related to 1115 waiver and its impact on the region’s funding.
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ANNUAL REPORT
TEAM NAME: Information Technology Council
TEAM LEADER: Forest Goodrich, MSHN CIO
REPORT PERIOD COVERED: 10.1.15-9.30.16
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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, SIS encounters, Rendering Provider NPI reporting);

o Accomplish annual goals established by the IT Council and/or OC; and

¢ 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 95% rate of attendance at FY16 ITC meetings. 100% attendance
occurred in 9 meetings.
e Successfully submit MDHHS required data according to MDHHS requirements regarding
quality, effectiveness and timeliness;
o Successful data submission as we met all requirements for MDHHS.
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o This process includes: encounters, BH-TEDS, Ql, Pl and CIR. Year-end statistics

from MDHHS showed that we were 100% timely with encounter submissions.
All CMHSPs were successful in changing operations to report BH TEDS records.
All CMHSPS converted to reporting using ICD-10 codes.
Dashboard reporting based on MSHN data warehouse was identified as a goal and ITC
worked to develop additional reporting needs and to make those reports available and
useful. Actual dashboard reporting will continue in FY2017 as a goal.
Accomplish annual goals established by the IT Council and/or OC:

o Developed a Health Information Exchange process with MiHIN, MSHN and All
CMHSPs to receive Admission/Discharge/Transfer records and to make this
information available in CMHSP EMRs for treatment purposes.

o Continued the development of Utilization Management supplemental data set to
be received from CMHSP EMRs into MSHN data warehouse.

o Developed a process to use the MDHHS 834 enrollment file to identify which
Medicaid Health Plan (MHP) a consumer is enrolled.

Meet IT audit requirements (e.g., EQRO):

o The HSAG audit was a success as all of the documentation submitted
was reviewed and approved. No items needed correction in FY2016. All
12 CMHSPs participated in the site review process and documentation
supports findings and recommendations.

b. Upcoming Goals for Fiscal Year Ending September 30, 2017

Participation by all CMHSPs at each monthly meeting.

Continue to meet the requirements defined for successfully submitting MDHHS defined
reporting.

Develop necessary alerts and/or lists to support addressing any quality measures and
outcomes as defined by MDHHS. (Follow-up after hospitalization)

Further develop HIE processes so that data can move between CMHSPs and MSHN as
appropriate for improving consumer health and protecting privacy.

Achieve goals established by the IT Council and/or OC; and

Meet IT audit requirements (e.g., EQRO)
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TEAM NAME: Quality Improvement Council
TEAM LEADER: Kim Zimmerman, MSHN Director of

REPORT PERIOD COVERED: 10.1.15-9.30.16

ANNUAL REPORT

Compliance, Customer Service and Quality

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 Compliance Officer (CO) and the CMHSP
Participants’ Quality Improvement staff appointed by the respective CMHSP Participant Chief
Executive Officer/Executive Director. The Quality Improvement Council is chaired by the Director of
Customer Service, Compliance and Quality Improvement. All Participants are equally represented on
this council.

Responsibilities and Duties: The responsibilities and duties of the QIC include the following:

Advising the MSHN Director of Customer Service, Compliance and Quality Improvement
and assisting with the development, implementation, operation, and distribution of the
Compliance Plan, Quality Assessment and Performance Improvement Plan (QAPIP) and
supporting MSHN policies and procedures.

Reviewing and recommending changes/revisions to the Compliance Plan and QAPIP,
related policies and procedures and developing new policies and procedures as needed.
Evaluating the effectiveness of the Compliance Plan and QAPIP.

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 audit results and corrective action plans, making recommendations

when appropriate.

Implementing a Peer Review Process that incorporates best practices related to the
QAPIP and Compliance Plan to encourage continuous quality improvement.

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 Plan (QAPIP),
¢ Implementation of the Compliance Plan;

¢ Implementation of the action plans related to the Application for Participation (AFP);

¢ 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; and
¢ Benefits are realized through our collective strength
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Annual Evaluation Process:

a. PastYear’'s Accomplishments: The QIC had thirteen (10) meetings during the reporting period
and in that time completed the following tasks:

Reviewed and revised the MSHN Corporate Compliance Plan
Annually reviewed and revised (as needed) current regional policies and procedures in areas
of Quality Improvement and Compliance
Implementation and quarterly reporting/review of regional QAPIP including:

o Behavior Treatment Review

o Critical Incidents

o Performance Improvement (MMBPIS)

o Consumer Satisfaction (MHSIP and YSS)
Feedback and participation in the External Quality Review (Compliance Monitoring Review)
Revised, implemented and providing ongoing monitored for two (2) regional Performance
Improvement Projects (PIP) (HEDIS Measure and the RSA/RAS)
Provided feedback on SUD integration into current policies, procedures and practices
(including Compliance Plan and QAPIP)
Reviewed and provided feedback on the MSHN Compliance Summary report
Assisted in establishing ongoing monitoring for the region wide Medicaid Event Verification
process
Developed regional standardized Privacy Notice
Increased coordination of efforts with the MSHN Utilization Management Committee
specific to monitoring outcome measures
Provided coordination and monitoring for the MDHHS site review and the required plans of
correction
Revised quarterly reporting formats for performance measures to focus more on trend
analysis, identification of outliers and development of region wide quality improvements
Reviewed and revised the MSHN QAPIP
Completed the annual QAPIP effectiveness plan

b. Upcoming Goals for Fiscal Year Ending, September 30, 2017

Report and complete an assessment of the annual effectiveness of the QAPIP
Conduct ongoing annual review of required policies
Continue implementation, monitoring and reporting of progress on the two (2) regional
Performance Improvement Projects
Continue monitoring of quality and performance improvement related the QAPIP

o Behavior Treatment Review

o Critical Incidents

o Performance Improvement (MMBPIS)

o Consumer Satisfaction
Complete annual review and revisions of Corporate Compliance Plan
Provide Feedback on annual Compliance Summary Report
Review available healthcare data for identification of trends and quality improvement
opportunities
Review Clinical Outcomes Data (Autism, CAFAS, SIS, LOCUS, etc) in coordination with other
MSHN committees for effectiveness, comparison and opportunities for quality
improvement
Explore BH-TEDS data as related to Ql efforts
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Il. Advisory Council FY16 Accomplishments & FY17 Goals

_,

ANNUAL REPORT

TEAM NAME:  Regional Consumer Advisory Council

TEAM LEADER: Kim Zimmerman, MSHN Director of
Compliance, Customer Service and Quality

REPORT PERIOD COVERED: 10.1.15-9.30.16

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;

o 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.
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Annual Evaluation Process:

a.

Past Year’s Accomplishments: The RCAC had 6 meetings during the reporting period in that

time they completed the following tasks:

¢ Reviewed the Annual Compliance Report

¢ Reviewed and provided feedback on the Annual Compliance Plan

e Reviewed the Summary Report related to the FY15 Performance Improvement Projects

e Reviewed changes to the Consumer Handbook

e Reviewed Quality Improvement Performance Measure Reports that included Performance
Indicators, Behavior Treatment Review and Oversight, Critical Incidents, Grievance and
Appeals, and Medicaid Fair Hearings

¢ Reviewed and provided input on the MHSIP and YSS satisfaction survey results

¢ Reviewed and provided feedback on the SUD satisfaction survey results

¢ Discussed internal delegated managed care site reviews and outcomes

¢ Discussed external quality reviews including MDHHS and HSAG reviews and outcomes

¢ Reviewed the MDHHS National Core Indicator (NCI) reports (A Guide to PCP and The
Importance of Relationships) and provided feedback on identified barriers

¢ Reviewed and approved RCAC annual effectiveness report

¢ Reviewed and provided feedback on the Quality Assessment and Performance Improvement
Program (QAPIP)

¢ Reviewed various MSHN policies and procedures for feedback

¢ Received various presentations related to Customer Service and Quality such as MDHHS site
review results, Autism and HSW waiver program, Utilization Management, Substance Use
Disorder, External Quality Reviews, 298, 42 CFR, Compliance Training, MSHN strategic
planning, etc.

Upcoming Goals for Fiscal Year Ending, September 30, 2016:

o 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 MHSIP, YSS, and external quality reviews

¢ Review annual compliance report

¢ Annual review and feedback on QAPIP

¢ Annual Review and Feedback on Compliance Plan

¢ Annual review of policies and procedures related to Customer Service

¢ Annual review of MSHN Consumer Handbook

¢ Review and advise MSHN Board relative to strategic planning and advocacy efforts

¢ Provide advocacy for consumer related issues identified as region wide barriers

o Develop letters of support/advocacy on issues that affect quality of life for those served (for
example, the reduction/elimination of spend downs)



lll.  Oversight Board FY16 Accomplishments & FY17 Goals

ANNUAL REPORT
TEAM NAME: SUD Oversight Policy Board
TEAM LEADER: Carl Rice, PhD. SUD Board Member
REPORT PERIOD COVERED: 10.1.15-9.30.16

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. PastYear’s Accomplishments:
e Received Education on the following:
o MSHN Strategic Plan
o SUD Strategic Plan
o MSHN SUD Prevention Services
e  Election of OPB Board Officers
e Approval of revisions to ByLaws
e Approval of Public Act 2 Funding for FY16
° Received PA2 Funding reports — receipts & expenditures by County
° Received Quarterly Reports on Prevention and Treatment Goals and Progress
e  Received reports on SUD regional site review status
e  Approved and adopted MSHN Interest Allocation Policy
e Offered insight on SUD programming, funding and functions
e  Offered recommendations and insight regarding effective use of collaborative and
community efforts

b. Upcoming Goals for FY17 ending, September 30, 2017:
e  Approve and monitor use of PA2 funds for prevention and treatment services in each
county;
. Monitor and provide input regarding the implementation of the three-year SUD Strategic
Plan;
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Explore strategies for jail diversion including coordination with Department of Corrections;
Share successful prevention and treatment strategies within region

Provide advisory input to the MSHN Board of Directors regarding the overall agency
strategic plan and SUD budget; and

Monitor SUD spending to assure it occurs consistent with PA 500.
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IV. Committee & Workgroup FY16 Accomplishments & FY17 Goals

ANNUAL REPORT
TEAM NAME:  Autism Benefit Workgroup
TEAM LEADER: Katy Hammack, MSHN Waiver Coordinator

REPORT PERIOD COVERED: 10.1.15-9.30.16

Purpose of the Council or Committee:

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 Mid-State Health Network'’s
(MSHN) Waiver Coordinator and the Community Mental Health Service Prover (CMHSP) autism benefit
staff who are appointed by their respective CMHSP Chief Executive Officer/Executive Director. The
Autism Benefit Workgroup is chaired by the Waiver Coordinator. All CMHSPs are equally represented on
this council.

Responsibilities and Duties: The responsibilities and duties of the Autism Benefit Workgroup 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.

= 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.

= |mplementing 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 autism benefit workgroup via the established metrics and monitoring criteria identified in the MSA
15-59 Bulletin to evaluate progress on the following primary goals:
e Reduction and elimination of overdue re-evaluations;
e Reduction and elimination of overdue Individual plan of service (IPOS);
e Hours of Applied Behavior Analysis (ABA) within a quarter must be within the IPOS suggested
range for the intensity of service plus or minus a variance of 25%.
e Number of hours of ABA observation during a quarter are equal to or greater than 10% of the
total direct ABA service provided.
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Tracking of pending cases (only referred and awaiting an evaluation);

Implementation of the agreed upon correction actions related to the 2017 Michigan
Department of Health and Human Services (MDHHS) Autism Benefit site review findings;
Compliance and oversight of the above identified areas.

Additionally, the autism benefit workgroup seeks to assess and achieve the following secondary goals:

Collaborative relationships are retained;

Continue to increase provider capacity

Reporting progress through the MSHN Clinical Leadership Council or MSHN Quality
Improvement Council, as identified;

Regional collaboration regarding expectations and outcomes;

Efficiencies are realized through standardization and performance improvement; and
Benefits are realized through our collective strength (knowledge, experience, abilities, and
resources).

Annual Evaluation Process:

a.

Past Year’s Accomplishments

The Autism Benefit Workgroup met quarterly and as needed

The Autism Benefit Workgroup responded to the individual elements of results of the MDHHS
site review of the CMHSP autism programs and continued to work on related products.

Updated autism policy to reflect the new MSA-1559 policy due to expansion

Provided several training opportunities aimed at increasing capacity and implementation of ABA
treatment services.

Provided training to prepare for the implementation of the new ABA CPT Codes.

Update forms for Autism Benefit (Referral, Enrollment, Re-evaluation and Disenrollment).
Develop reports on the 3 elements (overdue reevaluations, overdue IPOS, service outside the
plus/minus 25% identified in the IPOS).

Created guide for tracking conditions needed for autism payment.

Developed new transfer form when consumer moving out of one CMH to another whether in
region or out.

Developed standardized pre-authorization form for cases requesting to have ABA during a
typical school day.

Provided guidance and assistance in implementing the new CPT codes as it related to ABA
effective Oct. 1, 2016

Provided guidance and assistance on cases requesting to use Telepractice for ABA for the
purposes of teaching parents/guardians to provide ABA interventions and for Supervisors of ABA
services to provide clinical observation and direction.

Upcoming Goals for Fiscal Year Ending, September 30, 2017

Continued improvement in autism performance indicators, with application of corrective
actions.

Continue to address university partnerships, and contractual opportunities with the goal of
increasing capacity.

Develop standardized ABA contractual language within our region.

Develop a procedure related to ABA during typical school hours.

Increase understanding and provide guidance on cases that have both Medicaid and private
insurance.
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ANNUAL REPORT

TEAM NAME:  Clinical Leadership Committee
TEAM LEADER: Linda Schneider, CLC Chair & Dani Meier, MSHN CCO
REPORT PERIOD COVERED: 10/1/15 — 9/30/16

Purpose of the Council or Committee:

The MSHN Operations Council (OC) has created a CLC to advise the Pre-Paid Inpatient Health Plan’s
(PIHP) Chief Executive Officer (CEQ) and the OC concerning the clinical operations of the Entity 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 the Entity 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 include the following:

e Advise the CEO and OC in the development of clinical best practice plans for MSHN (including
implementation and evaluation);

e Advise the CEO and OC in areas of public policy priority including high risk, high cost, restrictive
interventions, or that are problem prone;

e Provide a system of leadership support, collaborative problem solving and resource
sharing for difficult case discussion (“grand rounds”);

e Support system-wide sharing though communication and sharing of major initiative (regional
and statewide)

e Assure clinical policies and practices are operational, effective, efficient and in compliance with
applicable contracting and regulatory bodies; and

e Undertake such other duties as may be 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:

e Improved health outcomes.
e Increased use of evidenced based practices.

e Improved collaboration of the region’s clinical leadership including member satisfaction with the
committee process and outcomes.

e Increased use of shared resources and problem solving for difficult cases.

Additionally, the CLC seeks to assess and achieve the following secondary goals:
e CEO and OC satisfaction with CLC advisory role,
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Staff perception and sense of knowing what is going on, and
Efficiencies are realized through standardization, performance improvement and shared
resources.

Revisions/Updates to CLC Charter:

Minor edits were made by the CLC to its charter in August and were approved by the Operations
Council in September 2016.

These changes included removal of requirement that the “recorder” be a voting CLC member
and removal of “Grand rounds” language from charter.

Annual Evaluation Process:

a. Past Year’s Accomplishments:

CLC review, input and/or approval of multiple MSHN and MDHHS policies, e.g. Access standards,
SED/Eligibility, Trauma policies, TA 11, et al.

Continuous review and input re: Network Adequacy Assessment
Implementation and oversight of regional 24/7/365 access protocol for SUD consumers

Discussion of regional approaches to self-determination, fiscal intermediary and challenges of
excessive training expectations

Review and discussion of standardization of LOCUS to determine levels of care (establishment of
UM-CLC workgroup)

Further discussion of regional applications of CAFAS, SIS assessment tools

Engagement with Knowledge Services Project through identification of key data elements that
can be mined, analyzed and used to inform development of clinical practice, procedure and
policies

Survey of veteran services across CMHs

Review of new” Psychiatric Board Certification Standards — re: peer review

Standardization of outcome measures and benchmarks for every clinical service
Implementation issues around Evidence Based Practices (EBPs)

Supported regional efforts to create CMHSP hubs for distribution of Narcan overdose reversal
medication kits

Developed plan for CMHSP clinical staff to access SUD Medical Director
Worked on practices for coordination of care with PCP

Upcoming Goals for Fiscal Year 2016 Ending, September 30, 2017

The CLC will be involved in monitoring, developing and recommending improvements to:

Population health outcomes including emergency department use and access to primary care
physicians in collaboration with MSHN’s ongoing work with the region’s Medicaid Health Plans
Developing regional consistency in use of CAFAS, LOCUS, trauma screening and other
assessment tools to determine eligibility, level of care, etc.

Strengthen coordination of care between primary and behavioral health care services and seek
to expand best practices

Expansion and implementation of trauma competence, gender competence and cultural
competence
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Expansion and development of services to active military and veterans including becoming
paneled with Tri-Care

Implementation of CLS interactive reports to benchmark regional consistency in utilization
and/or authorization for services

Collaboration with diversion initiatives, DOC, law enforcement and the courts

Improved service coordination between providers, different levels of care, etc.

Expanded and integrated prevention services

Building capacity in psychiatric services, for children and adolescents in particular
Expansion of MAT services and distribution of Naloxone

Regional consistency in access standards and delivery of services
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ANNUAL REPORT

TEAM NAME: Customer Service Committee

TEAM LEADER: Jeanne Diver, MSHN Customer Service and Rights Specialist

REPORT PERIOD COVERED: 10.01.15-09.30.16

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. 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 MSHN Compliance Officer (CO) and will report through the
Quality Improvement Council (QIC).

Responsibilities and Duties: The responsibilities and duties of the CSC will include:

1. Advising the MSHN CO 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;

2. Reviewing and providing input regarding MSHN Customer Services policies and procedures;

Reviewing, facilitating revisions, publication, and distribution of the Consumer Handbook;
4. Facilitating the development and distribution of regional Customer Services information
materials;
5. Ensuring local-level adherence with MSHN regional Customer Services policies through
implementation of monitoring strategies;
6. Reviewing semi-annual aggregate grievances, appeals, second opinions, recipient rights and
Medicaid Fair Hearings reports;
7. Reviewing audit results from EQR and MDHHS site reviews and assisting in the development
and oversight of corrective action plans regarding Customer Services;
8. Participating in MSHN’s Delegated Managed Care Review process;
9. Assisting in the formation and support of the RCAC, as needed; and
10. Individual members serving as ex-officio member to the RCAC.

w

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:
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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;

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 ten (10) meetings during the reporting period
in which they completed the following tasks:

Revised MSHN Customer Service Handbook to include changes within the Region and
contractual changes
Developed and revised regional policies and procedures in areas of Customer Service and
Consumer Advisory Council
Developed template language for Grievances and Appeal brochure and Advance Directive
brochure
Review, analyze and report regional customer service information including:
o Grievances
o Appeals
o Second Opinions
o Medicaid Fair Hearings
o Recipient Rights
Provided feedback and participation in the External Quality Review
Integrated Substance Use Disorder (SUD) into current practices, policies/procedures,
consumer handbook, etc.
Provided input on SUD provider manual
Provided input with establishing outcomes related to Consumer Satisfaction Surveys
(MHSIP, YSS, and FY2016 Substance Use Disorder Consumer Satisfaction)
Although 100% is the goal, maintained 92% and higher for several consecutive quarters of
the MSHN Appeals, Grievances, and 2" Opinion Report
Initiated planning for efficiencies related to Limited English Proficiency (LEP)

b. Upcoming Goals for Fiscal Year Ending, September 30, 2017

Conduct ongoing annual review of required policies and procedures
Conduct annual review and revisions to MSHN Consumer Handbook to reflect regional
changes and contract updates
Develop, where applicable, MSHN standardized elements for regional forms
Continue reporting and monitoring customer service information
Evaluate oversight & monitoring of regional grievances & appeals, in accordance
with customer service standards
Review consumer satisfaction surveys, develop and implement action plans as required
per the customer service elements
Increase the percentage met for the MSHN Appeals, Grievances, and 2" Opinion Report
Update the State’s Customer Service training power point for regional consistency
Develop the Grievance and Appeal training power point template
Evaluate other customer service areas for regional efficiencies
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TEAM NAME: HSW Workgroup
TEAM LEADER: Katy Hammack, MSHN Waiver Coordinator

REPORT PERIOD COVERED: 10.01.15-9.30.16

ANNUAL REPORT

Purpose of the Council or Committee:

The Habilitation Supports Waiver (HSW) Workgroup was established to initiate and oversee
coordination of the HSW benefit for the region. The HSW Workgroup is comprised of the MSHN Waiver
Coordinator and the CMHSP HSW Coordinator staff appointed by the respective CMHSP Chief Executive
Officer/Executive Director. The HSW Workgroup is chaired by the Waiver Coordinator.

Annual Evaluation Process:

a. Past Year’s Accomplishments

The HSW Workgroup met quarterly during FY 16.

The HSW Workgroup incorporated changes to MDHHS forms used for HSW eligibility.

The HSW Workgroup ensured priority management of cases through child waiver and rubric.
Reviewed and discussed upcoming Home and Community Based Services (HCBS) rule changes as
they relate to the HSW.

Prepared survey process for those selected in the sample phase of the HCBS changes.
Reviewed potential recoupments process.

Reviewed HSW dashboard data and formulate plan for correction-open slots, recoupments,
recertification data, overdue IPOS, overdue consents.

Coordinated and prepared for the 2016 MDHHS site review.

Coordinated and reviewed HSW Corrective Action Plan (CAP).

Developed action plan and follow through on HSW CAP.

b. Upcoming Goals for Fiscal Year Ending, September 30, 2017

Continue to use and institute corrective process for report set for overseeing HSW performance

within the region.

Focus on filling number of slots available for consumers within the region.

Oversee the HCBS rule change as set forth by MDHHS including but not limited to:

a. Ensure beneficiaries and providers complete HCBS survey at 100% completion by Jan. 31,
2017.

b. Assist providers in coming into compliance with the HCBS rule.

c. Assist in the transition process for beneficiaries residing in settings that cannot come into
compliance.

d. Continue the ongoing monitoring of providers with regards to the HCBS rule.

Ensure proper implementation of new 1115 waiver once approved by the Centers for Medicare

and Medicaid (CMS).

Meet quarterly to address regional needs.
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ANNUAL REPORT
TEAM NAME: Provider Network Management Committee
TEAM LEADER: S. Vandermay/P. Bush CMHSP Participants

REPORT PERIOD COVERED: 10.01.15-9.30.16

Purpose of the Council or Committee: 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) credentialing, privileging and primary source verification of professional staff,
and 4) periodic assessment of network capacity. 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:

e Advise MSHN staff in the development of regional policies for Provider Network Management;

e Establish regional priorities for training and establish training reciprocity agreements for
(CMHSP) Sub-Contractors;

e Support development of regional PNM monitoring tools to support compliance with rules,
laws, and the PIHPs Medicaid contract with MDCH.

e Provide requested information and support development of periodic Network Capacity
Assessment;

e Monitor results of retained functions contract for Network Capacity Assessment;

e Support development and implementation of a Regional Strategic Plan;

e Look for opportunities and recommend strategies to establish uniformity in contract language
and rates, to achieve best value

e Establish regional contract negotiations reciprocity;

e Recommend and deploy strategies for sub-contractor credentialing reciprocity agreements; and

e Support development of regional agreements with Medicaid Health plan agreements.

Defined Goals, Monitoring, Reporting, and Accountability: The PNMC shall establish goals consistent

with the MSHN Strategic Plan and to support compliance with the MDCH — PIHP contract including:

1. Completion of a Regional Network Capacity Assessment; establish and execute plans to address
service gaps;

2. Recommend policy and practices for improved network management compliance and efficiency;

3. Establish performance improvement priorities identified from monitoring of delegated provider
network management functions;

4. Increased efficiency through regional contracting when providers are shared;

5. Development of reciprocity agreements for sub-contract credentialing/re-credentialing,
training, performance monitoring, and standardized contract language;

6. Implement strategies to establish regional inpatient rate negotiations for best value; and
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7. Fully execute regional agreements with Medicaid Health Plans due to rebidding of health plans;
strategic relationship to align with additional health plan and PIHP contract requirements.

Annual Evaluation Process:

a. PastYear’s Accomplishments: The PNMC had eleven meetings during the reporting period in

that time they completed the following tasks:

e Completed and had approved a regional Assessment of Network Adequacy;

e Reviewed and updated region-wide training requirements and training objectives (MSHN
Training Glossary);

e Regional advocacy for improved access to psychiatric inpatient facilities;

e Through the Fiscal Intermediary Workgroup, drafted a standard contract and regional
monitoring protocol;

o Drafted a plan for region-wide inpatient contract negotiations with six (6) priority inpatient
hospitals, though deferred; and

e County of Care Responsibility policy drafted by Operations Council with the intent to eliminate
COFR agreements within the region to improve intra-region efficiency.

b. Upcoming Goals for Fiscal Year Ending, September 30, 2017

e Address recommendations from the 2016 assessment of Network Adequacy as it relates
to provider network functions; update the Assessment of Network Adequacy to address
newly identified needs;

e Support the Regional Inpatient Operations Workgroup to implement a single psychiatric
inpatient contract template and a single regional psychiatric inpatient provider performance
monitoring template; Implement standardized Fiscal Intermediary practices for contract,
including regional monitoring;

e Develop a plan to implement new managed care rules related to provider network functions;

e Address intra-regional reciprocity between CMHSP participants relative to requirements
applied to sub-contracted service providers;

e Develop PNMC scorecard;

e Closely monitor and prepare for HCBW changes as it relates to residential monitoring and
implications to provider network development.
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ANNUAL REPORT
TEAM NAME: SIS Workgroup
TEAM LEADER: Todd Lewicki, MSHN UM and Waiver Director

REPORT PERIOD COVERED: 10.01.15-9.30.16

Purpose of the Council or Committee:

The Supports Intensity Scale (SIS) Implementation Workgroup was established to initiate and oversee
coordination and implementation of the Supports Intensity Scale assessments for the region. The SIS
Implementation Workgroup is comprised of the Waiver Director and the CMHSP SIS assessor staff
appointed by the respective CMHSP Chief Executive Officer/Executive Director. The SIS Implementation
Workgroup is chaired by the Waiver Director.

Annual Evaluation Process:

a. PastYear’s Accomplishments
e The SIS Workgroup met quarterly during FY16.
e Creation of SIS Assessment database that included aggregate completion data.
e Assessment completion tracking.
e Finalized SIS Manual received and utilized.
e Formalized SIS workgroup with a charter.
e Formalized SIS Quality Lead function.
Discussion of support types in SIS assessment.
Tracking of SIS completions and reasons.
Reviewed use in planning for support of person centered planning processes.
Formalized the SIS Quality Lead Policy.
e Ongoing data reviews, including completions, domain data, planning related to connection to
person centered planning.

b. Upcoming Goals for Fiscal Year Ending, September 30, 2017

e Utilize appropriate resources to increase SIS assessment completion.

e Continue to work with CMHSP supports coordinators in use of SIS in person centered planning.

e Continue to mature data review and actioning related to addressing needs, significance of
support needs, and important to and important for data.

e  MSHN continued presence at State SIS meetings for information coordination.

e Continue to ensure proper tracking and progress toward meeting weekly, monthly, and annual
assessment targets.

e Continue to refine quality assurance processes.

e Enhance tracking and completion of assessments.
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ANNUAL REPORT
TEAM NAME: Utilization Management Committee
TEAM LEADER: Todd Lewicki, MSHN UM and Waiver Director

REPORT PERIOD COVERED: 10.1.15-9.30.16

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 Mental Health 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:

e Develop and monitor a regional utilization management plan;

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

e Recommend policy and practices for access, authorization and utilization management standards
that are consistent with requirements and represent best practices;

e Participate in the development of access, authorization and utilization management monitoring
criteria and tools to assure regional compliance with approved policies and standards;

e Support development of materials and proofs for external quality review activities;

e Establish improvement priorities based on results of external quality review activities;

e Recommend regional medical necessity and level of care criteria;

e Review and monitor utilization patterns and analysis to detect and recommend remediation of
over/under or inappropriate utilization; and

e Recommend improvement strategies where adverse utilization trends are detected.

Defined Goals, Monitoring, Reporting and Accountability — As defined by the Utilization Management

Plan:

1. CMHSP participants shall ensure that the access system staff are qualified, credentialed and trained
consistent with the Medicaid Provider Manual, the Michigan Mental Health Code and the
MDHHS/PIHP contract.

2. CMHSP participants shall ensure that there is no conflict of interest between the coverage
determination and the access to, or authorization of, services.

3. CMHSP participants shall monitor provider capacity to accept new individuals, and be aware of any
providers not accepting referrals at any point in time.

4. CMHSP participants shall routinely measure telephone answering rates, call abandonment rates and
timeliness of appointment and referrals at any point in time. Any performance issues shall be
addressed through the PIHP Quality Assurance and Process Improvement Plan.

5. CMHSP participants shall assure that the access system maintains medical records in compliance with
state and federal standards.
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6. The CMHSP participants shall work with individuals, families, local communities, and others to address

barriers to using the access system, including those caused by lack of transportation.

Annual Evaluation Process:

a.

Past Year’s Accomplishments: The UMC had ten meetings during the reporting period in that time
the following tasks were completed:
e Updated the regional Utilization Management Plan:
o Levels of utilization review
o Types of specific utilization management measures
o Change strategy form
e Agreement on Mid-State Supplemental Value dataset, including:
o Finalization and definition of MSSV dataset
o Partnering with IT to coordinate MSSV deployment
o MSSV mapping into CMHSP EMR systems
o EMR vendor collaboration on mapping
o CMHSP onboarding monitoring
o CMHSP implementation of MSSV data submission
e Formalized set of UM measures including:
o Service penetration per population
Consistent application of eligibility criteria (MSSV)
Inpatient recidivism
Crisis/Acute service utilization
Cost indicators by code (CLS, autism)
Use of tools to assist in measuring variance (CAFAS, LOCUS, SIS)
o Access to primary care
e Policy review using data related to UM.
e Creation of SIS and CAFAS data systems.
e Cross-functional dialogue with QI Council, Clinical Leadership, and Provider Network
Management.
e Review traditional managed care flow and prepare for MSHN version.
Review of veteran access to care.
Use of new decision-agenda.
Action list task-tracking.
Use of Datalab group to define and refine UM measures.
e HMP penetration rate tracking. Begin HMP plan to increase penetration.
e Inclusion of UM SUD staff into UM Committee.
e Begin planning for expanded SUD staff presence in committee.
e Inclusion of IT staff as ad hoc into UM processes and supplemental data planning.

O O O O O
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Upcoming Goals for Fiscal Year Ending, September 30, 2017

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;

Ensure representative SUD presence on UMC;

Finalize and implement second set of UM measures;

Complete implementation of CAFAS, SIS, and LOCUS in UM systems;

Review and monitor utilization patterns and analysis to detect and recommend remediation of
over/under or inappropriate utilization;

Establish performance improvement priorities identified from monitoring of delegated
utilization management functions;

Utilize Change Strategy form in review of UM data variance;

Recommend improvement strategies where adverse utilization trends are detected;
Recommend improvement strategies where best practice is identified;

Fully implement BH-TEDS and MSSV datasets into UM data reporting;

Recommend areas of focus for population health measures related to care coordination;
Complete plan for increasing HMP penetration;

Ongoing integration of substance use disorder (SUD) into UM practices;

Use MSHN Sharepoint site to disseminate UMC reports and activities.
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SECTION THREE — PERFORMANCE MEASUREMENTS

l. Behavior Treatment Review Reports

Summary Report

Title of Measure: Behavior Review Data

Committee/Department: Quality Improvement Council
Reporting Period (month/year): FY2016-Q4

Data Analysis: (threats to validity; statistical testing; reliability of results; statistical significance; need for modification of
data collection strategies)

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 Behavioral
Technical Requirements 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 Quality
Committee (Quality Assessment and Improvement Program). MSHN monitors that the local CMHSP
BTRC follows the requirements outlined within the Technical Requirement for Behavior Treatment
Review Committees. MSHN will analyze the data on a quarterly basis to address any trends and/or
opportunities for quality improvements. Data shall include numbers of interventions and length of time
the interventions were used per person. (MSHN Final Draft Quality Assessment and Performance
Improvement Plan, pg. 8)

Data Interpretation: (performance against targets and benchmark data)

Study Question 1: Has the proportion of individuals who have received a restrictive/intrusive
intervention decreased over time?

Numerator: The total number of individuals that have an approved behavior treatment plan that include
a restrictive and/or intrusive intervention.

Denominator: The total number of individuals who are actively receiving services during the reporting
period.
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This question reviews the rate per 100 of plans approved with restrictive and intrusive interventions
approved per the number of individuals who have been served per quarter. Currently each CMHSP has
a process in place to approve all plans which include restrictive and intrusive interventions as required
on a quarterly basis.

Currently, MSHN is taking steps to standardize this process by:

e Receiving clarification from MDHHS regarding the actual requirement for the monitoring of the
restrictive and intrusive interventions. Clarification has been received, and it was determined
that monitoring of restrictive and intrusive interventions should occur at the CMHSP level and
not at the PIHP level.

e Participating in the MDHHS Behavioral Treatment Work Group to review the technical
requirements attached to the Medicaid Specialty Supports and Services contract.

e Discussing the process at Regional BTRC meetings.

e Identifying and defining standard restrictive and intrusive techniques used consistently
throughout MSHN. Most commonly used interventions have been defined for regional use.

FY15Q4

Out of the 12 CMHSP’s, 306 individuals have an approved behavior treatment plan that include a
restrictive and/or intrusive intervention. That equates to 1.14% (306/26778) consumers served in the
region for FY15Q4 as of October 30, 2015 and have an approved plan for behavior treatment with a
restrictive or intrusive intervention.

Fyi6Ql

Out of the 12 CMHSP’s, 305 individuals have an approved behavior treatment plan that include a
restrictive and/or intrusive intervention. That equates to 1.15% (305/26552) consumers served in the
region for FY16Q1 as of December 31, 2015 and have an approved plan for behavior treatment with a
restrictive or intrusive intervention.

FY16Q2

Out of the 12 CMHSP’s, 384 individuals have an approved behavior treatment plan that include a
restrictive and/or intrusive intervention. That equates to 1.44% (384/26684) consumers served in the
region for FY16Q2 as of March 31, 2016 and have an approved plan for behavior treatment with a
restrictive or intrusive intervention.

FY16Q3

Out of the 12 CMHSP’s, 342 individuals have an approved behavior treatment plan that include a
restrictive and/or intrusive intervention. That equates to 1.23% (342/27827) consumers served in the
region for FY16Q3 as of June 30, 2016 and have an approved plan for behavior treatment with a
restrictive or intrusive intervention.

FY16Q4

Out of the 12 CMHSP’s, 355 individuals have an approved behavior treatment plan that include a
restrictive and/or intrusive intervention. That equates to 1.28% (355/27627) consumers served in the
region for FY16Q4 as of September 30, 2016 who have an approved plan for behavior treatment with a
restrictive or intrusive intervention.

Page 47 of 155



Figure 1
The percent of individuals who are receiving services who have an approved Behavior
Treatment Plan which includes restrictive or intrusive interventions
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Study Question 2: Has the proportion of individuals who have received physical intervention decreased
overtime?

This will be monitored by looking at the numerators and the denominators below.

Numerator: The total number of individuals with whom more than one emergency physical intervention
was used during the reporting period.

Denominator: The total number of individuals with whom emergency physical interventions were used
during the reporting period.

Numerator: The total number of individuals with whom emergency physical intervention were used
during the reporting period.

Denominator: The total number of individuals who are actively receiving services during the reporting
period.

FY15Q4

During this reporting period 65 individuals received an emergency physical intervention. A total of 161
emergency physical interventions were used. Less than 1% (.60% -161/26778) of the individuals
(Medicaid) served received an emergency physical intervention. This is a decrease in the rate per 100
consumers served from the previous reporting period. Of the 65 who received an emergency physical
intervention, 34 (52%) individuals received more than one physical intervention. Figure 3 demonstrates
the number of individuals who received an emergency physical intervention and the number of
individuals who received more than 1 emergency physical intervention during the reporting period.
Figure 2 identifies the percent of individuals served who received an emergency physical intervention.
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FY16Q1

During this reporting period 46 individuals received an emergency physical intervention. A total of 109
emergency physical interventions were used. Less than 1% (.41% -109/26552) of the individuals
(Medicaid) served received an emergency physical intervention. This is a decrease in the rate per 100
consumers served from the previous reporting period. Of the 46 who received an emergency physical
intervention, 19 (41%) individuals received more than one physical intervention. Figure 3 demonstrates
the number of individuals who received an emergency physical intervention and the number of
individuals who received more than 1 emergency physical intervention during the reporting period.
Figure 2 identifies the percent of individuals served who received an emergency physical intervention.

FY16Q2

During this reporting period 53 individuals received an emergency physical intervention. A total of 125
emergency physical interventions were used. Less than 1% (.47% -125/26684) of the individuals
(Medicaid) served received an emergency physical intervention. This is a slight increase in the rate per
100 consumers served from the previous reporting period. Of the 53 who received an emergency
physical intervention, 20 (38%) individuals received more than one physical intervention. Figure 3
demonstrates the number of individuals who received an emergency physical intervention and the
number of individuals who received more than 1 emergency physical intervention during the reporting
period. Figure 2 identifies the percent of individuals served who received an emergency physical
intervention.

FY16Q3

During this reporting period 48 individuals received an emergency physical intervention. A total of 149
emergency physical interventions were used. Less than 1% (.54% -149/27827) of the individuals
(Medicaid) served received an emergency physical intervention. This is a slight increase in the rate per
100 consumers served from the previous reporting period. Of the 48 who received an emergency
physical intervention, 24 (50%) individuals received more than one physical intervention. Figure 2
identifies the percent of individuals served who received an emergency physical intervention. Figure 3
demonstrates the number of individuals who received an emergency physical intervention and the
number of individuals who received more than 1 emergency physical intervention during the reporting
period.

FY16Q4

During this reporting period 60 individuals received an emergency physical intervention. A total of 125
emergency physical interventions were used. Less than 1% (.45% -125/27627) of the individuals
(Medicaid) served received an emergency physical intervention. This is a slight decrease in the rate per
100 consumers served from the previous reporting period. Of the 60 who received an emergency
physical intervention, 29 (48%) individuals received more than one physical intervention. Figure 2
identifies the percent of individuals served who received an emergency physical intervention. Figure 3
demonstrates the number of individuals who received an emergency physical intervention and the
number of individuals who received more than 1 emergency physical intervention during the reporting
period.
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Figure 2

The percent of individuals (Medicaid) who received an emergency physical intervention.
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Figure 3

The top row for each CMHSP is the number of individuals who received more than one emergency
physical intervention during the reporting period. The bottom row is the total number of individuals
who received an emergency physical intervention during the reporting period.
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LifeWays 6 8 1 3 8 10
12 14 6 15 15 17
MCBH 1 2 3 0 0 0
2 4 3 1 3 2
NCMH 2 2 0 3 1 1
4 2 1 4 1 2
Saginaw 5 7 7 6 6 6
13 11 10 12 10 9
Shiawassee 0 0 0 0 0 0
1 1 2 2 0 2
TBHS 4 3 0 1 2 3
5 4 2 4 5 7

FY15Q4

One hundred and sixty-one (161) emergency physical interventions were used during FY15Q4 across the
Mid-State Health Network Region. Figure 4 provides additional data on the types of interventions that
were used. A decrease in number of interventions was exhibited in each area except the area of
“other”. According to the distribution of interventions, the Wrap Hold category did have the highest
percentage of interventions.

FY16Q1

One hundred and nine (109) emergency physical interventions were used during FY16Q1 across the Mid-
State Health Network Region. Figure 4 provides additional data on the types of interventions that were
used. A decrease in number of interventions was exhibited for supine hold, wrap hold and hands down
interventions. However, there was a slight increase in the use of transport/escort and
other/unidentified. According to the distribution of interventions, the Wrap Hold category did have the
highest percentage of interventions.

FY16Q2

One hundred and twenty-five (125) emergency physical interventions were used during FY16Q2 across
the Mid-State Health Network Region. Figure 4 provides additional data on the types of interventions
that were used. A slight increase was noted in the interventions for use of supine hold, wrap hold and
hands down interventions. However, there was a slight decrease of other/unidentified interventions
and the percentage for use of transport/escort interventions remained the same as the previous
quarter. According to the distribution of interventions, the Wrap Hold category continued to have the
highest percentage of interventions.
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FY16Q3

One hundred and forty-nine (149) emergency physical interventions were used during FY16Q3 across
the Mid-State Health Network Region. Figure 4 provides additional data on the types of interventions

that were used. An increase was noted across all identified interventions (supine hold, wrap hold,

transports/escorts and hands down interventions). However, there was a slight decrease of
other/unidentified interventions from the previous quarter. According to the distribution of

interventions, the Wrap Hold category continued to have the highest percentage of interventions.

FY16Q4

One hundred and twenty-five (125) emergency physical interventions were used during FY16Q4 across
the Mid-State Health Network Region. Figure 4 provides additional data on the types of interventions
that were used. A decrease was noted for the use of supine hold and wrap hold, but a slight increase

was noted for the transports/escorts, hands down and other/unidentified interventions from the

previous quarter. According to the distribution of interventions, the Wrap Hold category continued to

have the highest percentage of interventions.

Figure 4
Physical Intervention FY15Q3 FY15Q4 FyieQl FY16Q2 FY16Q3 FY16Q4
Supine Hold (15)8% (12)7% (3) 3% (5) 4% (14) 9% (6) 5%
Wrap Hold (wrap around hold, CPI (113)57% (87)54% | (58) 53% (64) 51% (77) 52% (58) 46%
team hold, NAPPI capture wrap,
standing wrap, seated wrap, body
hug, basket wrap, 1-2 stability hold,
chair stability hold)
Transport/Escort (come along, CPI (31)16% (19)12% (19) 17% (19) 15% (22) 15% (23) 18%
Transport, primary escort, 2 person
escort, modified transport)
Hands down with resistance (35)18% (30)19% | (15) 14% (29) 23% (33) 22% (29) 23%
Other/Unidentified (5)3% (13)8% (14) 13% (8) 6% (3) 2% (9) 7%
MSHN Total (199)100% | (161)100% | (109) 100% | (125) 100% | (149) 100% | (125) 100%
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The length of time for the interventions was based on each individual intervention. It was agreed by the
BTRC/QI Council that the length of time will be reported based on time intervals of < 5 minutes, 6-10
minutes, and 11-15 minutes. This process for reporting will become standardized over the next year.
Figure 5 identifies the number of interventions and the length of time for each, 8 were reported to be
outside of the 15-minute window, and 2 were reported as unknown. Follow up regarding the
unreported and reported outside of the window is being completed at each CMHSP to ensure a process
is in place to collect the length of time for each intervention.

Figure 5
Length of time of intervention FY15Q3 FY15Q4 | FyleQl FY16Q2 FYi16Q3 FY16Q4
The total number of interventions 87 74 58 66 80 61
within this time frame < 5 minutes
The total number of interventions 31 29 12 17 26 21
within this time frame 6-10 minutes
The total number of interventions a1 31 10 17 29 25
within this time frame 11-15 minutes

Study Question 3: Has the proportion of incidents in which police have been called for assistance by
staff to manage a behavioral incident decreased?

Numerator: The total number of incidents requiring phone calls made by staff to police for behavioral

assistance.

Denominator: The total number of individuals who are actively receiving services during the reporting

period.
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FY15Q4

As demonstrated in Figure 6, the rate of phone calls for police assistance per 100 consumers served for
FY15Q4 was .24% (65/26778). The total number of reported incidents requiring phone calls for police
assistance throughout MSHN during FY15Q4 was 65. Eleven CMHSP Participants utilized police
assistance during this reporting period. This was an increase in the number of CMHSPs who utilized the
police for behavioral assistance. It should be noted that police interventions are used primarily for
individuals with a mental illness. Behavior Treatment plans are not developed for individuals who have a
diagnosis of mental illness.

FY16Q1

As demonstrated in Figure 6