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Mid-State Health Network

Board of Directors Meeting ~ March 2, 2021 ~ 5:00 p.m.

Board Meeting Agenda
Video Conference: Click HERE; Meeting ID: 379796 5720
If prompted for a password, enter: 2269274
Meeting URL: https://zoom.us/j/3797965720
Teleconference: (Call) 1. 312.626.6799; Meeting ID: 379796 5720

(Youdo not need to callinif you are using computer audio to participate)

PUBLIC NOTICE

This meeting of the Mid-State Health Network Board of Directors is being held virtually under 2020 PA 254 to protect the
health and safety of the board, staff and members of the public that participate in this meeting of this public body. The
technology used for this meeting is intended to permit two-way communication for all meeting participants. If special

accommodations are needed, please contact Mid-State Health Network as soon as possible.

Call to Order

Roll call

ACTION ITEM: Approval of the Agenda

MSHN 20-21-021: Motion to Approve the Agenda of the March 2, 2021 Meeting of

the MSHN Board of Directors
Public Comment (3 minutes per speaker)
Chief Executive Officer’s Report (Item 5.1, Pages 3-8)
Deputy Director’s Report (Item 6.1, Pages 9-10)

Quality Assessment and Performance Improvement Program (QAPIP) of 10.01.20

to 09.30.21 and the Annual Effectiveness Evaluation of 10.01.19 to 09.30.20) (Items

7.1-7.4, Pages 11-171)

MSHN 20-21-022: Approval of the QAPIP for October 1, 2020 to September 30,
2021, and the Annual Effectiveness Evaluation for the Period
October 1, 2019 to September 30, 2020

Recommended Motion: The MSHN Board of Directors has reviewed and approves
the Quality Assessment and Performance Improvement
Program (QAPIP) for the Period of October 1, 2020 to
September 30, 2021 and the Annual Effectiveness
Evaluation Report for the Period of October 1, 2019 to
September 30, 2020

Chief Financial Officer’s Report (Items 8.1-8.3, Pages 172-180)

MSHN 20-21-023: Receive and File Preliminary Statement of Net Position and
Statement of Activities for the Period ended January 31, 2021

Recommended Motion: The MSHN Board of Directors Receives and Files the
Preliminary Statement of Net Position and Statement of
Activities for the Period Ended January 31, 2021, as
Presented

Board of Directors Meeting Packet: March 2, 2021

MSIEIN
Mid-State Health Network

OUR MISSION:

To ensure access to high-
quality, locally-delivered,
effective and accountable
public behavioral health
and substance use disorder
services provided by its
participating members

OUR VISION:

To continually improve the
health of our communities
through the provisionof
premiere behavioral
healthcare & leadership.
MSHN organizes and
empowers a network of
publicly funded community
partnerships essentialto
ensure quality of life while
efficiently, and effectively
addressingthe complexneeds
ofthe region’s most
vulnerable citizens
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Board of Directors Meeting Materials:
Click HERE

or visit MSHN’s website at:
https://midstatehealthnetwork.org/stakehold
ers-resources/board-co uncils/b o ard -of -directors/
FY2021-meetings

%k %k %k %k %k %k %k %k k %k %

Upcoming FY21
Board Meetings
Board Meetings convene at
5:00pm unlessotherwise noted

Mayg,2021
*STRATEGIC PLANNING DAY
CMH for Central Michigan
301 S. Crapo Street, Mt. Pleasant
*Day-long Strategic Planning session
followed by Regular Business Meeting
ats:00 p.m.

July6,2021

CMH for Central Michigan* 301
S. Crapo Street, Mt. Pleasant
*Meeting Location is Tentative

Kk k ok k ok ok ok K % %

Policies and Procedures
Click HERE or Visit
https://midstatehealthnetwork.org/
provi der-network-resources/
provider-requirements/policies-
procedures/policies
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Mid-State Health Network

MSHN Board Meeting Agenda
March 2, 2021

9. ACTION ITEM: Contracts for Consideration/Approval (Iitems 9.1-9.2, Pages 181-182)

MSHN 20-21-024: Approval of FY 2021 Contracts

Recommended Motion: The MSHN Board of Directors Approve and Authorizes the Chief Executive Officer to Sign

and Fully Execute the FY 2021 Contracts, as Presented on the FY 2021 Contract Listing

10. Executive Committee Report

11. Chairperson’s Report (Item 11.1, Page 183)

12. Action Item: Consent Agenda (Items 12.1-12.4, Pages 184-197)

MSHN 20-21-025: Motion to Approve the Documents on the Consent Agenda

12.1
12.2
12.3

12.4
13. Other Business

Note: (The policy committee did not meet in February; there are no policy recommendations to bring forward)
Approval Board Meeting Minutes of January 12, 2021 Regular Business Meeting

Receive SUD Oversight Policy Advisory Board Minutes of December 16, 2020

Receive Board Executive Committee Minutes of February 19, 2021

Receive Operations Council Key Decisions of February 22, 2021

14. Public Comment (3 minutes per speaker)

15. Adjourn

Please direct questions and/or concerns pertaining to the MSHN’s Board of Directors to Joseph Sedlock, Chief Executive Officer, at 517.657.3036
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REPORT OF THE MSHN CHIEF EXECUTIVE OFFICER
TO THE MSHN BOARD OF DIRECTORS
January/February 2021

Together with the MSHN Leadership Team, Deputy Director Amanda Ittner and | want to
acknowledge with gratitude the ongoing efforts of our staff, our CMHSP partners, our SAPTR
provider partners, and our MDHHS/BHDDA colleagues in meeting the challenges of supporting
beneficiaries, stakeholders, and our provider system workforce from the very beginning of our
pandemic response. Our staff and partners have remained engaged, committed and highly
effective in supporting beneficiaries, our PIHP and our region. Services and supports to
individuals, their families and supports, and communities across the region could not continue
to be provided without the dedication and commitment of everyone involved against incredible
risks and barriers.

PIHP/REGIONAL MATTERS

1. COVID-19 MSHN Internal Operations Status:

e MSHNSs suite of three offices within the Michigan Optometric Association building
have been closed since March 16, 2020. One employee, Merre Ashley, is assigned to
work in the MSHN offices to process mail, fax and packages, incoming phone calls,
support MSHN staff with work that requires processing in office, along with her regular
duties.

e AlIMSHN personnel remain engaged in the work of supporting our region, its
providers, and beneficiaries. All MSHN personnel are working from remote locations
100% of the time, except for the one employee mentioned above.

e Mid-State Health Network internal operations will continue to be performed and
conducted via away from office (remote) work arrangements for an indeterminate
period, for all employee classifications unless specific operational or business
requirements mandate that a specific employee or group of employees be deployed
for in-person work at either the MSHN office location(s) or at provider or community-
based site(s). We remain in regular communication directly with MSHN staff and
through leadership team members.

2. MSHN Regional Operations Status:

e  CMHSPs: All CMHSPs in the region remain functional and capable of delivering all
essential services and supports to beneficiaries, families, and communities. CMHSPs in the
region are at various tiers and in various stages of office-based services reengagement.
Most are continuing with a blend of telehealth and in-person services.

e SUD Prevention, Treatment and Recovery Providers: All SUD Treatment providers remain
functional and capable of delivering all essential services and supports to beneficiaries,
families and communities. Prevention providers are delivering services within the limits of
current social distancing amid the closures of schools, community-centers, etc. In all
cases, services and supports that can be delivered telephonically or by means of video or
other alternatives to in-person/face-to-face have been developed and deployed (as
authorized under State guidance).
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3. Regional Direct Care Worker (DCW) Premium Pay:

The MSHN Board extended the Direct Care Worker Premium Pay through July g, 2021 at its January 2021
board meeting. My office has sent email updates on the permanency plan for the wage increase. Of note,
Governor Whitmer’'s Executive Budget proposal includes $110 million in the current year (FY 21) to carry the
DCW Premium Pay through 09/30/21 and $360M to permanently continue the $2/hour wage increase for
currently covered direct care workers. Ms. Whitmer also made this commitment in her State of the State
address. MSHN administration supports these proposed appropriations.

4. Provider Stabilization Update:

On May 27, the Michigan Department of Health and Human Services (MDHHS) Behavioral Health and
Developmental Disabilities Administration (BHDDA) required a regional provider stabilization plan to be
submitted by June 4. MSHN, in partnership with our CMHSP Participants, developed our plan, which was
approved for implementation by MDHHS on June 16 and published for regional implementation on June 17. It
isimportant to note that the MSHN region acted before the regional implementation plan was approved and
implemented. MDHHS is requiring that the PIHP Provider Network Stabilization Plans be continued through
all of FY21 (through 09/30/21). The regional plan is located on the MSHN Coronavirus Page at this link.

For FY 20 (last year):

e Through December 31, 2020 for FY 20, the MSHN region has provided $7,529,162 in provider
stabilization assistance to 82 regional specialty behavioral health providers (number of providers
may be duplicated due to service delivery in multiple categories). The top few provider types to
receive provider stabilization assistance include vocational providers ($3.114M), community living
supports providers ($1.095M), applied behavior analysis services providers ($880,000), and skill
building service providers ($645,254). Many additional providers and provider types in the
specialty behavioral health system have been assisted with regional support. All requests
received for stabilization assistance have been approved.

e Through December 31, 2020 for FY 20, the MSHN region has provided an additional $1,674,942 in
provider stabilization assistance to 29 substance abuse treatment and recovery
providers. Residential treatment providers, including residential withdrawal management
services providers, were supported with $589,706 in stabilization payments and outpatient
services providers were assisted with $1.085M in stabilization support. All requests for
stabilization assistance have been approved.

For FY 21 (current year)

e Through December 31, 2020, the MSHN region has provided $1.468M in provider stabilization
assistance to 16 regional specialty behavioral health providers (number of providers may be
duplicated due to service delivery in multiple categories). All requests received for stabilization
assistance have been approved.
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e Through December 31, 2020, the MSHN region has not provided additional provider stabilization
assistance to our substance abuse prevention, treatment and recovery providers. There were no
requests for stabilization assistance during the indicated reporting period.

Substance Abuse Prevention and Treatment Block Grant (SABG):

MSHN and our regional provider partners continue the implementation of the MSHN regional block grant
reduction plan. Itis fartoo early to measure whether the strategies adopted are successful. Our goalis to
have updated information on the effectiveness of our plan for the July board meeting.

The House Appropriations Committee has passed HB 4019 which is a current year supplemental appropriation
to bolster SAPT block grant through appropriation of an additional $13.1M in newly awarded federal block
grant funding. As of 2/3/21, the bill is still in the House.

FY 2020 Performance Bonus:

Deputy Director Amanda Ittner’s report includes details about the $4.5M performance bonus earned by MSHN
in FY 20. | join Amanda in recognizing our MSHN team and our regional provider partners who were essential

to this level of performance. Our regional operating agreement requires that 100% of the performance bonus
is distributed to our CMHSP participants this spring.

CMHSP PBIP Amount

Bay Arenac 401,479.71
CEl ¥ 1,036,803.48
Central 863,569.51
Gratiot 123,626.47
Huron 83,953.63
The Right Door 139,616.63
Lifeways 587,058.93
Montcalm 161,351.19
Newaygo 133,170.73
Saginaw 648,382.94
Shiawassee 182,557.13
Tuscola 171,614.83
TOTAL 4,533,185.18

MSHN Board Strategic Planning:

MSHN Board Strategic Planning is scheduled for May 4, 2021. Board strategic planning is typically an in-
person event that takes place over several hours in the morning and in the afternoon, preceding regular board
meeting. MSHN anticipates, but does not yet know for certain, that Open Meetings Act exceptions to permit
virtual meetings of public bodies will be continued.

Strategic Planning and related presentations/discussions are particularly difficult using videoconferencing
platforms. Simply being in one place for hours, even with frequent breaks, can be very difficult and
concentration can be affected as well. The MSHN Executive Committee held a discussion on how best to
host/hold our strategic planning meetings, and makes the following recommendations:
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e Spread strategic planning over several sessions: The Executive Committee recommends breaking up
the strategic planning meeting into three, two-hour blocks either over several days during that week
or over several weeks in May. MSHN will set up a poll for board members to respond to during the
board meeting on their preferences and can announce the dates/times with the most availability prior
to board meeting conclusion.

e Outside facilitator: The Executive Committee recommends that MSHN engage TBD Solutions to
facilitate the strategic planning meetings if available and that MSHN subject matter experts lead the
various focus area discussions.

e Key presenters (internal/external) preferences: Executive Committee prefers that staff (and
potentially TBD Solutions) present necessary information and/or context for board
consideration/discussion.

STATE OF MICHIGAN/STATEWIDE ACTIVITIES

Michigan Department of Health and Human Services Director Appointed

Former MDHHS Director Robert Gordon resigned his position in late January, and Elizabeth Hertel has been
appointed to succeed him. For additional information, please see this link to the Governor’s press release.

Detroit/Wayne CEO

The employment contract of Willie Brooks, the current Chief Executive Officer of the Detroit/Wayne
Integrated Health Network will not be renewed when it expires on 2/28/21. For related information, please see
this link.

Open Meeting Act Statue — Virtual Meetings Extended:

The Michigan Legislature has not yet, but is widely expected to legislate an extension of authorization for
virtual meetings of public bodies for any reason for at least another three months. | reported in January that
the legislature will evaluate extension on a quarterly basis and will adjust as the pandemic response is
assessed. The March 2021 meeting of the MSHN board is authorized under the previous extension as a
videoconference only. MSHN will, of course, keep the board posted on any additional actions that affect in-
person/virtual board meetings.

Certified Community Behavioral Health Clinics (CCBHCs):

The Governor’s FY 22 Budget Proposal includes $26.5M to support a two-year implementation of the Centers
for Medicare and Medicaid CCBHC Demonstration program. This funding would establish 14 CCBHC sites (11
of which are CMHSPs and 3 of which are non-profit behavioral health entities) to provide comprehensive
access to behavioral health services to people in their catchment areas.

The Behavioral Health and Developmental Disabilities Administration (BHDDA — of MDHHS) has released a

draft CCBHC operational concept paper. The concept paper is under review by potentially affected PIHPs and
CMHSPs.

530 W. lonia Street, Suite F * Lansing, MI 48933 | 517.253.7525 | www.midstatehealthnetwork.org

Board of Directors Meeting Packet: March 2, 2021 Page 6


http://www.midstatehealthnetwork.org/
https://www.michigan.gov/whitmer/0,9309,7-387-90499_90640-550275--,00.html
https://www.wxyz.com/news/local-news/investigations/board-votes-not-to-renew-health-network-ceos-contract-following-7-investigation
https://www.wxyz.com/news/local-news/investigations/board-votes-not-to-renew-health-network-ceos-contract-following-7-investigation

MS i

Mid-State

12.

13.

14.

Health Network

The MSHN region has three CCBHC sites that if certified would be included in the demonstration referenced
above: CMH for Clinton-Eaton-Ingham; Saginaw County Community Mental Health Authority; and The Right
Door for Hope, Recovery and Wellness (lonia).

It is important to distinguish between the CCBHC demonstration and CCBHC SAMHSA Grantees. In the case of
the demonstration, which is what the preceding paragraphs discuss, the State must operate the CCBHC
demonstration. Roles and responsibilities of the state, regional entities/PIHPs, CCBHC sites, and other parties
are beginning to take shape (in part via the concept paper and related feedback coming back to BHDDA from
the field). The target implementation date is 10/01/2021 — but there is significant pressure to stand up the
CCBHCs by o7/01/21.

We congratulate our partners at LifeWays (Jackson/Hillsdale) which on 2/3/21 was announced as a CCBHC
SAMHSA $3.9M grantee. Asa SAMHSA-direct grantee, the CCBHC operations at LifeWays will NOT be

managed or impacted by the state or its CCBHC policies under the demonstration, and there would be no
known role for Mid-State Health Network (except to continue to fulfil our current responsibilities).

FEDERAL/NATIONAL ACTIVITIES

Pandemic Impact on Long Term Mental Health:

The Commonwealth Fund has published an information piece entitled The Pandemic’s Long-Term Impact on
Mental Health. “"Concerns are growing that the COVID-19 pandemic may have a long-term impact on mental
health, with local jurisdictions citing increases in domestic violence calls, opioid overdoses, and crisis hotline
use...the pandemic has led millions of Americans to lose their health insurance and, consequently, their access
to care. Rising stress and uncertainty have followed.” The document is available at this link:
https://www.commonwealthfund.org/blog/2020/long-term-impact-covid-19-mental-health.

Centene Acquires Magellan Health:

Magellen was the last standalone company focused solely on managing behavioral health benefits and was
purchased by Centene, multi-national, Fotune 500, managed-care corporation for $2.2B. Please see the article
at this link for additional information.

Substance Abuse and Mental Health Services Administration releases new Advisories:

SAMHSA has published a series of Advisories based on existing Treatment Improvement Protocols (TIPs) and
Technical Assistance Publications (TAPs). These Advisories summarize updated guidance and
recommendations on topics in the substance use disorder (SUD) treatment field. The new Advisories include:

- Advisory: Comprehensive Case Management for SUD Treatment

- Advisory: Using Motivational Interviewing in SUD Treatment

- Advisory: Screening and Treatment of Viral Hepatitis in People with SUD

- Advisory: Screening and Treatment of SUD Among Adolescents

- Advisory: Addressing Suicidal Thoughts and Behaviors in Substance Use Treatment

- Advisory: Treating SUD Among People with HIV

- Advisory: Group Therapy in Substance Use Treatment

- Advisory: Prescribing Pharmacotherapies for Patients With Alcohol Use Disorder

- Advisory: The Importance of Family Therapy in SUD Treatment
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- Advisory: The SUD Counseling Competency Framework: An Overview
- Advisory: Integrating Vocational Services into SUD Treatment

15. Kaiser Family Foundation Paper on Implications of COVID-19 for Mental Health and Substance Abuse:
The Kaiser Family Foundation has published an issue brief entitled The Implications of COVID-1q9 for Mental
Health and Substance Use. The brief notes that “"The COVID-19 pandemic and the resulting economic recession
have negatively affected many people’s mental health and created new barriers for people already suffering
from mental illness and substance use disorders. During the pandemic, about 4 in 10 adults in the U.S. have
reported symptoms of anxiety or depressive disorder, a share that has been largely consistent, up from one in
ten adults who reported these symptoms from January to June 201g. This brief explores mental health and
substance use during, and prior to, the COVID-19 pandemic. It focuses on populations that were particularly at
risk for experiencing negative mental health or substance abuse consequences during the pandemic, including
young adults, people experiencing job loss, parents and children, communities of color, and essential workers.
Key takeaways include:

e Young adults have experienced a number of pandemic-related consequences, such as closures of
universities and loss of income, that may contribute to poor mental health. During the pandemic, a larger
than average share of young adults (ages 18-24) report symptoms of anxiety and/or depressive disorder
(56%). Compared to all adults, young adults are more likely to report substance use (25% vs. 13%) and
suicidal thoughts (26% vs. 11%). Prior to the pandemic, young adults were already at high risk of poor
mental health and substance use disorder, though many did not receive treatment.

e Research from prior economic downturns shows that job loss is associated with increased depression,
anxiety, distress, and low self-esteem and may lead to higher rates of substance use disorder and suicide.
During the pandemic, adults in households with job loss or lower incomes report higher rates of symptoms
of mental iliness than those without job orincome loss (53% vs. 32%).

e Research during the pandemic points to concerns around poor mental health and well-being for children
and their parents, particularly mothers, as many are experiencing challenges with school closures and lack
of childcare. Women with children are more likely to report symptoms of anxiety and/or depressive disorder
than men with children (49% vs. 40%). In general, both prior to, and during, the pandemic, women have
reported higher rates of anxiety and depression compared to men.

e The pandemic has disproportionately affected the health of communities of color. Non-Hispanic Black
adults (48%) and Hispanic or Latino adults (46%) are more likely to report symptoms of anxiety and/or
depressive disorder than Non-Hispanic White adults (41%). Historically, these communities of color have
faced challenges accessing mental health care.

e Many essential workers continue to face a number of challenges, including greater risk of contracting the
coronavirus than other workers. Compared to nonessential workers, essential workers are more likely to
report symptoms of anxiety or depressive disorder (42% vs. 30%), starting or increasing substance use (25%
vs. 11%), and suicidal thoughts (22% vs. 8%) during the pandemic.

Both those newly experiencing mental health or substance abuse disorders and those already diagnosed before
the pandemic may require mental health and substance use services but could face additional barriers because
of the pandemic.”

Submitted by:

. Sedlock, MSA
Chief Executive Officer
Finalized: 02/19/2021
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LifeWays CMH
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Ed Woods
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Secretary

Jim Anderson
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REPORT OF THE MSHN DEPUTY DIRECTOR
to the Board of Directors
January/February

OPERATIONAL UPDATES

MSHN Substance Use Disorder (SUD) Oversight Policy Board: New Members & Annual
Organization Meeting
Welcome to the newest members of the SUD Oversight Policy Board. The OPB held their annual
organization meeting in February and appointed John Hunter as the Chairperson, with Deb
Thalison presiding as Vice-Chairperson. Bruce Caswell will continue as the Board Secretary. A
big thank you for your willingness to serve and commitment to the MSHN SUD Oversight Policy
Advisory board.

e Jim Anderson, Bay County

e Todd Tennis, Ingham County

e Jim Moreno, Isabella County

e David Turner, Osceola County

FY2020 Performance Bonus Incentive Earned

The PIHP contract with MDHHS allows for performance bonus incentive dollars to be earned as
local funds through obtaining targets set for joint metrics with the Medicaid Health Plans. The
below graph indicates the total amount available, total unearned and final earned amount for
the MSHN region. All points were earned except for one metric related to “follow up to
hospitalization” for children and only for United Health plan. While the numbers were very low
(65 children with only 45 children receiving an allowable follow up code), MSHN will be working
with our CMHSP partner to ensure monitoring, follow up and increased performance.

FY20 Total.75 Performance Bonus Incentive

Total$ Available Total Withhold Additional Performance Grand Total
(.75 withhold) Unearned Bonus Earned Earned
MSHN S 4,671,197.84 $138,012.66 50.00 S 4,533,185.18

MSHN FY2020 Compliance Summary Report

Annually, MSHN completes a compliance report inclusive of all oversight and monitoring

activities performed in the region. The report includes the following areas of oversight:

e  Michigan Department of Health and Human Services (MDHHS) reviews of MSHN

e  MSHN site reviews of the provider network (CMHSP and SUD)

e  Customer Services Complaints

e  Compliance Investigations; and

e Data Mining Activities (new activity during FY20 as required by the Office of Inspector
General)

The report identifies trends, risk areas and recommendations for strengthening compliance in

fiscal year 2021. Recommendations such as “Implement standardization of provider practices

for issuance of Adverse Benefit Determinations and the Grievance and Appeals process” are

included for regional adoption. For the full report see the Compliance Summary Report link

below.

517.253.7525 | www.midstatehealthnetwork.org

Pageg


http://www.midstatehealthnetwork.org/

MSitN

Mid-State Health Network

Support Intensity Scale (SIS) Assessments Continue

Mid-State Health Network is required to have a 100% SIS completion rate for all eligible individuals over a three-
year timeframe. The three-year timeframe is relative to the last time each individual received a SIS assessment. The
current cycle began on October 1st, 2020 and will conclude on September 31st, 2023. While the COVID-19
pandemic significantly affected SIS assessor’s ability to see individuals and complete SIS assessments, MSHN quickly
began efforts to implement an online assessment with expanded use of telehealth. This was combined with
guidance from the author of the tool, the American Association on Intellectual and Developmental Disabilities
(AAIDD) to ensure that the instrument could be reliably performed via telehealth. As a result, MSHN was one of the
first PIHPs to begin implementing SIS assessments via telehealth. For the first quarter of FY21, the MSHN region
completed approximately 7% of SIS assessments required, with a target set at 8% each quarter. For the full report
see the Behavioral Health Department Quarterly Report FY21Q1 link below.

Denial, Grievances, Appeals & Second Opinion Report

Both MDHHS and the Social Security Act set forth requirements related to due process for Medicaid beneficiaries. This process
includes such things as adverse action, written notice provision, appeal process, grievance process, and a Medicaid Fair Hearing
system. Further, the Michigan Mental Health Code also sets forth requirements related to an additional rights protection of a
“second opinion” and “recipient rights”. MSHN is required to monitor regional compliance with the requirements and does
such through CMHSP reporting of delegated functions to the PIHP that include metrics to ensure timeliness of notices, appeals,
second opinions and grievances. MSHN continues to analyze and trend regional performance data through the Customer
Service Committee to ensure initiatives are developed for improved quality and customer service responses. For the full
report see the Denial, Grievances, Appeals & Second Opinion Report link below.

W FY20Q4 mFY20Q3 FY2002 mFY20Q1

100%
90%
80%
70%
60%
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40%
30%
20%
10%

0%

Indicator 1a  Indicator 1d Indicator 2a Indicator 2d  Indicator 3a | Indicator 4a

W FY2004 97% 100% 96% 100% 100% 100%
H FY20Q3 98% 0% 98% 0% 100% 100%

FY20Q2 97% 100% 100% 0% 100% 100%
N FY20Q1 95% 0% 97% 0% 100% 100%

Figure 2 Note: 0% results are due to no eligible consumers for the indicator during the quarter and not due
to 0% compliance.

Submitted by:

G o

Amanda L. Ittner
Finalized: 2.22.21

Links to referenced documents:

MSHN 2020 Compliance Summary Report

MSHN Behavioral Health Department Quarterly Report FY21Q1
MSHN Denial, Grievances, Appeals & Second Opinion Report FY20Q4
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Background:

FY 2021 Quality Assessment and Performance Improvement Program (QAPIP) Plan and
FY2020 Annual Effectiveness and Evaluation Report:

To comply with the Medicaid Managed Specialty Supports and Services Contract,
specifically as it relates to the description of the QAPIP and Annual Effectiveness
and Evaluation:

“The PIHP must have a written description of its QAPIP which specifies
1.) an adequate organizational structure which allows for clear and
appropriate administration and evaluation of the QAPIP; 2.) the
components and activities of the QAPIP including those as required
below; 3.) the role for recipients of service in the QAPIP; and 4.) the
mechanisms or procedures to be used for adopting and communicating
process and outcome improvement.”

And specifically, as it relates to the Governing Body Responsibilities:

“The QAPIP must be accountable to a Governing Body that is a PIHP
Regional Entity. Responsibilities of the Governing Body for monitoring,
evaluating, and making improvements to care include:

A. Oversight of QAPIP - There is documentation that the Governing Body
has approved the overall QAPIP and an annual QI plan.

B. QAPIP progress reports - The Governing Body routinely receives
written reports from the QAPIP describing performance improvement
projects undertaken, the actions taken and the results of those actions.

C. Annual QAPIP review - The Governing Body formally reviews on a
periodic basis (but no less frequently than annually) a written report on
the operation of the QAPIP.

D. The Governing Body submits the written annual report to MDHHS
following its review. The report will include a list of the members of
the Governing Body.”

Please refer to the FY2021 Plan and FY2020 Report Executive Summary for a brief overview
and highlights from the full FY 2021 Quality Assessment and Performance Improvement
Program (QAPIP) Plan and FY2020 Annual Effectiveness and Evaluation Report.

Recommended Motion:

The MSHN Board of Directors has reviewed and approves the Quality Assessment and
Performance Improvement Program (QAPIP) Plan for the period of October 1, 2020—
September 30, 2021 and the Annual Effectiveness and Evaluation Report for the period of
October 1, 2019 - September 30, 2020.

530 W. lonia Street, Suite F e Lansing, Ml 48933 | 517.253.7525 |

Board of Directors Meeting Packet: March 2, 2021 Page 11

ltem 7.1


http://www.midstatehealthnetwork.org/

ltem 7.2

Quality Assessment and Performance

M S }_-} N Improvement Program

FY20 Report and FY21 Plan
. IL State Hl':lj”] \."l't"!35‘|\ ExecutiveSummary

Mid-State Health Network (MSHN) as the Prepaid Inpatient Health Plan (PIHP) is responsible for monitoring
quality improvement through the Quality Assessment and Performance Improvement Program (QAPIP). The
scope of MSHN’s QAPIP program is inclusive of all CMHSP Participants, the Substance Use Disorder Providers
and their respective provider networks. The QAPIP is reviewed annually for effectiveness. The review
includes the components of the QAPIP, the performance measures, and improvement initiatives, as required
based on the MDHHS PIHP contract and the BBA standards. In addition to the ensuring the components
continue to meet the requirements, each strategic initiative priority relevant to the QAPIP is reviewed to
determine if the expected outcome has been achieved. Following the review of the Annual QAPIP Report,
recommendations are made for the Annual QAPIP Plan. The Board of Directors receives the Annual QAPIP
Report and approves the Annual QAPIP Plan for the following year. The QAPIP is reviewed and approved by
the Quality Improvement Council (QIC), Leadership, Operations Council and MSHN’s Board of Directors. A
new requirement this year includes the submission of the QAPIP Report and Plan to MDHHS by January 31.
Due to timing, the Board of Directors will be reviewing the QAPIP Report and Plan in March. The following
changes have been recommended based on the QAPIP review. The measurement period for this annual
QAPIP Report is October 1, 2019 through September 30, 2020. Once reviewed and approved by the Board
of Directors the plan and report must be submitted to MDHHS by January 31, each year.

Annual QAPIP Report

The QAPIP Report is the annual effectiveness review of the QAPIP Plan. The QAPIP components as required
by MDHHS are reviewed in addition to, strategic task and activities as it relates to the QAPIP, and
performance measures. Areas that have not met the standard include a goal. Recommendations are
developed for areas that may benefit from additional interventions to improve the performance or the
quality of a process.

Annual review of the QAPIP Components: Sixteen areas are reviewed. MSHN developed goals for those
areas that have not yet demonstrated compliance or those areas that did not meet the standard through the
external review process. Seven areas were identified by external reviews as not meeting the standard.
Additional recommendations were made in areas to ensure continued compliance and optimal performance.

Goals/Recommendations:
Organizational Structure and Leadership (pg. 75)
Recommendations:
e Development of a process to monitor progress of the quality workplan and performance measures,
inclusive of other MSHN departments. (UM, PNM, CC, Clinical-SUD and CMHSP).
e Utilization of the quarterly Compliance, Quality and Customer Service Departmental Report for
periodic progress review to the Board of Directors.
e Evaluate and modify time frames for the quality workplan to ensure Board approval is received
before 1.31.2022.
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Stakeholder Feedback (pg. 76)
Goals:
e  MSHN will distribute satisfaction surveys for each representative population served (SUD, M, SED,
IDD inclusive of LTSS) with development of action plan to address areas of dissatisfaction (below
80%) annually.
e MSHN will demonstrate an 80% rate of satisfaction for each representative population.

Safety and Risk Monitoring (pg. 77)
Goal:
e Will demonstrate a 100% completion rate of Critical Incident/Event Performance Summaries each
quarter for CMHSP Participants and SUD Providers.
Recommendation:
e Develop electronic process for sentinel event submissions to MSHN by the Provider Network.

Utilization Management (pg. 78)
Goal:
e MSHN will demonstrate an increase in compliance with the Adverse Benefit Determination notice
requirements.
e MSHN ‘s Provider Network will demonstrate an increase in the compliance rate with the required
timeframes for service authorizations.

Practice Guidelines (pg.78)
Goal:

e MSHN will demonstrate full compliance with communication of practice guidelines.

Behavior Treatment (pg. 80)
Recommendation:
e Develop a goal to address improved compliance with the MDHHS Standards for Behavioral
Treatment Committee.
e Performance goals to address restrictive and intrusive interventions in individual plans of service.

Credentialing and Provider Qualifications (pg. 80)
Goal:
e MSHN’s Provider Network will demonstrate an increase compliance with the MDHHS/MSHN staff
qualification, credentialing and recredentialing requirements.

External Review/Monitoring (pg. 81)
Recommendations:
e Include corrective action/improvement plans resulting from partial compliance to the QAPIP Work
Plan.

e Include recommendations in the quality workplan.
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Annual Strategic Plan Priorities Review (pg. 82)

Nineteen areas were reviewed. Three were completed and will be discontinued. Nine areas were completed
and will continue. Seven areas are in progress and are continuing to be developed across the region. The
following recommendations are being made and will be incorporated into the Quality Work Plan:

Strategic Tasks/Activities: MSHN will improve and standardize processes for exchange of data between MSHN
and MHPs, MSHN and CMHSPs, and MSHN and SAPT Providers. Additionally, MSHN will facilitate CMHSP-to-
CMHSP data exchange in order to reduce duplication when gathering necessary information for reporting.
e Recommendation: Provider Portal implementation (Sentinel Event Reporting, Credentialing; etc);
Member Experience Surveys/ Assessments (RAS, MHSIP, YSS); BTPR data collection and aggregation.

Strategic Tasks/Activities: MSHN will strengthen regional performance improvement systems in the SAPT
provider network.
e Recommendation: MSHN to continue development of quarterly performance measures report for
providers and a process for collaboration and accountability for providers.

Performance Measures Review

The performance measures include required measures that are reported to MDHHS and optional measures

that MSHN has identified as key priority areas. A status of “met” indicates that performance was met all four

quarters of the FY, or annually dependent on the measure. Thirty-six performance measures were reviewed.

Twenty-six met the standard. Of the ten that did not meet the standard two were required by MDHHS. The

remaining eight are track and trend data with internal standards and/or priority measures as agreed upon by

Operations Council. Each measure that has not met the standard will include improvement efforts towards

improvement. Those measures that did not meet the standard are below:

e Indicator 3: (Discontinued March 31, 2020) Start of Service within 14 Days (>= 95%)

e Indicator 10: Re-admission to Psychiatric Unit within 30 Days (<= 15%)

e The percentage of individual 25 to 64 years of age with schizophrenia or bipolar who were prescribed
any antipsychotic medication and who received cardiovascular health screening during the measurement
year. Cardiovascular Screening (Increase from previous measurement period)

e The percentage of members 6—12 years of age as of the IPSD with an ambulatory prescription dispensed
for ADHD medication, who remained on the medication for at least 210 days and who, in addition to the
visit in the Initiation Phase, had at least two follow-up visits with a practitioner within 270 days (9
months) after the Initiation Phase ended. FU Children ADHD Med Continuation & Monitoring (C&M)
Phase

e The rate of arrests, per 1000 persons, served will demonstrate a decrease from previous year.

e The rate, per 1000 persons served, of Non-Suicide Death will demonstrate a decrease from previous
year.

e The rate, per 1000 persons served, of Suicide Deaths will demonstrate a decrease from previous year.

e The rate, per 1000 persons served, of Sentinel Events will demonstrate a decrease from previous from
previous year.

e The percent of individuals who have an approved Behavior Treatment Plan which includes restrictive and
intrusive techniques will decrease from previous year.

e Percent of individuals eligible for autism benefit enrolled within 90 days with a current active IPOS.
(standard-95%)
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Annual QAPIP Plan

Summary of Changes

General Changes: Separated the QAPIP Plan from the QAPI Report (evaluation of effectiveness).
The references were updated to reflect current MDHHS contract requirements and MSHN policy
and procedures were included as footnotes throughout the document. Substituted the language
from “corrective action plan” to “quality improvement plan” throughout document.

I Overview: No changes.
Il Organizational Structure and Leadership:
a) Components-Moved roles of recipients, and communication of process and outcomes from
section IV to be consistent with the QAPIP Technical Requirement (pg. 5-7). Added additional
language identifying clear linkages, and communication of practice guidelines (pg. 7).
b) Governance- Added the inclusion of the list of Board of Directors to the QAPIP Report (pg. 7).
Medical Director-Removed redundant language pg. 9-10 SUD-Provider Advisory Council (PAC)
added language to include quality improvement initiatives
1. Performance Measurement:
a) Establishing Performance Measures-Included language for identification and initiation of a
quality improvement process; clarified how measures are chosen (pg. 10-12).

b) Performance Improvement Action Steps- Included elements consistent with the Plan Do Study
Act. (pg. 14, 15).

¢) Moved communication process and outcome to Section Il b.

V. Stakeholder Experience/Engagement: No substantive changes
V. Safety and Risk Monitoring: No substantive changes
VI. Clinical Quality Standards:
a) Practice Guidelines- Included additional language of adoption, development, implementation,
evaluation and communication (pg. 19, 20).
VII. Provider Standards:
a) Financial Oversight-Added a section for financial oversight/improvement process (pg. 23).
VIIl.  Program Priorities FY21 Performance Measures (pg. 25-28)

Additional measures are related to the external review results.

e MSHN will demonstrate an improvement with the quality of data for the BH-TEDS data.

e The QAPIP Plan and Report will be provided to network providers and members upon request.
e MSHN will be in full compliance with the Adverse Benefit Determination notice requirements.
e  MSHN will communicate practice guidelines to the providers annually.

e MSHN providers will increase compliance with the MDHHS/MSHN credentialing,
recredentialing and non-licensed provider staff qualification requirements.
e The rate of critical incidents for SUD Providers will demonstrate a decrease from previous
reporting period.
IX. Definitions/Acronyms: (pg. 30-31)
Additional definitions and acronyms added to support the QAPIP description.

Attachment 1. The Quality Work Plan: Specific activities of the QAPIP for FY21 with assigned responsibilities.
(pg. 31-42).
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Mid-State Health Network

QUALITY ASSESSMENT AND
PERFORMANCE IMPROVEMENT
PROGRAM (QAPIP)

Annual Evaluation Report FY2020

Prepared By: MSHN Quality Manager -December 2020

Reviewed and Approved By: Quality Improvement Council — January 28, 2021
Reviewed By: MSHN Leadership —January 20, 2021

Reviewed By: MSHN Operations Council — February 22, 2021

Reviewed and Approved By: MSHN Board —
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SECTION ONE - FY2020 ANNUAL QUALITY ASSESSMENT AND PERFORMANCE
IMPROVEMENT PROGRAM PLAN

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 Authority, Clinton-Eaton-Ingham Community Mental Health
Authority, Community Mental Health for Central Michigan, Gratiot Integrated Health Network ,
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 Health and Wellness, The Right Door 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 FY2021, 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.

The mission of MSHN is to ensure access to high-quality, locally delivered, effective and accountable
public behavioral health and substance use disorder services provided by its participating members.
The vision of MSHN is to continually improve the health of our communities through the provision
of premiere behavioral healthcare and leadership. MSHN organizes and empowers a network of
publicly funded community partnerships essential to ensure quality of life while efficiently and
effectively addressing the complex needs of the most vulnerable citizens in our region.
Responsibilities of the Quality Management Program are outlined in the Quality Assessment and
Performance Improvement Plan (QAPIP). The scope of MSHN’s QAPIP 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.

Il. 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
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("Developing a Quality Management System for Behavioral Health Care: The Cambridge Health
Alliance Experience", November 2002), are:
° 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;

° 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:

o A variety 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;

. 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:

° Performance improvement is dynamic, system-wide andintegrated;

. 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;
o Improvements resulting from performance improvement must be communicated
5|Page
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throughout the organization and sustained; and
° Leadership must establish priorities, be knowledgeable regarding system risk points,
and act based upon sound data.

lll. Organizational Structure and Leadership

Structure

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

Components
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
e 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 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).

Governance

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, or as needed, by the
MSHN Quality Improvement Council.
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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
guality management activities, performance improvement projects, and actions taken to improve
performance. After review of the Annual Quality Assessment and Performance Improvement
Report, through the MSHN CEO the Board of Directors submits the report to the Michigan
Department of Health and Human Services (MDHHS).

Chief Executive Officer

MSHN’s CEO is hired/appointed by the PIHP Board and is the designated senior official with
responsibility for ensuring implementation of the regional QAPIP. The MSHN CEO has designated
the Quality Manager as the chair of the MSHN Quality Improvement Council. In this capacity, the
Quality Manager under the direction of the Director of Compliance, Customer Service and Quality,
is responsible for the development, review and evaluation of the Quality Assessment and
Performance Improvement Plan and Program in collaboration with the MSHN Quality
Improvement Council.

The MSHN CEO allocates adequate resources for the quality management program and is
responsible for linking the strategic planning and operational functions of the organization with the
qguality management functions. The CEO assures coordination occurs among members of the
Operations Council to maintain quality and consumer safety. Additionally, the CEO is committed to
the goals of the quality improvement plan and to creating an environment that is conducive to the
success of quality improvement efforts, ensuring affiliation involvement, removing barriers to
positive outcomes, and monitoring results of the quality improvement program across the PIHP.
The CEO reports to the PIHP Board of Directors recommending policies and/or procedures for
action and approval. The CEO is responsible for managing contractual relationships with the
CMHSP Participants and Substance Use Disorder Providers and for issuing formal communications
to the CMHSP Participants/SUD Providers regarding performance that does not meet contractual
requirements or thresholds. Similarly, the CEO is responsible for assuring ongoing monitoring and
compliance with its MDHHS contract including provision of performance improvement plans as
required.

Medical Director

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

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

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. 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.

Regional Medical Directors

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

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

SUD-Provider Advisory Council (PAC)
The PAC is charged with serving in an advisory capacity to MSHN to offer input regarding SUD

policies, procedures, strategic planning, monitoring and oversight processes, to assist MSHN with
establishing and pursuing state and federal legislative, policy and regulatory goals, and to
support MSHN’s focus on evidence-based, best practice service and delivery to persons served.

Regional Consumer Advisory Council (RCAC)

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

Recipients
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. 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.

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.
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IV. PERFORMANCE MEASUREMENT

Establishing Performance Measures

The Quality Assessment and Performance Improvement Program encourages the use of objective
and systematic forms of measurement. Each established measure should align with MSHN’s goals
and priorities and needs to have clear expectations, promote transparency, and be accountable
through ongoing monitoring.

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.

The PIHP quality management program uses a variety of means to identify system issues and
opportunities for improvement. The measures established reflect the organizational priorities,
have a baseline measurement when possible, have an established re-measurement frequency (at
least annually) and should be actionable and likely to yield credible and reliable data over time.

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.

Prioritizing Measures
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, cultural competency; interpersonal aspects of care; appeals, grievance,
relevancy to stakeholders due to the prevalence of a condition, the need for a service,
access to services, complaints, satisfaction, demographics, health risks or the interests

of stakeholders as determined through qualitative and quantitative assessment.)

Impact: The effect on a significant portion of consumers served with potentially significant
effect on quality of care, services, orsatisfaction.

Compliance: Adherence to law, regulatory, accreditation requirement and/or clinical
standards of cares.

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.
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When minimum performance standards or requirements are not met, CMHSP Participants/SUD
Providers will submit a form identifying causal factors, interventions, implementation timelines,
and any other actions they will take to correct undesirable variation. 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 performance improvement projects per
year. One of the two is chosen by the department based on Michigan’s Quality Improvement
Council recommendations. This project is subject to validation by the external quality review (EQR)
organization and requires the use of the EQR’s form. The second or additional 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.

Data Collection and Setting Performance Targets

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

When a performance measure has an established performance target set through contract
requirements, then that target will be utilized to measure performance. If there is no set
performance target, baseline data should be considered prior to setting a target. Baseline data is a
snapshot of the performance of a process or outcome that is considered normal, average, or typical
over a period. The baseline may already be established through historical data or may still need to
be collected. If baseline data is not available for an established measure, then the measure should
be implemented for a period (typically up to one year) prior to establishing performance targets.
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When collecting baseline data, it is important to establish a well-documented, standardized and
accurate method of collecting the data and set ongoing frequencies to review the data (monthly,
quarterly, etc.)

Once the baseline has been established for a measure, it can be determined if a performance
target should be established or not. If the baseline data is at or above the state and national
benchmarks, when available, and deemed within acceptable standards, it is up to the monitoring
committee or team to determine if a performance measure should be established or if the measure
should just continue to be monitored for variances in the baseline data. If the baseline data is below
the state and national benchmarks, when available, then a performance target should be
established that is at, or greater than, the state and national average.

When establishing performance targets, the following should be considered (as defined in the
Health Resources and Service Administration (HRSA) Quality ToolKit):
a) Minimum or Acceptable Level. Performance standards can be considered
"minimum" or "acceptable" levels of success.
b) Challenge Level. This level defines a goal toward which efforts are aimed.
Performance results below this level are acceptable because the level is a
challenge that is not expected to be achieved right away.

c) Better Than Before. The performance measurement process is comparative from
measurement period to measurement period. Success is defined as performance
better than the last period of measurement. This definition comes out of the
continuous quality improvement (CQl) perspective.

Targets may be defined in several ways including the following:
a) Defining a set target percentage for achievement - to meet the outcome being
measured.
b) Defining a percentage increase/decrease change to be achieved.

Data Analysis and Reporting:

The data should be reviewed at the established intervals and analyzed for undesirable patterns,
trends, or variations in performance. In some instances, further data collection and analysis may
be necessary to isolate the causes of poor performance or excessive variability.

The appropriate council, committee, or workgroup, in collaboration with the QIC, will prepare a
written analysis of the data, citing trends and patterns, including recommendations for further
investigation, data collection improvements to resolve data validity concerns, and/or system
improvements.

Region wide quality improvement efforts will be developed based on the patterns and trends
identified and will be reviewed for effectiveness at established intervals within the appropriate
MSHN council, committees, workgroups, etc. In some instances, provider level corrective action
may be necessary in addition to, or in lieu of, region wide improvement efforts.
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Performance Improvement Action Steps

Process improvements are achieved by taking action based upon data collected and analyzed
through performance measurement activities. Actions taken are implemented systematically to
ensure 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.

When the established minimum performance standards or requirements are not met, CMHSP
Participants/SUD Providers will submit a corrective action plan the includes the following:

. Causal factors that caused the variance (directly and/orindirectly)

. Interventions that will be implemented to correct thevariance

. Timelines for when the action will be fullyimplemented

. How the interventions will be monitored

. Any other actions that will be taken to correct undesirablevariation

The appropriate MSHN staff, council, committee, workgroup, etc. will monitor the implementation
and effectiveness of the plans of correction. The effectiveness of the action plan will be monitored
based on the re-measurement period identified.

Process Map of Performance Management Pathway (defined by HRSA)
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Communication of Process and Outcomes -

The MSHN Quality Improvement Council (QIC) is responsible for monitoring and reviewing
performance measurement activities including identification and monitoring of opportunities for
process and outcome improvements in collaborations with other committees and councils, and
the CMHSP Participants and SUD Providers.

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.

V. STAKEHOLDER EXPERIENCE/ENGAGEMENT

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, and organizations provider services to consumers are surveyed by MSHN at least
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annually using a standardized survey or assessment tool. 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.

The aggregated results of the surveys and/or assessments 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. Regional benchmarks and/or national benchmarks are used for comparison. The data
is used to identify best practices, demonstrate improvements, or identify growth areas. The Ql
Council determines appropriate action for improvements. The findings are incorporated into
program improvement action plans. At the CMHSP Participant/SUD Provider level, actions are
taken on survey results of individual cases, as appropriate, to identify and investigate sources of
dissatisfaction and determine appropriate follow-up.

Survey or assessment 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.

VI. SAFETY AND RISK MONITORING:

Adverse Events

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 Critical Event Reporting System. These
include MDHHS defined sentinel events, critical incidents, and risk 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 submits and/or reports required events to MDHHS including 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. MSHN will ensure that the CMHSP and SUD Providers have taken appropriate
action to ensure that any immediate safety issues have been addressed, including the identification
of a sentinel event within three business days in which the critical incident occurred and the
commencement of a root cause analysis within two business days of the identification of the
sentinel event. Following completion of a root cause analysis, or investigation, the CMHSP will
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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, timelines, and strategies for measuring the effectiveness of the
action.

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 FY19 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 eventsin the future

Medicaid Event Verification

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
code is approved under the contract; 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); the service date and time; services were provided by a
qualified individual and falls within the scope of the code billed/paid; 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 and 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.
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VII. CLINICAL QUALITY STANDARDS
Utilization Management? -

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
(Attachment UM Plan). 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. All service authorizations are based on medical necessity decisions that
establish the appropriate eligibility relative to the identified services to be delivered.
Communication with individuals regarding UM decisions, including adverse benefit determination
notice, right to second opinion, and grievance and appeals will be included in this delegated
function.

Utilization review functions are delegated to CMHSP Participants in accordance with MSHN
policies, protocols, and standards. This includes local-level prospective, concurrent and
retrospective reviews of authorization and utilization decisions and/or activities regarding level of
need and level and/or amount of services, consistent with PIHP policy, standards, and protocols.
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 retains utilization review functions for substance use disorder (SUD) services in
accordance with MSHN policies, protocols, and standards. This includes local-level prospective,
concurrent and retrospective reviews of authorization and utilization decisions and/or activities
regarding level of need and level and/or amount of services, consistent with PIHP policy,
standards, and protocols. Initial service eligibility decisions for SUD services are delegated to SUD
providers through the use of screening and assessment tools.

MSHN ensures that screening tools and admission criteria are based on eligibility criteria
established in contract and policy and are reliably and uniformly administered. MSHN policies are
designed to integrate system review components that include PIHP contract requirements and
the CMHSP Participant’s/SUD Provider roles and responsibilities concerning utilization
management, quality assurance, and improvement issues.

MSHN has established criteria for determining medical necessity, and the information sources
and processes that are used to review and approve provision of services.

!Annual Utilization Management Plan
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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.

Practice Guidelines

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 were 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 everyone receives the most efficacious services. Practice
guidelines as stated above are reviewed and updated annually or as needed and are disseminated
to appropriate providers.

Oversight Of “Vulnerable People”

MSHN assures the health and welfare of the region’s service recipients through service delivery 2 by
establishing standards of care for individuals served.3*> 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 andintervention.

2 Habilitation Supports Waiver Annual Recertification, initial

3 Home and Community Based Services Monitoring Procedure
4 Autism Benefit Compliance Monitoring

5 Case Management Services
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Cultural Competence

MSHN and its Provider Network shall demonstrate an ongoing commitment to linguistic and
cultural competence that ensures access and meaningful participation for all people in the service
area. Such commitment includes acceptance and respect for the cultural values, beliefs and
practices of the community, as well as the ability to apply an understanding of the relationships of
language and culture to the delivery of supports and services.

Competence includes a general awareness of the cultural diversity of the service area including
race, culture, religious beliefs, regional influences in addition to the more typical social factors
such as gender, gender identification, sexual orientation, marital status, education, employment
and economic factors, etc.

Autism Benefit

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. 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 monthly to quarterly with the CMHSPs within its region and calls for ongoing
system and consumer-level improvements. This data is shared with the MDHHS as required, for
reporting individual-level and systemic-level CMHSP quality improvement efforts.

Autism Benefit Review
Initial eligibility is managed through MSHN in a review of clinical content and then submitted to
MDHHS for ABA service approval. Re-evaluations shall address the ongoing eligibility of the
autism benefit participants and are updated annually. All providers of ABA services shall meet
credentialing standards as identified in the EPSDT benefit and Michigan Medicaid Manual to
perform their function.

Behavior Treatment

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 Standards of Behavior
Treatment Plan, 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 has been piloted and tracked in the MSHN region and
provides sub- assurances within participant safeguards that require additional oversight &
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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 analyzed on a
guarterly basis by MSHN and is available to MHHS upon request. 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. MSHN also uses this data to provide oversight via the annual site review process
at each of the CMHSPs. Data shall include numbers of interventions and length of time the
interventions were used per person.

Trauma

MSHN and its Provider Network shall adopt a trauma informed culture including the following:
values, principles and development of a trauma informed system of care ensuring
safety and preventing re-traumatization. In compliance with the MDHHS Trauma Policy
MSHN has delegated the responsibility to the network providers to ensure development of a
process for screening and assessing each population for trauma. Providers shall adopt
approaches to address secondary trauma or staff and utilize evidenced based practices or
evidence informed practice to support a trauma informed culture. An organizational assessment
shall be completed to evaluate the extent to which the organizations policies are trauma
informed. Organizational strengths and barriers, including an environmental scale to ensure
the building and environment does not re-traumatize should occur every three years.

VIIl. PROVIDER STANDARDS

Credentialing/Provider Qualifications and Selection

In compliance with MDHHS’s Credentialing and Re-Credentialing Processes, 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, in accordance with
the Michigan PIHP/CMHSP Provider Qualifications per Medicaid Services & HCPCS/CPT Codes
chart.

Credentialing, privileging, primary source verification and qualification of staff who are
employees of 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 and 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
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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.

Provider Monitoring and Follow-Up

MSHN uses a standard written contract to define its relationship with CMHSP Participants/SUD
Providers that stipulates 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. SUD Providers,
however, must first obtain written authorization from MSHN in order to subcontract any portion
of their agreement with MSHN. 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 support reciprocity by developing regionally standardized contracts,
provider performance protocols, maintain common policies, and evaluate common outcomes to
avoid duplication of efforts and reduce the burden on shared contractors. 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 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.

External Reviews

The PIHP is subject to external reviews through MDHHS or an external auditor to ensure
compliance with all regulatory requirements. MSHN collaborates with MDHHS and the external
auditor to provide relevant evidence to support compliance. In accordance the Medicaid Managed
Specialty Supports and Services Program FY20 7.0 Provider Network Services 7.9.1 External Quality
Review. All findings that require improvement based on the results of the external reviews are
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incorporated into the QAPIP Priorities for the following year. An action plan will be completed that
includes the following elements: improvement goals, objectives and activities in response to the
findings. The improvement plan will be available to MDHHS upon request.

IX. DEFINITIONS

Community Mental Health Services Program (CMHSP): A program operated under Chapter 2
of the Michigan Mental Health Code - Act 258 of 1974 as amended.

CMHSP Participant refers to one of the twelve-member Community Mental Health Services
Program (CMHSP) participant in the Mid-State Health Network.

Contractual Provider: refers to an individual or organization under contract with the MSHN Pre-
Paid Inpatient Health Plan (PIHP) to provide administrative type services including CMHSP
participants who hold retained functions contracts.

Customer: For MSHN purposes customer includes all Medicaid eligible individuals (or their
families) located in the defined service area who are receiving or may potentially receive
covered services and supports. The following terms may be used within this definition: clients,
recipients, enrollees, beneficiaries, consumers, primary consumer, secondary consumer,
individuals, persons served, Medicaid Eligible.

MMBPIS: Michigan Mission Based Performance Indicator System

MSHN: Mid-State Health Network

MDHHS: Michigan Department of Health and Human Services

Prepaid Inpatient Health Plan (PIHP): In Michigan a PIHP is defined as an organization that
manages Medicaid specialty services under the state's approved Concurrent 1915(b)/1915(c)
Waiver Program, on a prepaid, shared-risk basis, consistent with the requirements of 42 CFR
part 401 et al June 14, 2002, regarding Medicaid managed care. (In Medicaid regulations, Part
438. Prepaid Health Plans (PHPs) that are responsible for inpatient services as part of a benefit
package are now referred to as "PIHP" The PIHP also known as a Regional Entity under MHC
330.1204b also manages the Autism ISPA, Healthy Michigan, Substance Abuse Treatment and
Prevention Block Grant and PA2. "

Provider Network: Refers to a CMHSP Participant and all Behavioral Health Providers that are
directly under contract with the MSHN PIHP to provide services and/or supports through
direct operations or through the CMHSP’s subcontractors.

Research: (as defined by 45 CFR, Part 46.102) means a systematic investigation, including
research development, testing and evaluation, designed to develop or contribute to
generalizable knowledge. Activities which meet this definition constitute research for
purposes of this policy, whether they are conducted or supported under a program which is
considered research for other purposes. For example, some demonstration and service
programs may include research activities.

Stakeholder: A person, group, or organization that has an interest in an organization,
including consumer, family members, guardians, staff, community members, and advocates.
Subcontractors: Refers to an individual or organization that is directly under contract with CMHSP
and/or SRE to provide services and/or supports.

SUD Providers: Refers to Substance Use Disorder providers directly contracted with
MSHN to provide SUD treatment and prevention services.
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SECTION TWO-ANNUAL REPORTS
I MSHN Councils Annual Reports

TEAM NAME: Operations Council
TEAM LEADER: J. Sedlock, MSHN Chief Executive Officer
REPORT PERIOD COVERED: 10.1.19 -9.30.20

Purpose of the Operations Council:

The MSHN Board has created an OC to advise the Pre-paid Inpatient Health Plan’s (PIHP)
Chief Executive Officer (CEO) concerning the operations of the Entity. Respecting that the
needs of individuals served, and communities vary across the region, it will inform, advise,
and work with the MSHN CEO to bring local perspectives, local needs, and greater vision to
the operations of the Entity so that effective and efficient service delivery systems are in
place that are accountable to the entity board, funders and the citizens who make our work
possible.®

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 CEOQ in establishing priorities for the Board’s consideration.

= Make recommendations to the MSHN CEO on policy and fiscal matters.

= Review recommendations from Finance, Quality Improvement, and
Information Services Councils other Councils/Committees asassigned.

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

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

Defined Goals, Monitoring, Reporting and Accountability®
The Operations Council shall establish metrics and monitoring criteria to evaluate progress on
the following primary goals:
e Expanded service access (penetration rates),
Fiscal accountability,
Compliance, and
Improved health outcomes/satisfaction.

Additionally, the OC seeks to assess and achieve the following secondary goals:
e Retained function contracts achieved defined results,
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
e Benefits are realized through our collective strength.

6 Article IIl, Section 3.2, MSHN/CMHSP Operating Agreement
7 Ibid., unless otherwise footnoted
8 Operations Council Charter, February 2014
% Ibid.
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Annual Evaluation Process:
a. Past Year’s (FY20)Accomplishments:

e Adopted updates to the MSHN/CMHSP Operating Agreement

e Monitored and advised MSHN on periodic financial reports including savings
estimates and internal service fund balances, CMHSP revenue/spending estimates,
MSHN revenue/spending estimates and overall fiscal health

e Developed and implemented regionally standardized central registry check
requirements and processes

e Reviewed and developed regional implementation plan for changes to the
MSHN/MDHHS contract

e Reviewed and developed individualized work plans to address regional workforce
survey results

e Fully implemented parity requirements and related MCG software platform

e Centralized Relias training platform administration under a single regional contract

e Explored alternative managed care structures in anticipation of (and then in response
to) MDHHS proposals for system redesign/reform

e Approved regional SMI and SED level of care guidelines and related
policies/procedures resulting in greater regional admission and benefit
standardization

e Established and revised/improved regional standardized contract and provider
performance monitoring protocols for autism service providers, fiscal intermediary
services, specialized residential providers, and inpatient psychiatric units under
contract to CMHSP Participants

e Conducted two strategic planning sessions and created vision documents for the
future of the PIHP and Public Behavioral Health System

e Engaged in advocacy for addressing MSHN regional design elements in public system
reforms

e Implemented substance use disorder treatment services for individuals under the
supervision of the Michigan Department of Corrections via MSHN/MDHHS contract
(rather than as a standalone contract directly between MSHN and MDOC)

e Monitored and participated in Behavioral Health Fee Schedule discussions/meetings

e Monitored CMHSP and regional performance under the regional Quality Assessment
and Performance Improvement Plan, External Quality Reviews, MDHHS Oversight and
Monitoring Reviews, audits and other quality assessment activities

e Worked through many MDHHS/Milliman errors in initial rates and at least three
subsequent rate certification processes

e Addressed regional role in statewide training and provider performance monitoring
reciprocity activities

¢ Reviewed CMHSP performance on delegated managed care reviews

e Revised MSHN performance on many performance metrics and SAPTR system
oversight activities

e Addressed impact of Healthy Michigan Plan work requirements

e Considered then ruled out regional marketing/public relations campaign (specifically
focused on CMHSP Participant integrated health activities)

e Approved several new workgroup charters for regional implementation

e Revised/updated many policies and related procedures
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e Monitored and advised MSHN on matters relating to compliance with the HCBS rule
transition

¢ Monitored and advised MSHN on MDHHS-initiated federal waivers

e Considered input from consumer satisfaction surveys and recommendations from
consumer advisory and other peer/consumer structures to improve regional
performance

e Recommended for approval several regional plans including Utilization Management
Plan, Compliance Plan, Quality Assessment and Performance Improvement Plan,
Population Health and Integrated Care Plan

e Established regionally standardized provider network application

e Committed to MSHN-led, regional approaches to standardize to the extent feasible
responses to the COVID-19 pandemic

e Met weekly during most of the pandemic response period in this fiscal year to
coordinate regional and local pandemic status/response

e Developed and adjusted plans to ensure delivery of behavioral health services in as
safe a manner as possible during the COVID-19 pandemic response

e Developed stage-wise plans to engage services and supports at physical locations and
to support physical plant safety for workforce members and beneficiaries/visitors

e Developed and implemented a regional plan for direct support professional (DCW)
premium pay during the initial COVID-19 pandemic response; extended the regional
plan for additional period into FY21

e Collaborated on implementation of telehealth services/supports

¢ Developed regional residential crisis support plans

e Collaborated to secure needed personal protection equipment in the region and to
distribute to CMHSP participants and substance use disorder residential providers.

e Provided input on current year amended budget

e Provided input on proposed next fiscal year budget

e Reviewed Key Performance Indicators through Balanced Scorecard

¢ Reviewed Medicaid and Health Michigan Service Use Analysis

e Approved project for regional provider organizational online application

e Initiated work to understand statewide regional crisis line (MiCAL)

e Supported statewide PIHP-written proposal for complex care management for the
unenrolled population

b. Upcoming Goals for Fiscal Year Ending, September 30,2020:

e Assist MSHN with implementation of the FY 22-FY 23 Regional Strategic Plan (after
approval in late FY 21)

e Support MSHN in establishing improved performance metrics for services and
supports and for MDHHS incentive payment metrics (including follow-up after
hospitalization for mental illnesses, follow-up to persons with an SUD diagnosis
following contact with an Emergency Room; identification and follow up activities
related to health disparities; increase in Patient Centered Medical Homes; better
support for veterans and expanded population health and performance
monitoring metrics
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e Home and Community Based Services Waiver Transition implementation

e 1115 (and associated) Waiver implementation and workflow engineering changes

e Continue coordinated regional response to COVID-19 pandemic, including
expansion of the use of telehealth for a broad array of supports/services

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

* Increase efficiency through collective provider network management functions

e Continue advocacy for systemic improvement in access to inpatient care and
identify and develop sub-inpatient regional crisis response systems/options

e Support MDHHS strategic planning efforts related to CCBHC, Behavioral Health
Homes, State Innovation Models, etc.
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TEAM NAME: Finance Council
TEAM LEADER: Leslie Thomas MSHN Chief Financial Officer
REPORT PERIOD COVERED: 10.1.19-9.30.20

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:
e  Budgeting — general accounting and financial reporting.
e Revenue analyses.
e Expense monitoring and management - service unit and recipient centered.
e Cost analyses and rate-setting.
e Risk analyses, risk modeling and underwriting.
e Insurance, re-insurance, and management of risk pools.
e Supervision of audit and financial consulting relationships.
e (Claims adjudication and payment; and
e Audits.

Monitoring and reporting of the following delegated financial management functions:
e  Tracking of Medicaid expenditures.

e Data compilation and cost determination for rate setting.

e  FSR, Administrative Cost Report, MUNC and Sub-element preparation.

o Verification of the delivery of Medicaid services; and

e  Billing of all third-party payers.

Monitoring and reporting of the following retained financial management functions:
e  PIHP capitated funds receipt, dissemination, and reserves.

e Region wide cost information for weighted average rates.

e  MDHHS reporting; and

e  Risk management plan.

Defined Goals, Monitoring, Reporting and Accountability Goals:

e Favorable fiscal and compliance audit: CMHSP and PIHP fiscal audits are performed
between December 2019 and February 2020. The audits will be available to the PIHP once
they are reviewed by their respective Board of Directors. The goal is to have all CMHSP
reports by April 2020. A favorable fiscal audit will be defined as those issued with an
unqualified opinion. A favorable compliance audit will be defined as one that complies in
all material aspects with relevant contractual requirements.

28 | Page
Board of Directors Meeting Packet: March 2, 2021 Page 43



e Meet targeted goals for spending and reserve funds: Determination will be made when the
FY 2019 Final Reports due to MDHHS February 28, 2020, are received from the CMHSPs to
the PIHP. The goal for FY20 will be to spend at a level to maintain MSHN’s anticipated
combined reserves to 15% as identified by the board. This goal does not override the need
to ensure consumers in the region receive medically necessary care.

e Work toward a uniform costing methodology: The PIHP CFO will participate in a Statewide
workgroup initiated by MDHHS and Community Mental Health Administration to establish
standard cost allocation methods. The goal is to reduce unit cost variances for each CPT or
HCPCS. The Medicaid Uniform Cost Report (MUNC) is due to MDHHS February 28, 2020.
MDHHS compiles PIHP reports and send an analysis to the PIHPs in June of 2020. Finance
Council will review rates per service and costs per case for service codes identified in the
Service Use and Analysis report suite. Finance Council will evaluate if action is needed
based on State comparisons.

e Uniform Administrative Costing — MSHN’s CFO participates in the PIHP CFO council. The
PIHP CFO council developed definitions, grids, and guidelines for uniform administrative
costing. Finance Council members agreed to follow the methodology guidance from MSHN.
CMHSPs must show evidence of meeting MSHN’s guidelines through its Administrative Cost
Report (ACR) narrative.

e Monitor the impact on savings and reserves related to addition of Serious Emotional
Disturbances (SED) Waiver and Children’s Waiver funding now included in the PIHP’s
capitation. Both programs were previously funded directly to the CMHSPs on a fee- for-
service basis.

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

e Monitor changes related to 1115 waiver and its impact on the region’sfunding.

Annual Evaluation Process
Past Year’s Accomplishments:

e FY 2019 fiscal audits were complete and submitted by the PIHP and 12 CMHSPs.
The PIHP’s and all of the CMHSP audits rendered an unqualified opinion.
Compliance Examinations were finalized for the PIHP and all CMHSPs. The PIHP’s
Compliance Examination is completed after the CMHSPs to ensure all adjustments
to Medicaid and Healthy Michigan Plan are included. The PIHP received findings as
a result of one issued to one CMHSPs. The other 11 CMHSPs had no findings and
complied in all material aspects with attestation standards set forth by the
American Institute of Certified Public Accountants.

e MSHN achieved a fully funded (7.5%) Internal Service Fund for FY 2019. In addition,
the region boasted savings of more than $5.2 M which is approximately .89% of
revenue for a total risk reserve of 8.39%.

e MDHHS and Milliman worked through FY 20 to develop a Standard Cost Allocation
process. This work will be shared state-wide in December 2020 for implementation
in FY22. A follow-up meeting will be conducted in early calendar year 2021 to
address questions and concerns from CMHSPs as they work through
implementationbarriers.

e The SED and CW are incorporated into Medicaid funding for MDHHS reporting.
MSHN also tracks each revenue source to ensure sufficiency for covering CMHSP
expenses. In FY 20 revenues are sufficient to meet service needs.
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In addition to the accomplishments listed above, MSHN’s Region successfully
implemented strategies to maintain provider fiscal stability during the COVID-19
pandemic. The goal was to ensure providers continued service delivery including
implementing many changes such as audio only telehealth expansion and increased in-
person safety measures. MSHN expended provider stability funds with existing FY 20
revenue as MDHHS did not disburse additional funds for this initiative.

Further, Direct Care Workers (DCW) were granted a S2 per hour premium pay increase for
MDHHS identified services. MDHHS did increase FY 20 rates to cover DCW increases and
will also continue this funding for the first quarter of FY 21.

Upcoming Goals for Fiscal Year Ending September 30, 2021 Goals:

e Favorable fiscal and compliance audit: CMHSP and PIHP fiscal audits are performed
between December 2020 and February 2021. 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 2021. 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.

e Meet targeted goals for spending and reserve funds: Determination will be made
when the FY 2020 Final Reports due to MDHHS February 28, 2021, are received from
the CMHSPs to the PIHP. The goal for FY21 will be to spend at a level to maintain
MSHN'’s anticipated combined reserves to 15% as identified by the board. This goal
does not override the need to ensure consumers in the region receive medically
necessary care.

e Work toward a uniform costing methodology: The PIHP CFO will participate in a
Statewide workgroup initiated by MDHHS and Community Mental Health Association
to establish standard cost allocation methods. The goal is to reduce unit cost
variances for each CPT or HCPCS. For Fiscal Year-end 2020 reporting, MDHHS
replaced the Medicaid Uniform Cost (MUNC) with the Encounter Quality Initiative
(EQI) report. The change is being implemented in conjunction with mandated
standardized allocation processes to provide MDHHS with more useful fiscal
information from PIHPs. Regionally, Finance Council will review rates per service and
costs per case for service codes identified in the Service Use and Analysis report
suite. Finance Council will evaluate if action is needed based on State comparisons.

e Uniform Administrative Costing — MSHN’s CFO participates in the PIHP CFO council.
The Administrative Cost Report will be discontinued after FY 20 reporting due in
February 2021. MDHHS and Milliman have embarked on a statewide Standard Cost
Allocation methodology in an effort to reduce unit rate variability by ensure similar
service cost inputs. The new Standard Cost Allocation tool will be implemented
statewide beginning FY 22.

e Monitor the impact on savings and reserves related to addition of Serious Emotional
Disturbances (SED) Waiver and Children’s Waiver funding now included in the PIHP’s
capitation. Both programs were previously funded directly to the CMHSPs on a fee-
for- service basis.

e Improve accuracy of interim reporting and projections in order to plan for potential

risk related to use of reserve funds.
Monitor changes related to 1115 waiver and its impact on the region’s funding.
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TEAM NAME: Information Technology Council
TEAM LEADER: Forest Goodrich, MSHN CIO
REPORT PERIOD COVERED: 10.1.19-9.30.20

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:
e Representation from each CMHSP Participant at all meetings.
e Successfully submit MDHHS required data according to MDHHS requirements regarding
quality, effectiveness, and timeliness.
e Collaborate to develop systems or processes to meet MDHHS requirements. (e.g., BH-
TEDS reporting, Encounter reporting)
e Accomplish annual goals established by the IT Council and/or OC, such as:
a. Work on outcome measure data management activities as needed.
b. Improve balanced scorecard reporting processes to achieve or exceed target
amounts.
c. Transition health information exchange (HIE) processes to managed care information
system, when appropriate, to gain efficiencies in data transmissions.
e Meet IT audit requirements. (e.g., EQRO)
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Annual Evaluation Process:
1. Past Year Accomplishments
Representation from each CMHSP Participant at all meetings
oThere was a 96% attendance rate during FY20 ITC meetings. 100%
attendance occurred in 6 meetings. Several CMHSP participants have multiple
staff attending for technical and content expertise.

Successfully submit MDHHS required data regarding quality, effectiveness and
timeliness

o We reported above the 95% compliance standard for submitting BH-TEDS, and
remain as one of the highest reporting regions according to MDHHS.

o MDHHS reported we were measured at 100% in encounter reporting
timeliness and volume submissions. MSHN strives to report all required data
to MDHHS and it shows when the reconciliation process reflects 100% match
between MDHHS warehouse records and MSHN REMI records.

oMSHN met the requirements for MDHHS performance incentives that
included evaluating and summarizing data quality improvement with
Veterans and Military fields included in BH-TEDS reporting and developing a
plan and status with submitting BH ADT records to a health exchange.
(MiHIN)

o LOCUS data reporting improvements for rate setting.

o Performance indicator reporting changes to support MDHHS required
reporting.

Several initiatives that ITC assisted with during this fiscal year are:

o Revised to the managed care information system (REMI) to be able to report
telephonic and telehealth events as we transitioned our operations to work
during pandemic.

o Implemented the SED and Child Waiver reporting through MSHN.

o Analysis and planning for EQI reporting.

Facilitate health information exchange processes
o Worked with MiHIN to integrate MIDIGATE (M| Gateway) and VIPR to
support a single framework for HIE access.
o Establish pilot process for the Care Coordinators use case for Ml Gateway
with MiHIN.
o Pilot process with MDHHS and MiHIN for eConsent in MI Gateway.
o Finalized a standard template for mental health ADTs being sent to MiHIN.

Goals established by Operations Council
o Improvements with balanced scorecard reporting.
o Worked region-wide to develop COVID-19 statistical reports.
o Developed region-wide telehealth statistical reports.
o Supported the technical needs to install MCG Indicia and upgrade for Parity.
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Meet external quality review requirements
o We had a successful review as conducted by Health Services Advisory
Group for MDHHS. This was another good year in review for MSHN.

2. Goals for fiscal year ending September 30, 2021
e Active participation by all CMHSP representatives at each monthly meeting.
e Meet current reporting requirements as defined by MDHHS.
e Review and improve telehealth reporting related to pandemic.
e Improve Veterans and Military fields data quality in BH-TEDS reporting process.
e Evaluate and plan for CC360 integration into EMRs.
e Work to achieve balanced scorecard target values
e Develop project plan outline for implementing BH ADT record submission to MiHIN
for shared HIE processing.
e Work toward achieving goals established by Operations Council.
e Prepare for and pass audit requirements of the external quality review.
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TEAM NAME: Quality Improvement Council
TEAM LEADER: Sandy Gettel, MSHN Quality Manager
REPORT PERIOD COVERED: 10.1.19 -9.30.20

Purpose of the Council or Committee: The Quality Improvement Council was
established to advise the Operations Council and the Chief Executive Officer
concerning quality improvement matters. The Quality Improvement Council is
comprised of the MSHN Quality Manager, the CMHSP Participants’ Quality
Improvement staff appointed by the respective CMHSP Participant Chief Executive
Officer/Executive Director and a MSHN SUD staff representing Substance Use Disorder
services. The Quality Improvement Council is chaired by the MSHN Quality Manager.
All Participants are equally represented on this council.

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

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

= Reviewing and recommending changes/revisions to the QAPIP, related
policies and procedures and developing new policies and procedures as
needed.

= Evaluating the effectiveness of the QAPIP.

» Determining the appropriate strategy/approach to promote
compliance and detect potential violations and areas of risk as well
as areas of focus.

» Recommending and monitoring the development of internal systems and
controls to carry out the Quality Assessment and Performance
Improvement Program and supporting policies as part of daily operations.

» Reviewing audit results and corrective action plans,
making recommendations when appropriate.

Defined Goals, Monitoring, Reporting and Accountability
The QIC established metrics and monitoring criteria to evaluate progress on the
following primary goals:
* Implementation of the Quality Assessment and Performance Improvement Plan
(QAPIP),
* Implementation of the action plans related to the Application for Participation
(AFP);
*  Performance Measures included within the QAPIP as required by MDHHS and
identified through Operations Council.
* Improvement efforts as it relates to external reviews including but not limited to
the External Quality Reviews and MDHHS reviews.
* Compliance and oversight of the above identified areas.
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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.
= Benefits are realized through our collective strength.

Annual Evaluation Process:

a. Past Year’'s Accomplishments: The QIC had twelve (12) meetings during the reporting
period and in that time completed the followingtasks:

= Reviewed and approved the FY19 Quality Assessment and Performance
Improvement Report.

= Reviewed, revised, and approved the FY20 Quality Assessment and
Performance Improvement Plan.

= Reviewed, revised, and developed current regional policies and procedures in
areas of Quality Improvement.

= Reviewed the annual Medicaid Event Verification Report.

= Reviewed the Quality Assessment Performance Improvement (QAPI) Report
which includes trends, strengths and growth areas from site reviews that
occurred within the quarter.

= Reviewed and approved the FY20 Delegated Managed Care Site Review Tools.

= Reviewed key performance indicators (Diabetes Screening, Follow Up to
Hospitalization, Diabetes Monitoring) identifying trends and action steps as
needed.

= Reviewed the Recovery Self-Assessment data (Administrator, Provider)
identifying trends and growth areas.

= Reviewed the data for the performance improvement project “Diabetes
Monitoring for Schizophrenia Diagnosis” identifying barriers and interventions.

= Reviewed the Critical Incident Data quarterly, developed a more in-depth
analysis for identifying trends and growth areas for development of focused
improvement efforts.

» Reviewed the Michigan Mission Based Performance Indicator System
(MMBPIS) data quarterly report identifying trends and actions steps for
improvement.

» Developed a process for collection and analysis of the new (Indicator 2,
Indicator 2e and 2b, and Indicator 3) Michigan Mission Based Performance
Indicator System (MMBPIS).

= Reviewed the Behavior Treatment Review Data quarterly, identifying trends
and growth areas, revising the definitions and process to be consistent with
the MDHHS Behavioral Treatment Standards in coordination with the MSHN
Behavioral Treatment Work Group.

» Developed a new data collection process for streamlined efforts of analysis of
behavior treatment data inclusive of all population groups within the required
population for reporting and monitoring.
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»= Participated in the External Quality Reviews (Performance Improvement
Project, Performance Measurement Validation, Compliance), completing and
implanting required corrective action and recommendations.

» Completed satisfaction surveys for representative populations, identifying
trends and growth areas for development of focused improvement efforts.

» Completed annual review and update of QIC charter.

b. Upcoming Goals for Fiscal Year Ending, September 30,2021

e Incorporate consumer representative in QIC Council and meetings.

e Report and complete a QAPIP report to assess the effectiveness of the QAPIP.

e Conduct ongoing bi- annual review of required policies, revising as needed to
ensure compliance of MDHHS/MSHN requirements and processes.

e Continue implementation, monitoring and reporting of progress on the
two (2) regional Performance Improvement Projects.

e Continue quarterly monitoring of quality and performance improvement related
to the QAPIP, streamlining the reporting and improvement process in
coordination with clinical committees/councils when relevant.

o Behavior Treatment Review

o Critical Incidents

o Performance Improvement (MMBPIS)
o Consumer Satisfaction

o Follow Up to Hospitalization (FUH)

e Review available healthcare data for identification of trends and quality
improvement opportunities.

e Incorporate Ethnic/Racial disparities into the relevant performance measures
including but not limited to the FUH performance measure.

e Continue to measure stakeholder feedback and/satisfaction.

e Continue to develop a process to strengthen and to ensure training for Person-
Centered Planning, Independent Facilitation and Self Determination
implementation.

e Will perform at or above standard for identified performance measures.

e Monitor progress of site review corrective action plans.
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Il. Advisory Council FY20 Annual Reports

TEAM NAME: Regional Consumer Advisory Council
TEAM LEADER: Gordon Matrau, Chairperson
REPORT PERIOD COVERED: 10.1.19 - 9.30.20

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:

o Provide representation to the MSHN CAC on behalf of the local consumer councils;

o Assist with effective communication between MSHN and the local consumer advisory
mechanisms;

o Advise the MSHN Board of Directors relative to strategic planning and system advocacy
efforts for public mental health;

o 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;

o 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:

e Past Year’'s Accomplishments: The Consumer Advisory Council had 5 meetings during the

reporting period and in that time, they completed the following tasks:

Reviewed the 2019-2020 Annual Compliance Report

Reviewed changes to the FY20 MSHN Consumer Handbook

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 feedback on the satisfaction survey results

Reviewed and provided feedback on the MSHN Compliance Plan

Reviewed and approved RCAC annual effectiveness report

Reviewed and provided feedback on Quality Assessment and Performance Improvement
Annual review of the MSHN RCAC policy for feedback

Education on Mental Health First Aid from CMHA-CEI staff

Education on Home and Community-Based Services (HCBS) Rule Transition from MSHN
staff

Education on Utilization Management from MSHN staff

Education on Medicaid Fair Hearing Process from CMHA-CEI staff

Reviewed outcomes from Health Services Advisory Group (HSAG) Performance
Measure Validation (PMV) and Performance Improvement Project (PIP) annual reviews
Reviewed and revised council charter

Improved practices for ongoing communication between MSHN and local councils
Discussed ways to strengthen Person Centered Planning, Independent Facilitation and
Self Determination Implementation

Transitioned to online meetings through Zoom in response to a global pandemic

e Upcoming Goals for Fiscal Year 2021 Ending, September 30,2021:

Provide input on regional educational opportunities for stakeholders

Provide input for ongoing strategies for the assessment of primary/secondary
consumer satisfaction

Review regional survey results including SUD Satisfaction Survey and external quality
reviews

Review annual compliance report

Annual review and feedback on QAPIP

Annual review and feedback on Compliance Plan

Annual review of the MSHN Consumer Handbook

Review and advise the MSHN Board relative to strategic planning and advocacy efforts
Provide group advocacy within the region for consumer related issues

Explore ways to improve Person Centered Planning, Independent Facilitation and Self
Determination Implementation

Improve communication between the Regional Consumer Advisory Council and the
local CMH consumer advisory groups

Explore ways to get more consumers involved in the RCAC and local consumer councils.
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TEAM NAME: Provider Advisory Council
TEAM LEADER: Jill Worden
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the Council or Committee: MSHN Leadership has created a Substance Use Disorder
Provider Advisory Committee (SUD-PAC) to serve in an advisory capacity to MSHN regarding SUD
policies, procedures, strategic planning, monitoring and oversight processes, to assist MSHN with
establishing and pursuing state and federal legislative, policy and regulatory goals, and to
support MSHN’s focus on evidence-based, best practice service and delivery to persons served.

Responsibilities and Duties: The responsibilities and duties of the SUD-PAC include the following:

e Serve as liaison between MSHN and SUD provider network

e Evaluate MSHN strategic plan as it relates to the SUD system and provide input into regional
implementation of strategic action items

* Provide input on MSHN’s Quality Assurance Reviews (review process, standards, QI
enhancement);

e Evaluate annual provider satisfaction survey results and provide input into regional action

¢ Support implementation of evidence-based best practice service delivery to persons served

* Provide input and advocacy on prevention (PX), treatment (TX), and recovery network policies
& procedures

e Support and provide input on MSHN and MDHHS performance improvement initiatives.

* Provide input on MSHN’s Prevention, Treatment and Recovery annual plan processes

e Provide input on regional concerns that impact providers and/or clients (e.g. barriers to
access);

e Support fulfilment of state and federal legislative, policy and regulatory goals

Defined SUD-PAC Goals:

* Enhance communication between MSHN and SUD Provider Network

e Strengthen SUD strategic objectives and implementation

e Assess MSHN’s Quality Assurance Reviews for clarification

¢ |dentify methods to encourage feedback to satisfaction surveys process

e Support delivery of evidence-based best practices

e Promote clarification of prevention, treatment, and recovery network policies/procedures
e Uphold MSHN and MDHHS performance improvement initiatives

¢ |dentify methods to improve MSHN’s Prevention, Treatment, and Recovery annual plan
process

e Ensure regional concerns that impact providers and/or clients are identified

* Promote clarification of state and federal legislative, policy and regulatory goals

Past Accomplishments:

In the past year, the SUD-PAC has done the following:
¢ Reviewed and provided input to the Credentials-Claims Verification Process.
¢ Held group discussions on upcoming drug trends.
¢ Held group discussions on changes regarding LARA changes
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¢ Held group discussions on State System proposed changes

¢ Held multiple discussions and provided input to MSHN on how pandemic was affecting
treatment, prevention and recovery services and possible solutions.

¢ Continued to review and receive statewide assessment updates.

e Created method for provider feedback to PAC representative during quarterly SUD Provider
Meetings.

e Offered input on SUD provider audit process and tools, including forming a sub-committee
to review the treatment audit tool.

e Voted in a provider chair for the committee

¢ Reviewed the following:

¢ Required trainings

¢ Annual contract review procedure

¢ Provider network communication with PAC

e Recovery Self-Assessment implementation and report

¢ Revised performance indicators

e Provider satisfaction survey results

e Provider Workforce Attraction and Retention

* Proposed contract changes

e QAPI quarterly reports

e MMBPIS SUD Summary Report

e MSHN SUD Sentinel Events

e OROSC changes to the Youth Inspector for SYNAR Requirements, and processes for
completing Synar and vendor education during a pandemic in a safe way.

e Assessment of Network Adequacy 2020 for anticipated policy changes that may impact the
provider network

e PAC calendar

e OPB Updates

e Scheduled SUD Provider Meetings

e SUD Provider Manual

e 2021 Standards

® Provider Risk Assessments

Goals for Fiscal Year 2021; Ending September 30, 2021
In the coming fiscal year, the SUD-PAC will:

Reassess SUD-PAC’s efficacy and areas for improvement, utilizing a survey to members

Serve as ongoing conduit for information between MSHN and provider network

Review changes and updates to policies, procedures and regulations from MSHN, MDHHS and
other state and federal bodies as they relate to SUD.

Review Committee Provider Membership for additions

Provide updates and input to Block Grant Reductions to MSHN
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lll.  Oversight Policy Board FY20 Annual Report

TEAM NAME: Substance Use Disorder (SUD) Oversight Policy Board
TEAM LEADER: Chairman Deb Thalison, SUD Board Member
REPORT PERIOD COVERED: 10.1.19-9.30.20

Purpose of the Board: The Mid-State Health Network (MSHN) Substance Use Disorder (SUD)
Oversight Policy Board (OPB) was developed in accordance with Public Act 500 of 2012,
Section 287 (5). This law obliged MSHN to “establish a substance use disorder oversight
policy board through a contractual agreement between [MSHN] and each of the counties
served by the community mental health services program.” MSHN/s twenty-one (21)
counties each have representation on the OPB, with a designee chosen from that county.

The primary decision-making role for the OPB is as follows:

»= Approval of any portion of MSHN’s budget containing local funding for SUD treatment or
prevention, i.e. PA2 funds

* Has an advisory role in making recommendations regarding SUD treatment and
prevention in their respective counties when funded with non-PA2 dollars.

Annual Evaluation Process:
a. Past Year’s Accomplishments:
e Received updates on the following:
o  MSHN SUD Strategic Plan
o  MSHN SUD Prevention & Treatment Services
e Approval of Public Act 2 Funding for FY20 & related contracts
e Approved use of PA2 funds for prevention and treatment services in each county
e Received presentation on FY20 Budget Overview
e Received PA2 Funding reports — receipts & expenditures by County
e Received Quarterly Reports on Prevention and Treatment Goals and Progress
e Received Financial Status Reports on all funding sources of SUD Revenue and Expenses
e Received updates on MDHHS proposed future of Behavioral Health
e Received updates on MDHHS State Opioid Response Site Visit Results
e Received updates on Michigan Department of Corrections Integration
e Received information on the Mobile Care Unit
e Received presentation on COVID-19 and Provider Status
e Received information on MDHHS State Targeted Response Grants
e Received information on Syringe Services Program
e Received presentation on Achieving Equity in Opioid Use Disorder Treatment

b. Upcoming Goals for FY21 ending September 30, 2021:
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e Approve use of PA2 funds for prevention and treatment services in each county

e Improve communications with MSHN Leadership, Board Members and local coalitions

e Orient new SUD OPB members as reappointments occur

e Share prevention and treatment strategies within region

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

e Provide input into Community Block Grant reductions; and

e Monitor SUD spending to ensure it occurs consistent with PA 500.
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IV. Committee & Workgroup FY20 Annual Reports

TEAM NAME: Regional Medical Directors Committee
TEAM LEADER: Dr. Zakia Alavi
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the Regional Medical Directors Committee (MDC)

As created by the MSHN Operations Council (OC), the MDC functions to advise the MSHN Chief
Medical Officer (CMO), the MSHN Chief Executive Officer (or designee), the MSHN Chief
Behavioral Health Officer (CBHO), and the OC concerning the behavioral health operations of
MSHN and the region. Respecting that the needs of individuals served and communities vary
across the region, it will inform, advise, and work with the CMO, CEO (or designee), CBHO, and
OC to bring local perspectives, local needs, and greater vision to the operations of MSHN so that
effective and efficient service delivery systems are in place that represent best practice and
result in good outcomes for the people served in the region.

Responsibilities and Duties
The responsibilities and duties of the MDC shall include the following:
e Contribute to regional plan development as well as review, advise, and recommend
approval of the regional plans as appropriate but specifically the following:
o Population Health and Integrated Care Plan
o Utilization Management Plan
o Quality Assurance and Performance Improvement Plan
e Advise MSHN and the OC in the selection, monitoring and improvement initiatives related
to regional performance measures.
e Advise MSHN and OC in the development of clinical best practice guidelines for MSHN
(including implementation and evaluation);
e Provide a system of leadership support, collaborative problem solving and efficient
resource sharing for high risk cases;
e Support collaboration with Primary Care/Physical Health Plans related to Population
Health Activities as well as local community efforts
e Support system-wide sharing though communication and sharing of major initiatives
(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 CMO or OC.

Defined Goals, Monitoring, Reporting and Accountability
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The MDC shall establish metrics and monitoring criteria to evaluate progress on the following

primary goals:

Improved health outcomes.

Increased use of clinically targeted evidenced based practices and promising practices.
Improved collaboration of the region’s Regional Medical Directors including member
satisfaction with the committee process and outcomes.

Improved collaboration with primary care physicians and health plans

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

Additionally, the MDC seeks to assess and achieve the following secondary goals:

CMO and OC satisfaction with MDC advisory role,

Staff education, inclusion and information related to regional strategies; and

Efficiencies realized through standardization, performance improvement and shared
resources.

MDC Annual Evaluation Process

a.

Past Year’s Accomplishments

Case consult and documentation process begun.

Behavior Treatment Plan Review Committee feedback on medication guidelines.
Input into Population health and Integrated Care Plan and Quarterly Reports

MCG Indicia clinical support tool

Discussion on behavioral health system redesign.

Review of outlier analyses and use of CAFAS and LOCUS and related issues.

Review and input into data, including MSHN performance improvement projects,
health equity analysis.

Establishment of bi-weekly RMD COVID calls to trouble shoot and establish
protocols for response within the region. Very positive collaboration and learning
regionwide.

Connection with health departments and regional healthcare coalitions and
improved use of emergency planning steps actively implemented.

Guidance relating to Residential Safety, Agency Reopening, and Mask Wearing
Guidance.

Increased regional cohesion as a regional group of medical directors.

Increased attendance and engagement as medical directors.

Improved communication.

b. Upcoming Goals
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e Core service menus for LOCUS and CAFAS

e Assisted Outpatient Treatment

e COVID discussion for planning

e Continued input into behavior treatment processes

e Ongoing guidance and leadership into design of population health and integrated
care

e Engagement of primary care physicians in team-based care and care management
processes

e Ongoing input into data-related decisions

e Best practices for telehealth

e Focus on issues of diversity and inclusion training to address implicit bias and
health disparities

e Focus on regionwide efforts toward immunization relative to the protection of
vulnerable populations.
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TEAM NAME: Clinical Leadership Committee
TEAM LEADER: Todd Lewicki MSHN CBHO and CLC Chair
REPORT PERIOD COVERED: 10.1.19 —9.30.20

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 (CEO) 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.
e Staff perception and sense of knowing what is going on; and
e Efficiencies are realized through standardization, performance improvement and shared
resources.

Annual Evaluation Process:
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FY20 Accomplishments:

Medical Population health outcomes in collaboration with MSHN’s ongoing work with the
region’s Medicaid Health Plans.

Review and address opportunities for increasing integration with primary care,

Partner with UMC around the implementation of regional consistency in use of LOCUS,
CAFAS/PECFAS, SIS.

Ongoing efforts to strengthen coordination of care between primary and behavioral
health care services and seek to expand best practices.

Ongoing HCBS Rule implementation.

Ongoing Parity Rule implementation.

Input into finalization of clinical protocols for support of regional consistency in access
standards and delivery of services.

Continued implementation of competencies in diagnosis and treatment of co-occurring
conditions, trauma, gender competence and cultural competence (including military
competency training).

Continuing partnership opportunities with the Regional Medical Director’s Committee.
Building capacity in crisis residential psychiatric services.

Address ongoing initiatives, including School Safety, Integrated Health, Staff Burnout,
Telehealth, and other ongoing program requirements.

Maintain consistent information, insight, and input into policy changes at MDHHS relating
to the PIHP system of care and integration.

Continue to leverage the partnership with MSHN Medical Director, Dr. Zakia Alavi, to
address Medical Director perspectives and carry forward CLC content to the Regional
Medical Director’'s Committee.

Input into behavior treatment plan processes including guidance on use of medications
for behavior control.

Maintained committee output during COVID-19 pandemic.

Regional response planning related to COVID pandemic.

Review ACT team response to COVID-19.

Begin discussions on issues relating to CLS and ABA and issues with IDEA during the
pandemic,

MCG/EMR integration for Parity.

Input into the LOCUS benefit package ranges.

Level of Care (LOC) system for SMI and SED populations.

Region 5 Slot Allocation Notice to begin corrective work.

Regional crisis residential feasibility study.

Receive and review quarterly waiver, EPSDT, and HCBS reports.

Regional review of case management models.

Begin work on MI-SMART clearance form and process.

Upcoming B3 changes and the 1115 Waiver.

Goals for Fiscal Year 2021; Ending September 30, 2021
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The CLC will be involved in monitoring, developing and recommending improvements to:

Continue exploring opportunities to maximize partnership role with the Regional Medical
Directors

Focus on 1915i service oversight transition to PIHP for annual eligibility authorizations
Continued work relating to Parity for all CMHSP services

Provide support to MCG Parity system

Discuss, explore, and initiate program opportunities in psychiatric residential treatment
facility implementation

Continue to discuss options for difficult placement situations and create protocol as
appropriate

Continue to assess the impact of the COVID-19 pandemic and opportunities to enhance
services for affected individuals related to PTSD, trauma-focused care, etc.

Explore and recommend opportunities for innovative service models including telehealth
and others as allowed by state rule.

Continue oversight of regional HCBS compliance and related issues

Complete work on crisis residential unit for adults in MSHN region
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TEAM NAME: Utilization Management Committee
TEAM LEADER: Skye Pletcher, MSHN Director of Utilization and Care Management
REPORT PERIOD COVERED: 10.01.2019 —9.30.2020

Purpose of the Council or Committee: The Utilization Management Committee

(UMC) exists to assure effective implementation of the Mid-State Health Network’s
UM Plan and to support compliance with requirements for MSHN policy, the
Michigan Department of Health and Human Services Prepaid Inpatient Health Plan
Contract and related Federal & State laws and regulations.

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

Develop and monitor a regional utilization management plan.

Set utilization management priorities based on the MSHN strategic

planand/or contractual/public policy expectations.

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

Participate in the development of access, authorization and utilization
management monitoring criteria and tools to assure regional compliance

with approved policiesand standards.

Support development of materials and proofs for external quality review activities.
Establish improvement priorities based on results of external quality review activities.
Recommend regional medical necessity and level of care criteria.

Perform utilization management functions sufficient to analyze and make
recommendations relating to controlling costs, mitigating risk and

assuring quality of care.

Review and monitor utilization patterns and analysis to detect and

recommend remediation of over/under or inappropriate utilization.

Recommend improvement strategies where adverse utilization trends are detected.
Ensure committee coordination and information sharing to address
continuityand efficiency of PIHP processes.

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

Utilization Management Plan:

Define specifics of regional requirements or expectations for CMHSP
Participants and SUD Providers relative to prospective service reviews (pre-
authorizations), concurrent reviews and retrospective reviews for specific
services or types of services, if not already addressed in policy.

Define any necessary data collection strategies to support the MSHN UM Program,
including how the data resulting from the completion of any mandatory standardized
level of care, medical necessity or perception of care assessment tools will be used
to support compliance with MSHN UM policies.
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Define metrics for population-level monitoring of regional adherence to
medical necessity standards, service eligibility criteria and level of care criteria
(where applicable).

e Define expected or typical population service utilization patterns and methods
of analysis to identify and recommend possible opportunities for remediation
of over/under utilization.

e Implement policies and systems to ensure consistency with the Mental Health
Parity and Addiction Equity Act of 2008 (MHPAEA).

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

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

¢ |dentify focal areas for MSHN follow-up with individual CMHSP Participants and

SUD Providers during their respective on-site monitoring visits.

Annual Evaluation Process:
a. Past Year’'s Accomplishments: The UMC had eleven meetings during the reporting
period. In that time the following tasks were completed:

e A thorough review of the UMC annual report schedule was conducted in
order to evaluate the ongoing relevance and effectiveness of the data being
reviewed by the committee. A number of recommendations were made
related to eliminating areas of redundancy where similar data is being
monitored by more than one regional committee or certain regional
processes have become more automated and standardized over time
resulting in there no longer being a need for data monitoring by the
committee.

e Ongoing review of data reports related to performance on regional UM and
integrated health priority measures with CMH participants reporting on
change strategies when performance is outside of established expected
thresholds

e Implemented and refined an exception-based review system of over/under
utilization of services according to the common LOCUS benefit grid for adults
with serious mental illness and CAFAS benefit grid for children with serious
emotional disturbance.

e Deployed new outlier data reports with TBD Solutions in order to monitor
service variance between CMH organizations as well as individual consumer
outliers

e Ongoing cross-functional dialogue with Ql Council, Clinical Leadership
Committee (CLC), and Provider Network Management.
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e Completed training and integration of MCG Indicia Software with individual
CMH Electronic Medical Record (EMR) Systems

e Completed quarterly retrospective reviews for acute care services using the
MCG Behavioral Health Guidelines and established a regional target of 95%
or more correct application of medical necessity criteria. During FY20 the
target was achieved for all quarters in which reviews were conducted.

e Ongoing UMC discussion relative to prospective, concurrent, and
retrospective UM processes. UMC members share best practices in order to
promote efficiency and consistency throughout region.

e Ongoing work on project to develop regional standard clinical service
protocols

e Developed short-term Case Management/Supports Coordination Workgroup
to develop regional best practice guidance for those services

e Reviewed data relative to quarterly Balanced Scorecard

b. Upcoming Goals for Fiscal Year Ending, September 30, 2021

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

e Recommend policy and practices for access and authorization standards
thatare consistent with requirements and represent best practices.

e Evaluate opportunities for improvement in 24/7/365 Access to SUD
Services; consider availability of after-hours acute services (withdrawal
management, residential)

e  Ensure representative SUD presence on UMC.

e Implementation of an exception-based review system of over/under
utilization of services according to the common SIS benefit grid for
individuals with intellectual and/or developmental disabilities.

e  Completion of regional standard clinical service protocols project

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

e Recommend improvement strategies where adverse utilization trends are
detected.

e Recommend opportunities for replication where best practice is identified.

e Continue to focus on population health measures related to care coordination.

e Ongoing integration of substance use disorder (SUD) into utilization
management practices.

e Ensure there is synchronized (as able) content matter expert input into processes
shared by UM (i.e. Ql, Finance, Clinical, etc.).

e Address succession planning for UMC members relative to skill
setneeded by committee members.

e Input into HCBS data, findings, and system improvements, as
appropriate.

51| Page

Board of Directors Meeting Packet: March 2, 2021 Page 66



TEAM NAME: Provider Network Management Committee
TEAM LEADER: MSHN Director of Provider Network Management
REPORT PERIOD: 10.1.2019-9.30.2020

Purpose of the Provider Network Management Committee: PNMC is established to provide
counsel and input to Mid-State Health Network (MSHN) staff and the Operations Council (OC)
with respect to regional policy development and strategic direction. Counsel and input will
typically include: 1) network development and procurement, 2) provider contract
management (including oversight), 3) provider qualifications, credentialing, privileging and
primary source verification of professional staff, 4) periodic assessment of network capacity,
5) developing inter- and intra-regional reciprocity systems, and 6) regional minimum training
requirements for administrative, direct operated, and contracted provider staff. In fulfilling
its charge, the PNMC understands that provider network management is a Prepaid Inpatient
Health Plan function delegated to Community Mental Health Service Programs (CMHSP)
Participants. Provider network management activities pertain to the CMHSP direct operated
and contract functions.

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

* Advise MSHN staff in the development of regional policies for Provider Network
Management.

* Establish regional priorities for training and establish training reciprocity practices for
(CMHSP) Subcontractors.

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

* Provide requested information and support development of periodic Network Adequacy
Assessment.

* Monitor results of retained functions contract for Network Adequacy Assessment.

* Support development and implementation of a Regional Strategic Plan as it relates to
Provider Network Management functions.

* Establish regionally standardized contract templates and provider performance monitoring
in support of reciprocity policy.

*  Recommend and deploy strategies to ensure regional compliance with credentialing and
recredentialing activities in accordance with MDHHS and MSHN policy.

*  Recommend and deploy strategies to ensure regional compliance with ensuring provider
gualifications requirements are verified for all non-licensed independent practitioners.
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Defined Goals, Monitoring, Reporting and Accountability: The PNMC shall establish goals

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

1.
2.

Completion of a Regional Network Adequacy Assessment.

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

Maintain a regional training plan in accordance with state requirements as identified in
the MDHHS/MSHN Specialty Supports and Services Contract.

OC Annual Evaluation Process
a) Past Year’s Accomplishments (FY20):

b)

Addressed findings from HSAG audit, specific to provider credentialing and
recredentialing systems, revised policies and procedures

Continued to refine and support the statewide and intra-regional provider
performance monitoring protocols resulting in improved provider performance and
administrative efficiencies.

Implemented an intra-regional provider performance monitoring protocol for
ABA/Autism provider network; continued regional provider performance monitoring
for Fiscal Intermediary and Inpatient Psychiatric Services.

Establish relevant key performance indicators for the PNMC scorecard.

Continued to monitor and refine regional provider directory to ensure compliance
with managed care rules.

Reviewed, revised, and issued regional contracts for Autism/ABA, Inpatient
Psychiatric, and Fiscal Intermediary Services.

Improved coordination with regional recipient rights officers to support contract
revisions.

Began implementation of statewide training reciprocity plan within the MSHN region.

Development of regional training coordinators workgroup to support implementation.
Began the development of regional web-based provider application.

Provided input into PCE Provider Management Module enhancements.

Upcoming Goals (FY21):

Address recommendations from the 2020 assessment of Network Adequacy as it
relates to provider network functions; update the Assessment of Network Adequacy
to address newly identified needs.

Develop an action plan to address repeat findings related to provider credentialing
and recredentialing process requirements through training/technical assistance and
monitoring; monitoring and oversight of CMHSPs demonstrate improvement in
credentialing and credentialing systems.

Establish relevant key performance indicators for the PNMC scorecard.

Monitor and implement Electronic Visit Verification as required by MDHHS.

Initiatives to support reciprocity:
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o Contracting:
= Develop regionally standardized boilerplate and statement of work for:
Therapeutic Camps, Community Living Supports, Residential, Vocationa
o Procurement:
=  Fully implement the use of a regional web-based provider application.
= Publish provider selection processes on MSHN web.
o Monitoring:
= Fully implement specialized residential reciprocity provider monitoring
plan.
o Training:
= All CMHSPs will have 100% of applicable trainings vetted in accordance
with the training reciprocity plan.
= Advocate for direct support professionals to support provider retention
(e.g. wage increase, recognition)
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TEAM NAME: Compliance Committee
TEAM MEMBER: Kim Zimmerman
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the Compliance Committee:

The Compliance Committee will be established to ensure compliance with requirements
identified within MSHN policies, procedures and compliance plan; the Michigan Department
of Health and Human Services Prepaid Inpatient Health Plan Contract; and all related Federal
and State laws and regulations, inclusive of the Office of Inspector General guidelines and the
42 CFR 438.608.

Responsibilities and Duties: The responsibilities and duties of the Compliance Committee shall

include the following:

a. Advising the MSHN Director of Customer Service, Compliance and Quality Improvement
on matters related to Compliance

b. Assist in the review of, and compliance with, contractual requirements related to program
integrity and 42 CFR 438.608

c. Assist in developing reporting procedures consistent with federal requirements

d. Assist in developing data reports consistent with contractual requirements

e. Assisting with the review, implementation, operation, and distribution of the MSHN
Compliance Plan

f. Reviewing and updating, as necessary, MSHN policies and procedures related to

Compliance

Evaluating the effectiveness of the Compliance Plan

Determining the appropriate strategy/approach to promote compliance and detect

potential violations and areas of risk as well as areas of focus

i. Recommending and monitoring the development of internal systems and controls to carry
out the Compliance Plan and supporting policies as part of daily operations.

j- Reviewing compliance related audit results and corrective action plans, making
recommendations when appropriate.

k. Assisting in development and implementation of compliance related training.

= @

Defined Goals, Monitoring, Reporting and Accountability
The Compliance Committee shall establish metrics and monitoring criteria to evaluate progress:
As defined in the Compliance Plan

Annual Evaluation Process
Past Year’s Accomplishments
e Revised and approved MSHN Compliance Plan
e Reviewed and updated Committee Charter
e Reviewed trends in the OIG Quarterly Reports and recommended quality
improvements
e Reviewed updates to the MDHHS standard consent to ensure regional and local
compliance
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Revised the disqualified provider policy to include a chart to clearly identify
requirements and legal references and clarified language around Recipient Rights
reporting
Reviewed Medicaid Policy Bulletins and Medicaid Manual and implemented
changes
regionally and locally as needed
Reviewed changes/revisions to state and federal policies and regulations, including
but not limited to:

o Department of Justice Compliance Program Guidelines

o Office Guidance of Civil Rights Protections

o Summary of 42 CFR Part 2 Final Rule

o COVID-19
Reviewed information provided at PIHP/OIG triannual meetings
Reviewed information provided at the PIHP Compliance Officers meetings
Provided feedback and approval for the annual Compliance Summary Report
Reviewed outcomes from external site reviews for necessary changes and
compliance related issues
Provided consultation on local compliance related matters
Revised the committee agenda and meeting minutes to be standardized for
consistency, timeliness and to clearly identify action items
Developed, implemented, reviewed and made necessary corrections for quarterly
data mining activities

o Death to encounter data report

o Overlapping residential services

o CLSin wrong location

o Multiple case managers
Provided feedback on MSHN practices to include but not limited to:

o Regional Training Grid

o Ownership and Control forms and practices

o Delegated Managed Care Review tools

Upcoming Goals for Fiscal Year Ending, September 30, 2021

Complete revisions to the Compliance Plan, policies and procedures and reporting
as needed and as identified by the OIG

Review changes to state and federal regulations/guidelines and develop and
implement changes regional and locally as needed

Review data identified as part of the quarterly reports, delegated managed care
reports and external site reviews for any trends, areas of non-compliance and
develop processes to address

Monitoring orders, guidelines and policies related to COVID-19, to include
monitoring of data related to use of telehealth

Identify region wide opportunities for data mining activities

Identify compliance related educational opportunities including those aimed at
training compliance officers
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TEAM NAME: Customer Service Committee
TEAM LEADER: Dan Dedloff, MSHN Customer Service & Rights Specialist
REPORT PERIOD COVERED: 10.1.19 - 09.30.20

Purpose of the Customer Service Committee: This body was formed to draft the Consumer
Handbook and to develop policies related to the handbook, the Regional Consumer Advisory
Council (RCAC), and Customer Services (CS). The Customer Services Committee (CSC) will
continue as a standing committee to assure the handbook is maintained in a compliant format,
and to support development and implementation of monitoring strategies to assure regional
compliance with CS standards. This committee will be supported by the Director of Quality,
Compliance, and Customer Service and will report through the Quality Improvement Council
(Qic).

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

1. Advising the MSHN Director of Quality, Compliance, and Customer Service and assisting
with the development, implementation and compliance of the Customer Services
standards as defined in the Michigan Department of Health and Human Services
(MDHHS) contract and 42 CFR including the Balanced Budget Act Requirements.

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

procedures.

3. 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 denials, 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. Assisting in the formation and support of the RCAC, as needed; and
9. Individual members serving as ex-officio member to the RCAC.

Defined Goals, Monitoring, Reporting and Accountability
The CSC shall establish metrics and monitoring criteria to evaluate progress on the following
primary goals:
o Customer Service Handbook completion, updates and SUD incorporation.
o Regional Customer Service policy development.
o Tracking and reporting Customer Service information; and
o 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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o Retained function contracts achieved the defined results.

o Collaborative relationships areretained.

o Reporting progress through Quality Improvement Council.

* Regional collaboration regarding customer service expectations andoutcomes.

o Efficiencies are realized through standardization and performance improvement; and
o Benefits are realized through our collective strength.

Annual Evaluation Process:
a. Past Year’s Accomplishments: The CSC had six committee bi-monthly meetings during the
reporting period in which they completed the following tasks:
e Reviewed, revised, facilitated publication of, and completed regional distribution for the
MSHN FY20 Consumer Handbook
e Facilitated publication and electronic regional distribution of the MSHN FY20 Consumer
Handbook: Spanish language version for each of the 12 CMHSPs
e Reviewed and revised regional policies and procedures in areas of Customer
Service/Customer Handbook, Customer/Consumer Service Policy, Regional Consumer
Advisory Council, Information Accessibility/Limited English Proficiency (LEP), Medicaid
Beneficiary Appeals/Grievances, Advance Directives, Customer Service/Confidentiality &
Privacy, and Reporting Medicaid Beneficiary Appeals, Grievances, Recipient Rights and
Administrative Hearings
e Reviewed and approved a new Customer Service policy for Enrollee Rights
e Reviewed, analyzed and reported regional customer service informationfor:

o Denials

o Grievances

o Appeals

o Second Opinions

o Medicaid Fair Hearings

o Recipient Rights

e Developed, reviewed, and approved regional standardized templates for the extension of
Grievances, Appeals, and Service Authorization Requests

e Developed, reviewed, and approved a regional standardized template and process for
Appeal written confirmations in response to oral Appeal requests

e Recommended and facilitated implementation for the review of Adverse Benefit
Determinations during MSHN Delegated Managed Care reviews

b. Upcoming Goals for Fiscal Year 2021 Ending, September 30,2021

e Conduct annual review and revisions to the MSHN Consumer Handbook to reflect contract
updates and regional changes

e Continue to develop, where applicable, MSHN standardized regional forms

e Continue reporting and monitoring customer service information

e Evaluate oversight & monitoring of regional grievances & appeals, in accordance with
customer service standards

e Increase the percentage met for the MSHN Denial, Appeal, Grievance, and Second Opinion
Report

e Continue to identify Educational Material/Brochures/Forms for standardization across the
region
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e Continue to explore regional Customer Service processimprovement
TEAM NAME: Behavior Treatment Review Work Group
TEAM LEADER: Sandy Gettel, MSHN Quality Manager
REPORT PERIOD: 10.01.2019 —-9.30.2020

Purpose of the Council or Committee:

The Behavior Treatment Plan Review Workgroup was established to ensure compliance and
oversight of the delegated function of Behavior Treatment Plan (BTP) Committees to the
CMHSP Participants in accordance with the Michigan Department of Community Mental
Health Medicaid Managed Specialty Supports and Services Contract, P.1.4.1 Behavioral
Treatment Review Standards. The BTR Workgroup is comprised of the MSHN Quality
Manager and the CMHSP Behavior Treatment Review staff appointed by the respective
CMHSP Chief Executive Officer/Executive Director, and other subject matter experts as
relevant. The BTR Workgroup is chaired by the MSHN Quality Manager.

Defined Goals, Monitoring, Reporting, and Accountability

e Maintain knowledge and implement the MDHHS Behavioral Treatment Standards.

e Demonstrate consistent use of physical interventions, restrictive and intrusive
interventions as interpreted by MSHN and MDHHS for consistency of reporting.

e Develop guidelines for restrictions requiring Behavior Treatment Plan approval.

e Develop regional training for use of initial and ongoing education related to behavior
treatment assessment, plan development and restrictive and intrusive intervention
identification.

e Report and review quarterly data as required for improvement efforts, interventions
and modifications to data collection as needed to ensure value.

Annual Evaluation Process:
a. Past Year’s Accomplishments: The BTRC had five (5) meetings during the reporting
period and in that time, they completed the followingtasks:

o The data review and topic discussions were transitioned to CLC. CLC tasked the
BTPR work group with training and competency development.

o Continued development of the guidelines for medications for behavioral control
with the Medical Directors.

o Development and utilization of the Frequently Asked Questions document to assist
with interpretations has been completed and will be ongoing; this has been
updated based on the MDHHS Behavior Work Group.

o A streamlined data collection process for restrictive and intrusive interventions,
emergency physical interventions, and 911 calls has been completed. The new
data collection began April 1st to allow for analysis by program and
streamline/combine two data collection processes to increase efficiencies. The
first submission was July 31st. Modifications have been recommended and made
to the data collection sheet to further clarify and provide valid information
pertaining to number of plans and programs.

6l | Page

Board of Directors Meeting Packet: March 2, 2021 Page 74



o Training for development of Behavior Treatment Plan and Person-Centered Plan
development including restrictions. Development work continues for formalized
regional training.

+ Received and reviewed regional BTPR quarterly reports, identified trends and areas
of improvement.

b. Upcoming Goals for Fiscal Year Ending, September 30, 2021

e Continue to gain knowledge of the Behavior Treatment Standards as interpreted
by MDHHS.

e Continue to finalize guidelines related to Medication for behavioral control in
collaboration with the Regional Medical Directors.

e Evaluate and monitor the development of the streamlined data collection process
for restrictive and intrusive interventions, emergency physical interventions, and
911 calls.

e Continue development of training plan for Behavior Treatment Plan and Person-
Centered Plan development including restrictions.

e Develop process to ensure restrictions are reviewed through BTPRC and PCP
development.

e Identify Standards or supported documentation related to BTPRC Processes and
regional consensus decisions.

e Develop competencies for BTP development.

¢ |dentify best practice guideline for BTPR committee meetings.
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TEAM NAME: Habilitation Supports Waiver (HSW) Workgroup
TEAM LEADER: Tera Harris
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the HSW Workgroup:

The HSW Workgroup was established to initiate and oversee coordination of the HSW program
for the region. The HSW Workgroup is comprised of the Waiver Coordinator and the Community
Mental Health Service Provider (CMHSP) HSW staff appointed by the respective CMHSP Chief
Executive Officer (CEO)/Executive Director. The HSW Workgroup is chaired by the Waiver
Coordinator. All CMHSPs are equally represented.

Responsibilities and Duties:

The responsibilities and duties of the HSW Workgroup shall include the following:

Advising the MSHN Waiver Coordinator.

Assist with the development, implementation, and operation of the HSW
program within the region, and supporting MSHN policies and procedures.
The workgroup representatives will be responsible for passing along
pertinent information to impacted team members at their CMHSP.

Reviewing and recommending changes and/or revisions to policies and
procedures and developing new policies and procedures as needed.
Evaluating the effectiveness of the HSW program.

Determining the appropriate strategy or approach to promote compliance
and detect potential violations and areas of risk as well as areas of focus,
consistent with sound clinical documentation and service billing practices.
Recommending and monitoring the development of internal systems and
controls to carry out the supporting policies as part of daily operations.
Reviewing audit results and corrective action plans, making
recommendations when appropriate.

Implementing processes that incorporate best practices and encourage
continuous quality improvement for HSW operations and service-related
outcomes.

Defined Goals, Monitoring, Reporting and Accountability

The established metrics and monitoring criteria originally identified in the replaced 1915(c) Waiver
to evaluate progress on the following primary goals:
Monitoring and oversight of slot allocation utilization and achieving and maintaining

95% utilization.
Identifying potential candidates for enrollment in the HSW.

Monitoring and oversight of the annual re-certification process, including overdue

re-certifications.
Monitoring and oversight of overdue Individual plans of service (IPOS);
Monitoring and oversight of overdue consents.

Implementation of the agreed upon corrective actions related to the Michigan

Department of Health and Human Services (MDHHS) HSW site review findings.
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e Compliance and oversight of the above identified areas.

e Monitoring and guidance related to Behavior Treatment standards for HSW
enrollees with such interventions.

e Implementation, monitoring and guidance with the Home and Community Based
Services (HCBS) rule change

MSHN HSW Workgroup Annual Evaluation Process

a.

Past Year’s Accomplishments

Separation of HCBS and HSW workgroups

Developed corrective action plan related to underutilization of HSW slot allocation
Implemented process for identifying potential HSW candidates for enrollment
Conducted region-wide training on the HSW process

Increased slot utilization to reach the 95% utilization standard set by MDHHS
Implemented updated recertification process that was effective 10/1/2019

Developed process for reviewing and monitoring initial applications and recertifications
for restrictive and intrusive techniques and/or Behavior Treatment Plans

Complied with MDHHS issued “Clarification of the Licensed Residential bed size in the
HSW Renewal”

Regional preparation for MDHHS HSW site review

Adjusted processes related to service delivery and administrative tasks due to COVID-19
pandemic

Upcoming Goals

Work to develop a corrective action plan related to MDHHS HSW findings
Implementation of corrective action plan related to MDHHS HSW findings

Continue to ensure 95% slot allocation utilization is maintained

Continue to identify potential HSW candidates for enrollment

Emphasize the importance of and encourage participation in regional HSW meetings and
trainings
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TEAM NAME: Children’s Waiver Program Workgroup
TEAM LEADER: Tera Harris
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the CWP Workgroup:

The CWP Workgroup was established to initiate and oversee coordination of the CWP for the
region. The CWP Workgroup is comprised of the MSHN Waiver Coordinator and the Community
Mental Health Service Provider (CMHSP) CWP staff appointed by the respective CMHSP Chief
Executive Officer (CEO)/Executive Director. The CWP Workgroup is chaired by the MSHN Waiver
Coordinator. All CMHSPs are equally represented.

Responsibilities and Duties:

The responsibilities and duties of the CWP Workgroup shall include the following:

Advising the MSHN Waiver Coordinator.

Assist with the development, implementation, and operation of the CWP within the
region, and supporting MSHN policies and procedures.

The workgroup representatives will be responsible for passing along pertinent
information to impacted team members at their CMHSP. Reviewing and
recommending changes and/or revisions to policies and procedures and developing
new policies and procedures as needed.

Evaluating the effectiveness of the CWP program.

Determining the appropriate strategy or approach to promote compliance and
detect potential violations and areas of risk as well as areas of focus, consistent with
sound clinical documentation and service billing practices.

Recommending and monitoring the development of internal systems and controls to
carry out the supporting policies as part of daily operations.

Reviewing audit results and corrective action plans, making recommendations when
appropriate.

Implementing processes that incorporate best practices and encourage continuous
quality improvement for CWP program operations and service-related outcomes.

Defined Goals, Monitoring, Reporting and Accountability

The intent of this program is to provide Home and Community Based Waiver Services, as
approved by Centers for Medicare and Medicaid Services (CMS) for children with developmental
disabilities who meet a certain level of care, along with state plan services in accordance with the
Medicaid Provider Manual.

e Assess eligibility for the CWP
e Carry out administrative tasks for CWP
o Initial Pre-Screen Eligibility, Application, and Service Start,
Annual Recertification,
Disenrollments,
Age-Offs,
CWP Slot Transfer (as appropriate), and
CWP Financial Monitoring

0O O O O O
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Ensure that services are provided within the amount, scope, and duration as specified in
the Individual Plan of Service (IPOS)

Ensure each CMHSP has policies and procedures addressing the standards of the CWP,
Assist CMHSPs to ensure that rendering providers have appropriate training and
credentialing

Implementation of corrective action to Michigan Department of Health and Human
Services (MDHHS) CWP site review findings

Support compliance and oversight of the above identified areas

MSHN CWP Workgroup Annual Evaluation Process

a. PastYear’s Accomplishments

Reviewed and approved draft CWP policies and procedures

Development and distribution of monthly CWP reports

Development and distribution of monthly overdue and coming due reports for each
CMHSP

Development and approval of CMHSP and PIHP forms for Prior Review and Approval
Requests (PRARs)

Development and approval of transfer form for intra-regional and inter-regional case
transfers

Regional preparation for MDHHS CWP site review

Completion of first year of delegated site reviews for CWP program specific standards
Adjusted processes related to service delivery and administrative tasks due to COVID-19
pandemic

b. Upcoming Goals

Work to develop a corrective action plan related to MDHHS CWP findings

Implementation of corrective action plan related to MDHHS CWP findings

Support the process to provide delegated site reviews based on MDHHS finding for FY21
Continue to work to ensure the entire region is prepared to support individuals needing
the supports of the CWP

Emphasize the importance of and encourage participation in regional CWP meetings and
trainings.
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TEAM NAME: Serious and Emotionally Disturbed (SED)Waiver Workgroup
TEAM LEADER: Barb Groom
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the SEDW Workgroup:

The SEDW Workgroup was established to initiate and oversee coordination of the SEDW for the

region.

The SEDW Workgroup is comprised of the MSHN Waiver Coordinator and the

Community Mental Health Service Provider (CMHSP) SEDW staff appointed by the respective
CMHSP Chief Executive Officer (CEQ)/Executive Director. The SEDW Workgroup is chaired by the
MSHN Waiver Coordinator. All CMHSPs are equally represented.

Responsibilities and Duties:

The responsibilities and duties of the SEDW Workgroup shall include the following:

Advising the MSHN Waiver Coordinator.

Assist with the development, implementation, and operation of the SEDW within the
region, and supporting MSHN policies and procedures.

Reviewing and recommending changes and/or revisions to policies and procedures
and developing new policies and procedures as needed.

The workgroup representatives will be responsible for passing along pertinent
information to impacted team members at their CMHSP.

Evaluating the effectiveness of the SEDW program.

Determining the appropriate strategy or approach to promote compliance and
detect potential violations and areas of risk as well as areas of focus, consistent with
sound clinical documentation and service billing practices.

Recommending and monitoring the development of internal systems and controls to
carry out the supporting policies as part of daily operations.

Reviewing audit results and corrective action plans, making recommendations when
appropriate.

Implementing processes that incorporate best practices and encourage continuous
quality improvement for SEDW program operations and service-related outcomes.

Defined Goals, Monitoring, Reporting and Accountability

The intent of this program is to provide Home and Community Based Waiver Services, as
approved by Centers for Medicare and Medicaid Services (CMS) for children with Serious
Emotional Disturbances, along with state plan services in accordance with the Medicaid Provider
Manual.

e Assess eligibility for the SEDW
e Carry out administrative tasks for SEDW
o Initial Eligibility, Application, and Service Start,
Annual Recertification,
3" year Recertifications
Dis-enrollments
SEDW transfers, and
SEDW Financial Monitoring

O O O O O
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Ensure that services are provided within the amount, scope, and duration as specified in
the Individual Plan of Service (IPOS)

Ensure each CMHSP has policies and procedures addressing the standards of the SEDW;
Assist CMHSPs to ensure that rendering providers have appropriate training and
credentialing

Implementation of corrective action to Michigan Department of Health and Human
Services (MDHHS) SEDW site review findings

Provide support to ensure appropriate payments rendered for SEDW enrollees receiving
services

Support compliance and oversight of the above identified areas

MSHN SEDW Workgroup Annual Evaluation Process

Past Year’s Accomplishments:

Regional preparation for MDHHS SEDW site review.

Significant increase in overall enrollments of SEDW participants (over 60% during FY20);
Regional preparation of SEDW standards for each CMHSP.

Completion of first year of delegated site reviews for SEDW program specific standards.
Development and distribution of monthly SEDW reports.

Development and distribution of monthly overdue and coming due SEDW certifications.
Reviewed and approved draft SEDW policies and procedures.

Adjusted processes related to service delivery due to COVID-19 pandemic

Upcoming Goals:

Work to develop a corrective action plan related to MDHHS SEDW findings.

Continue to work to increase overall regional enrollments of SEDW.

Continue to work to ensure the entire network is prepared to support an individual
needing the supports tied to the SEDW.

Support the process to provide delegated site reviews based on MDHHS findings for
FY21.

Emphasize the importance of and encourage participation in regional SEDW based
trainings

68 | Page

Board of Directors Meeting Packet: March 2, 2021 Page 81



TEAM NAME: Autism Benefit Workgroup
TEAM LEADER: Barb Groom
REPORT PERIOD COVERED: 10.1.2019-9.30.2020

Purpose of the Autism Workgroup:

The Autism Benefit Workgroup was established to initiate and oversee coordination of the
autism benefit for the region. The Autism Benefit Workgroup is comprised of the Waiver
Coordinator and the Community Mental Health Service Provider (CMHSP) autism benefit staff
appointed by the respective CMHSP Chief Executive Officer (CEO)/Executive Director. The
Autism Benefit Workgroup is chaired by the Waiver Coordinator. All CMHSPs are equally
represented on this workgroup.

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

Defined Goals, Monitoring, Reporting and Accountability

The established metrics and monitoring criteria originally identified in the replaced 1915(i) State

Plan Amendment (iSPA) and as represented in the now-expanded Early and Periodic Screening,

Diagnosis and Treatment (EPSDT) benefit to evaluate progress on the following primary goals:

e Reduction and elimination of overdue re-evaluations

e Reduction and elimination of overdue Individual plans of service (IPOS);

e Reduction and elimination of individuals with an overdue service start date (90 days or
more);

e Reduction and elimination of WSA Cases whose hours of ABA are not within the IPOS
range for the intensity of service plus or minus a variance of 25%.

e Tracking of pending cases (only referred and awaiting an evaluation).

e Implementation of the agreed upon correction actions related to the Michigan Department
of Health and Human Services (MDHHS) Autism Benefit site review findings.
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e Assist CMHSPs with continuous monitoring to assure hours of behavioral observation and
direction are within MDHHS’ recommended range.

¢ Increase frequency and quality of Family Training encounters for those enrolled.

¢ Compliance and oversight of the above identified areas.

e Continuous efforts to support and encourage recruitment, training and retention of qualified
autism staff.

MSHN Autism Benefit Workgroup Annual Evaluation Process

a. LastYear’s Accomplishments:

Regional response to changes in MDHHS AUT Section leadership and practices.

Regional response and compliance with changes to QBHP credentialing requirements.
Regional response and compliance with changes to BCBA licensure requirements as of
1.1.20.

Regional participation and leadership around the MSU Family Guidance project.
Collaboration with Autism Operations Workgroup on development of a standardized
regional contract for autism services.

Coordination of ABA provider audits and credentialing reciprocity

Regional response and coordination of modifications to service delivery during the COVID-
19 pandemic

b. Upcoming Goals

Continue to monitor and modify processes related to COVID-19 service delivery.
Distribute information on the results of the Family Guidance project to the network,
including families.

Work to prepare for the MDHHS on-site autism review in 2021.

Continue to work to improve quality provider network capacity.

Continue efforts to reduce instances of individuals experiencing an overdue service start
date for ABA.
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SECTION THREE-EVALUATION AND PRIORITIES

The QAPIP is reviewed annually for effectiveness. The review includes the components of the QAPIP, the performance measures, and

improvement initiatives, as required based on the MDHHS PIHP contract, and the BBA standards. In addition to ensuring the components
continue to meet the requirements each strategic initiative priority is reviewed to determine if the expected outcome has been achieved.
Following the review of the Annual QAPIP Report, recommendations are made for the Annual QAPIP Plan. The Board of Directors receives the
Annual QAPIP Report and approves the Annual QAPIP Plan for following year. The measurement period for this annual QAPIP Report is October 1,
2019 through September 30, 2020. The scope of MSHN’s QAPIP is inclusive of all CMHSP Participants, the Substance Use Disorder Providers, and
their respective provider networks.

I.  ANNUAL EFFECTIVENESS REVIEW OF QAPIP PRIORITIES-FY20
MSHN evaluates the process for which each element of the QAPIP requirements are implemented throughout the PIHP. Those indicators with an *
indicate improvement efforts were required as a result of an external review. A status of completed/continue indicate the process has been
completed and will be ongoing for monitoring purposes or requirements set forth by an external regulatory body. A status of “In Progress”
indicates continued development work or monitoring is needed to ensure effectiveness is occurring prior to receiving a status designation of
“Completed”. Goal statements are included for areas resulting in a corrective action plan from an external review. Recommendations are based on
feedback from external reviews and/or based on the evaluation of the QAPIP Plan from FY20.

Strategic Goal

Organizational Structure and
Leadership

Evaluation Method

Status/Recommendations/Goals

Enhance Regional
Quality &
Compliance

MSHN will have an adequate
organizational structure with
clear administration and
evaluation of the QAPIP

e The annual QAPIP Plan Description
e The annual QAPIP Report

e Completed/Continue
Recommendation: Development of MSHN process to

monitor progress of the quality workplan quarterly,
inclusive of other departments.

Board of Directors will approve
the QAPIP Plan and Report

e The Final QAPIP Report
e The Final QAPIP Plan

Board of Directors Meeting Minutes

e Completed/Continue
Recommendation: Evaluate and modify time frames to

ensure Board approval is received before 1.31.2022.

Board of Directors review QAPIP
Progress Reports

Balanced Score Card. Attachment 16
FY2020 Balanced Scorecard.

e Completed/Continue
Recommendation: Utilize Compliance, Quality, Customer

Services Department Report for Board review.

Include the role of recipients of
service

e The QAPIP Plan Description
e The Annual Member Experience Surveys

e Completed/Continue
e Completed
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Strategic Priority

Communication of Process and
Outcome Improvements

Evaluation Method

Status/Recommendations/Goals

Enhance Regional
Quality &
Compliance

*The QAPIP Plan and Report will
be provided annually to network
providers and to members upon
request.

e Completed Board approved QAPIP

Evaluation/Report posted to the MSHN
Website, distributed through
committee/councils, MSHN Constant
Contact, and email distribution. Evidence
of CMHSP providers receiving the QAPIP is
obtained during the DMC Reviews.

e Completed/Continue

Strategic Priority

Quantitative/Qualitative
Assessment of Member
Experiences

Evaluation Method

Status/Recommendations/Goals

Improve the Role
of MSHN
Consumers and
Key Stakeholders

MSHN will provide annual
opportunities for consumer
feedback related to member
experiences.

e Annual Assessment of Recovery

completed annually.
Attachment 3. RSA -PIP

e Annual Consumer Satisfaction Survey

completed annually (MHSIP, YSS, SUD
Satisfaction Survey, NCl Summary).

e Provider Survey will be completed.

Attachment 15. Strategic Workforce
Summary

e Completed/Continue
e Completed/Continue
e Completed.

MSHN will improve
behavioral health
services and
supports and
outcomes for all
populations served

*Trends, patterns, strengths and
opportunities for improvement
identified.

e Report of Consumer Satisfaction Survey
will be completed annually.

Attachment 5. MSHN Annual Satisfaction

Survey Report

Attachment 6. NCl Summary

e Completed/Continue

Goal:

MSHN will distribute survey/assessments for each
representative population served, inclusive of LTSS,
with development of action plan to address areas of
dissatisfaction biennially. MSHN will demonstrate an
80% rate of satisfaction for each representative
population.
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Strategic Priority

Safety and Risk Monitoring (Event
Monitoring and Reporting)

Evaluation Method

Status/Recommendations/Goals

MSHN will improve
behavioral health
services and
supports and
outcomes for all
populations served

MSHN will adhere to Critical
Incident Reporting requirements
to MDHHS

e  Monthly submissions to Critical Incident
Reporting System.

e Sentinel Event Reporting to MDHHS as
required.

e Completed/Continue
e Completed/Continue

*MSHN will identify trends,
patterns, strengths and
opportunities for
improvement.

e C(Critical Incident/Sentinel Event
Performance Reports completed
quarterly.

Attachment 8. MSHN Critical Incident
Performance Summary CMHSP
Attachment 7. MSHN Critical Incident
Performance Summary SUDP

e Completed/Continue
Goal: Will demonstrate a 100% completion rate of
Critical Incident/Event Performance Summaries
each quarter for CMHSP Participants and SUD
Providers.

Recommendation:
Develop electronic process for sentinel event
submissions.

MSHN will conduct annual
oversight of CMHSP.

e Providers will upload data as required.

e Delegated Managed Care Review will
conduct primary source verification and
ensure a process exists for follow up
related to recommendations and
improvement plans are completed.

e Completed/Continue
e Completed/Continue

Strategic Priority

Medicaid Event Verification

Evaluation Method

Status/Recommendations/Goals

Public resources are
used efficiently and
effectively

MSHN will verify delivery of
services billed to Medicaid

e The completion of the PIHP Medicaid
Event verification reviews of CMHSPs and
SUD Providers.

e Completed/Continue

MSHN will annually identify
trends, patterns, strengths and
opportunities for improvement.

e The MEV Annual Methodology Report will
be completed and reviewed with QIC and
Compliance committee annually.
Attachment 9. MEV Methodology Report

e Completed/Continue

MSHN will submit report annually

to MDHHS as required.

e The annual MEV Methodology Report will
be submitted to MDHHS as required.

e Completed/Continue
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Strategic Priority

Utilization Management Plan

Evaluation Method

Status/Recommendations/Goals

Public resources are
used efficiently and
effectively

MSHN UM Committee develops
standards for utilization
management annually.

The MSHN Utilization Management Plan
is reviewed annually.

Attachment 13. UM Plan

e Completed/Continue

MSHN identifies trends, patterns of
under / over utilization, strengths
and opportunities for improvement
are identified.

MSHN Utilization Management Plan.
MCG Reports; LOCUS/CAFAS Outlier
Reports.

Attachment 13. UM Plan

e Completed/Continue

*MSHN will have a process to
monitor and ensure that, for
service authorization decisions
not reached within required time
frames Adverse Benefit
Determinations (ABD) notices will
be completed.

Delegated Managed Care Review (DMC)
review. ABD Policies and Procedures.
Primary Source Verification

e Completed/Continue

Goal: MSHN will demonstrate an improvement in
in the compliance rate with the ABD notice
requirements.

Strategic Priority

Utilization Management Plan

Evaluation Method

Status/Recommendations/Goals

MSHN will improve
access to supports and
services.

*MSHN will have a documented
process for extending service
authorization timeframes as for
select circumstances.

DMC Review. Policies and Procedures

e Completed/Continue.

Goal: MSHN'’s Provider Network will demonstrate
improvement in the compliance rate with the
required timeframes for service authorizations.

MSHN will utilize uniform screening
tools and admission criteria

Attachment 13. Utilization Management
Plan

e Completed/Continue

Strategic Priority

Practice Guidelines

Evaluation Method

Status/Recommendations/Goals

Improve access to
services and supports

*MSHN Communication of
practices guidelines

QAPIP and related policies/procedure will
include a process for communicating
practice guidelines.

e Completed/Continue
Goal: MSHN will demonstrate full compliance
with communication of practice guidelines.

CMHSP Implementation of Practice
Guidelines

MSHN desk review will verify local
implementation of practice guidelines.

e Completed/Continue
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Strategic Priority

Oversight of "Vulnerable People"

Evaluation Method

Status/Recommendations/Goals

MSHN will improve its
population health and
integrated health
activities

CMHSPs monitor health, safety and
welfare of
individuals served

e Biennial DMC site reviews-clinical record
reviews.
e Performance Measures.

Completed/Continue
Completed/Continue

Trends, patterns, strengths and
opportunities for improvement
identified.

e Individual corrective action plans will
be completed for areas out of
compliance.

e Annual/quarterly reports will be
completed to identify regional action for
improvement.

Attachment 2. Diabetes Monitoring

Attachment 4. Priority Measures

Attachment 6. NCl Summary

Attachment 7, 8. Critical/Sentinel Event,

Attachment 10. Behavior Treatment Summary

Attachment 11. Population Integrated Care

Report/Plan

Completed/Continue
Completed/Continue

Strategic Priority

Autism Waiver Monitoring

Evaluation Method

Status/Recommendations/Goals

MSHN will improve
access to services and
supports
MSHN will improve
access to services and
supports

MSHN will complete quarterly
analysis of data to include trends,
patterns, strengths and
opportunities for improvement.

e Autism Performance Reports completed
quarterly.

Attachment 12. Behavioral Health Quarterly

Report

Completed/Continue

*MSHN will monitor and conduct
oversight of CMHSP Autism Benefit
program requirements and
corrective action related to the
MDHHS site review

e DMC Review. Will conduct primary
source verification and ensure a process
exists for follow up related to
recommendations and ensuring
improvement plans are completed.

Completed/Continue
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Strategic Priority

Behavior Treatment

Evaluation Method

Status/Recommendations/Goals

MSHN will improve
behavioral health
services and supports
and outcomes for all
populations served

MSHN will complete quarterly
analysis of data to include trends,
patterns, strengths and
opportunities for improvement.

e BTR Performance Reports completed
quarterly. Attachment 10.

e Completed/Continue
Recommendations:

Modify goals to address restrictive and intrusive
interventions in IPOS's.

MSHN will conduct oversight of
CMHSP.

e DMC Review will conduct primary
source verification and ensure a process
exists for follow up related to
recommendations and improvement
plans are completed.

e Completed/Continue

Strategic Priority

Credentialing, Provider
Qualification and Selection

Evaluation Method

Status/Recommendations/Goals

Enhance Regional
Quality & Compliance

*MSHN will develop process to
ensure CMHSP and SUD Providers
adhere to MSHN credentialing

policy

Delegated Managed Care Review will
ensure credentialing is completed as
required.

e Completed/Continue

Monitoring of the effectiveness of the new
process is in progress.

*CMHSP and SUD Providers
adherence to MSHN
credentialing policy

Delegated Managed Care Review will
ensure credentialing is completed as
required. Monitoring of the
effectiveness of the new process is in
progress

e Completed/Continue

Goal: MSHN’s Provider Network will
demonstrate an increase in compliance
with the MDHHS/MSHN staff qualification
and credentialing/recredentialing
requirements.

Strategic Priority

Provider Monitoring

Evaluation Method

e Status/Recommendations/Goals

Enhance organizational
quality & compliance

CMHSP annual monitoring of
provider subcontractors

MSHN monitoring of CMHSPs and
SUD Provider Network compliance

Full review of DMC standards is
completed biennially. New standards
and required corrective action are
completed in the interim year.

e Completed/Continue
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Strategic Priority

External Reviews/Monitoring

Evaluation Method

Status/Recommendations/Goals

Enhance organizational
quality & compliance

Will coordinate external reviews
with the CMHSPs and SUDP
Providers.

HSAG PMV Final Report

HSAG Compliance Review Final Report
MDHHS SUD Final Report

MDHHS Waiver Review Final Report
MDHHS Autism Final Report
Attachment 14 R5 MSHN EQR TR Follow up

e Completed

Recommendation: Develop process for improved
BH-TEDS Data Quality

Recommendation: Add improvement plans

resulting from partial compliance to the QAPIP
Work Plan.

Will develop an improvement plan
to address the findings and
incorporate into the QAPIP
workplan.

e HSAG Compliance Review Final CAP
e MDHHS Waiver Review Final CAP
e MDHHS Autism Final CAP

Attachment 15 R5 MISHN EQR TR Follow up

e Completed
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. Annual Strategic Plan Priorities Review

The strategic plan includes objectives and tasks related to each priority and goal. The evaluation method includes examples of evidence
supporting the status. A status of completed/continue indicate the process has been completed and will be ongoing for monitoring purposes or
requirements set forth by an external regulatory body. A status of “In Progress” indicates continued development work or monitoring is needed
to ensure effectiveness is occurring prior to receiving a status designation of “Completed”. Any recommendations will be included within the
quality work plan.

Better Health

Improve Population and Integrated Health Activities

Strategic Objective Task/Activity Evaluation Method Status

MSHN will expand the use and adoption of | 1. MSHN will improve and standardize Examples of Data e Completed/Continue
the Regional Electronic Medical processes for exchange of data between Exchange completed

Information (REMI) System and other MSHN and MHPs; CMHSPs and MSHN. e MMBPIS Affiliate

applicable software platforms in use MSHN and SAPT Providers and will facilitate Upload and

across the region to support improved CMHSP-to-CMHSP data exchange in order to

aggregation
e Critical Incident
reporting system
e COVID Response File
e BH-ADT records
e Provider Directory

population health outcomes, coordinated | reduce duplication when gathering needed
and integrated care activities, information for reporting.
effectiveness and efficiency.

Upload
MSHN will work with CMHSPs to 1. MSHN will continue to monitor and e See performance e Completed/Continue
MONITOR key indicators, supported by increase performance related to selected measurement data
MSHN data analysis tools and analytics, priority measures, key performance
such that these metrics inform both indicators and MDHHS’s required metrics.

regional and county contractual
performance targets, and are value added
for decision making at councils,
committees and board governance levels
at MSHN and at all CMHSPs.
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Better Care

Improve Access to Care

Strategic Objective

MSHN and participating CMHSPs establish
processes to assist individuals served in
maintaining eligibility for Medicaid and/or
Healthy Michigan Program coverage.

Task/Activity Evaluation Method Status

1. MSHN will monitor CMHSP and SAPT e Medicaid Event Verification e Completed/Continue
provider consumer verification practices Site Review Process

through its site review process and Medicaid

event verification audit.

1. Fully implement the region's access and e Development of access and e Completed
authorization practice guidelines to achieve a authorization guidelines

common benefit.

2. Standardize practices for documentation of e Development within the e Completed
medical necessity to assure people are appropriate committee in

receiving an appropriate scope, duration and collaboration with the

intensity of care. CMHSP participants

3. MSHN will ensure there are uniform access e Development within the e Completed

and utilization management criteria in place
and will monitor admissions and denials for
conformity with the established criteria.

appropriate committee in
collaboration with the
CMHSP participants

Improve the Role of MSHN Consumers and

Key Stakeholders

Strategic Objective

Task/Activity

Evaluation Method

Status

Stakeholder feedback demonstrates
effective, efficient, and collaborative
operations.

1. Deploy a survey tool to measure participating
provider satisfaction and achieve 80%
satisfaction with the effectiveness and efficiency
of MSHN's processes and communications.

Work Force Survey
Provider Satisfaction Survey

Regional Committee /Council
Survey

e Completed
® In Progress
e Completed

MSHN will improve and integrate
stakeholder and consumer input and
utilize compiled input to improve system
performance and provide feedback to
stakeholders on systems improvements
made.

1. Improve communications linkages between e Indevelopment ° In progress
provider input forums, executive leadership,

and governance.

2. Evaluate feasibility of survey consolidation e Provider Survey e In Progress

and streamlining.

Consumer Experience
Report

Completed/Continue
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Enhance Regional Quality and Compliance

Strategic Objective

Task/Activity

Evaluation Method

Status

MSHN will provide leadership on
improving the consistency and
implementation of person-centered
planning, self- determination, and
independent facilitation in the region.

1. MSHN will strengthen MSHN QAPI reviews of
person-centered planning, independent
facilitation, and self-determination
implementation in its provider network
oversight activities.

e Improvements to the DMC
Site Review Process

e |n progress

2. MSHN will use data gathered in its provider
network oversight activities to develop specific
training and/or learning communities to
strengthen person-centered planning,
independent facilitation, and self-determination
implementation.

e Improvements to the DMC
Site Review Process

e |n progress

Better Value

Regional Public Policy Leadership Supports

Improved Health Outcomes and System Stability

Strategic Objective

Task/Activity

Evaluation Method

Status

MSHN will ensure consistent,
standardized, and cost-effective
operations and will position the region for
continued success regardless of payer
structure.

1. MSHN ensures full implementation of agreed
upon regionally standardized processes at all
CMHSPs/PIHP.

e BTPRC, MMBPIS, RSA,
Critical Incidents,
Satisfaction Survey

e Completed/Continue

2. MSHN evaluates penetration rate, cost and
other metrics and addresses undesirable
variation through its councils and committees to
promote standardized, consistent, and cost-
effective operations across the region.

e See performance
measurement data

e Completed/Continue

MSHN's Provider Network Management
Systems are effective and efficient.

1. MSHN publishes provider performance data to

consumers and the public.

e Available on Website

e Completed/Continue
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Better Provider System

MSHN ensures that it engages a provider network with adequate capacity and competency

Strategic Objective Task/Activity

Evaluation Method

Status

MSHN enhances existing quality assessment
and performance improvement systems that
promote continuous improvement and

1. MSHN will develop and begin
reporting on the provider scorecard.

e MMBPIS, Adverse Event

Reporting, Satisfaction
Survey

® |n Progress

enhanced accountability for clinical and fiscal

; 2. MSHN will strengthen regional
performance.

performance improvement systems in
the SAPT provider network.

® Reporting has been

completed for performance
measures as identified.

e Complete/Continue

3. MSHN will provide training and
education related to data integrity,
reporting standards, use of data in
decision making and provider
development.

e Documentation and

training completed during
committee /council/work
group meetings.

e Completed/Ongoing

4. MSHN will integrate fiscal information
and performance results into its quality
assessment and performance
improvement systems.

® Incorporate Financial

oversight into the DMC
Process for improvement.

e Completed/Continue

MSHN engages in activities to simplify
administrative complexity and enhance
provider satisfaction.

2. MSHN will develop internal functional
area annual plans (inclusive of provider
responsibilities related to strategic
projects/initiatives, and operational
requirements such as audits, annual
plans, reporting requirements, etc.) To
identify overlap/redundancy and
opportunities for cross functional
collaboration to streamline processes.

e Currently an efficiency

review is occurring to
specifically identify areas
of overlap and
recommend additional
collaboration and
streamlined processes.

® |n Progress
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Il. Annual Performance Measurement Review

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

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 its CMHSP Participants and
Substance Use Disorder Providers are measuring performance through The Michigan Mission Based Performance Indicator System in addition to
key performance indicators established by MSHN. Performance is monitored quarterly. When minimum performance standards or
requirements are not met, CMHSP Participants/SUD Providers will submit a form identifying causal factors, interventions, implementation
timelines, and any other actions they will take to correct undesirable variation. Regional trends are identified and discussed at the QIC for
regional planning efforts and coordination. The effectiveness of the action plan will be monitored based on the re-measurement period
identified. A status of “met” indicates MSHN met the standard for all four quarter of FY20. A status of “not met”’ indicates 1 or more quarter did
not meet the identified standard.

Goal: MSHN will meet or exceed the Michigan Mission Based Performance Indicator System standards for Indicators 1, 4, 10 as required by
MDHHS.

MSHN did not meet the goal as indicated in Attachment 2 for indicator 10a: The percentage of children who had a re-admission to psychiatric
unit within 30 days.

Indicator Assigned Status
Committee

Michigan Mission Based Performance Indicator System

Indicator 1: Percentage of Children/Adults who received a Prescreen within 3 hours of request (Standard is 95% or above) Qlc Met
Indicator 2: (Discontinued March 31, 2020) Initial Assessment within 14 Days - Children/Adults (Standard is 95% or above) QlC Met
Indicator 2a: (Effective April 1, 2020) The percentage of new persons during the quarter receiving a completed bio | QIC NA

psychosocial assessment within 14 calendar days of a non-emergency request for service. Ml-adults, MI-children, IDD-
adults, IDD-children. (No standard the first year)
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Michigan Mission Based Performance Indicator System Assigned Status
Committee

Indicator 2e: (Effective April 1, 2020) The percentage of new persons during the quarter receiving a face-to-face service for | QIC NA

treatment or supports within 14 calendar days of a non-emergency request for service for persons with Substance Use

Disorders.(No standard the first year)

Indicator 3: (Discontinued March 31, 2020) Start of Service within 14 Days (Standard is 95% or above) QlC Not Met

Indicator 3: (Effective April 1, 2020) The percentage of new persons during the quarter starting any needed on-going | QIC NA

service within 14 days of completing a non-emergent biopsychosocial assessment. Ml-adults, MlI-children, IDD-adults, and

IDD-children). (No standard the first year)

Indicator 4a: Follow-Up within 7 Days of Discharge from a Psychiatric Unit (Standard is 95% or above) Qlc Met

Indicator 4b: Follow-Up within 7 Days of Discharge from a Detox Unit (Standard is 95% or above) Qlc Met

Indicator 10: Re-admission to Psychiatric Unit within 30 Days (Standard is 15% or less) Qlc Not Met

Performance Improvement Projects

MDHHS requires the PIHP to complete a minimum of two performance improvement projects per year. Data collected through the performance
improvement projects are aggregated, analyzed and reported through QIC meeting, regional Medical Directors, and/or other relevant
committees/councils. MSHN participated in two performance improvement projects during FY20.

Recovery Self- Assessment
Goal: To increase the degree to which CMHSP participants and SUD Providers implement recovery-oriented practices.
MSHN met the goal as indicated in Attachment 3 The MSHN Recovery Self-Assessment-Performance Improvement Project.

Diabetes Monitoring

Goal: The percentage of members 18—64 years of age with schizophrenia and diabetes who had both an LDL-C test and an HbAlc test during the
measurement year. (standard is 7% increase from baseline).

MSHN met the goal of 7% increase as indicated in Attachment 4 The MSHN Diabetes Monitoring — Performance Improvement Project Diabetes
Monitoring. MSHN did not achieve a status of “Met” on the External Quality Review Performance Improvement Validation Report. The percent
increase did not demonstrate statistically significant improvement.

Performance Improvement Projects Assigned Status
Committee
PIP — The degree to which programs implement recovery-oriented practices. (Annual Standard is >=3.50) QlC Met
PIP - The percentage of members 18—64 years of age with schizophrenia and diabetes who had both an LDL-C test and an | QIC Met (not
HbA1c test during the measurement year. (Standard is 7% increase from baseline) HEDIS Diabetes Monitoring Report validated)
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Key Priority Measures

Goal: MSHN, through the CMHSPs, will demonstrate performance above the required standard for each priority measure to ensure optimal
health, safety, and welfare of the individuals served. Identification of trends, patterns, strengths and opportunities for improvement will be

completed quarterly.

MSHN met the standard for nine of the eleven measures used to monitor the health, safety and welfare of individuals served as indicated in the

table below and the following attachments:
Attachment 16 Behavioral Health Quarterly Report
Attachment 15 Integrated Population Health Integrated Care Report

Key Priority Measures

The percentage of discharges for adults who were hospitalized for treatment of selected mental iliness or intentional self-harm
diagnoses and who had a follow-up visit with a mental health practitioner within 30 days after discharge. FUH Report, Follow-Up
After Hospitalization Mental lliness Adult (Standard-58%)

Qic

Met

The percentage of discharges for children who were hospitalized for treatment of selected mental illness or intentional self-
harm diagnoses and who had a follow-up visit with a mental health practitioner within 30 days after discharge. Follow-Up After
Hospitalization Mental Iliness Children (Standard-70%)

Qic

Met

The percentage of patients 8-64 years of age with schizophrenia or bipolar disorder who were dispensed an antipsychotic
medication and had a diabetes screening test during the measurement year. Diabetes Screening Report (Perform higher than
Michigan)

Qic

Met

The percentage of individual 25 to 64 years of age with schizophrenia or bipolar who were prescribed any antipsychotic
medication and who received cardiovascular health screening during the measurement year. Cardiovascular Screening (Increase
from previous measurement period)

CLC

Not Met

The percentage of members 6-12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication,
who had one follow-up visit with practitioner with prescribing authority during the 30-day Initiation Phase. FU Children ADHD
Med Initiation Phase

CLC

Met

The percentage of members 6-12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication,
who remained on the medication for at least 210 days and who, in addition to the visit in the Initiation Phase, had at least two
follow-up visits with a practitioner within 270 days (9 months) after the Initiation Phase ended. FU Children ADHD Med
Continuation & Monitoring (C&M) Phase

CLC

Not Met

Plan All-Cause Readmissions-The number of acute inpatient stays during the measurement year that were followed by an
unplanned acute readmission for any diagnosis within 30 days. (<=15%)

uM

Met

The percentage of members 20 years and older who had an ambulatory or preventative care visit. Adult Access to Care (>=75%)

UM

Met

The percentage of members 12 months-19 years of age who had a visit with a PCP. Children Access to Care (>=75%)

uM

Met

The percentage of patients who initiated treatment and who had two or more additional services with a diagnosis of AOD within
(34)30 days of the initiation visit (Initiation of Alcohol and Other Drug (AOD) Treatment, (above national numbers)

CLC

Met
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Event Reporting (Safety and Risk Monitoring)

Goal: MSHN will submit critical incidents as required by MDHHS, analyzing the data quarterly, identifying trends, patterns, strengths and

opportunities for improvement.

Goal: MSHN will complete oversight for delegated activities related to critical incidents.
MSHN has submitted all reported critical incidents and completed oversight of the delegated activities of the CMHSPs.

Attachment 10 MSHN SUDTP Critical Incident Performance Summary

Safety and Risk Monitoring (Adverse Events)

The rate of arrests, per 1000 persons, served will demonstrate a decrease from previous year. Qlc Not Met
The rate, per 1000 persons served, of persons who received emergency medical treatment for an injury or medication error will | QIC Met
demonstrate a decrease from previous year.

The rate, per 1000 persons served, of individuals who were Hospitalized for an injury or medication error will demonstrate a | QIC Met
decrease from previous year.

The rate, per 1000 persons served, of Non-Suicide Death will demonstrate a decrease from previous year. Qlc Not Met
The rate, per 1000 persons served, of Suicide Deaths will demonstrate a decrease from previous year. Qlc Not Met
The rate, per 1000 persons served, of Sentinel Events will demonstrate a decrease from previous from previous year. Qlc Not Met

Behavior Treatment Review Data

Goal: MSHN will collect data as required by MDHHS, analyzing the data quarterly, identifying trends, patterns, strengths and opportunities for

improvement.

Goal: MSHN will complete oversight for delegated activities related to Behavior Treatment.

MSHN met the goals as indicated in Attachment 11 Behavioral Treatment Performance Summary. MSHN has completed oversight to ensure
compliance with MDHHS Behavioral Standards, all CMHSP participants did not receive full compliance with the MDHHS Behavioral Standards as

indicated in the MDHHS 1915 HCBS Waiver Review.

Attachment 11 Behavior Treatment Performance Summary

Behavior Treatment Review Data

The percent of individuals who have an approved Behavior Treatment Plan which includes restrictive and intrusive techniques will
decrease from previous year.

Qic

Not Met

The percent of emergency physical interventions per person served during the reporting period will decrease from previous year.

Qic

Met

The percent of incidents per consumer served requiring phone calls made by staff to police for behavioral assistance during the
reporting period will decrease from previous year.

Qic

Met
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Assessment of Member Experiences and Stakeholder Feedback

The aggregated results of the surveys and/or assessments were collected, analyzed and reported by MSHN in collaboration with the QI Council,
the Clinical Leadership Committee, and Regional Consumer Advisory Council, who identified areas for improvement and made recommendations
for action and follow up as appropriate. Regional benchmarks and/or national benchmarks were used for comparison. The Ql Council in
collaboration with other committees/councils determined appropriate action for improvements. The findings were incorporated into program
improvement action plans. Actions are taken on survey results of individual cases, as appropriate, to identify and investigate sources of
dissatisfaction and determine appropriate follow-up at the CMHSP Participant/SUD Provider level. The reports have been presented to the MSHN
governing body, the Operations Council, Regional Consumer Advisory Council, CMHSP Participants and SUD Providers, and accessible on the
MSHN website, Findings are also shared with stakeholders on a local level through such means as advisory councils, staff/provider meetings and
printed materials.

Goal: MSHN will provide opportunities for consumer feedback related to member (all populations served) experiences. MSHN will analyze trend
patterns, strengths, and opportunities for improvement.

MSHN met the goal based on the comprehensive score of each survey. Performance as it relates to individual subscales can be found in the
following attachments:

Attachment 7 The Annual Satisfaction Survey Report

Attachment 8 The National Core Indicator Summary

Attachment 18 The MSHN Strategic Work Force Summary

Attachment 4 The Recovery Self-Assessment

Stakeholder Feedback

| am involved in my community and organization (RSA-Involvement) (>=3.5) QlC Met
Services | receive are tailored to my wants and needs (RSA-Individually Tailored Services) (>=3.5) Qlc Met
| am given opportunities to discuss or be connected to my diverse treatment needs (RSA Diversity of Treatment) (>=3.5) Qlc Met
| am given choices about my treatment and care that | receive (RSA-Choice) (>=3.5) QlC Met
Staff support and encourage me in various ways to fulfill my life goals (RSA-Life Goals) (>=3.5) Qlc Met
| am satisfied with the services | receive. (MHSIP/YSS/SUD Satisfaction Survey-Comprehensive Score (>=3.5) QlC Met
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Medicaid Event Verification
Goal: MSHN will verify delivery of services through oversight of the claims and encounters submitted to Medicaid.
MSHN will identify trends, patterns, strengths, and opportunities for improvement, reporting annually to MDHHS.

MSHN met the goal as indicated in Attachment 12 MSHN FY2020 Medicaid Event Verification Methodology Report

Medicaid Event Verification

Medicaid Event Verification review demonstrates improvement of previous year results with the documentation of the | QIC Met
services provided falling within the scope of the service code billed (CMHSP results).
Medicaid Event Verification review demonstrates improvement of previous year results with the service being included in | QIC Met

the persons individualized plan of service (SUD results).

External Reviews
The following external reviews were completed for FY20:
e MDHHS 1915 c Waiver Review-Partial Compliance
e MDHHS SUD Review-Full Compliance
e HSAG Performance Measure Validation Review-Full Compliance
e HSAG Compliance Review-Partial Compliance
e HSAG Performance Improvement Project-Not Met

Based on the external reviews the following areas have been identified for corrective action by MDHHS or HSAG for MSHN in coordination with the
CMHSP participants.
e Individual Plan of Service (IPOS) development and implementation (includes coordination with ABA providers, amount scope and duration,
measurable goals, authorization of services)
e Credentialing and staff qualification requirements (ABA and waiver programs)
e Qualitative and quantitative assessments for each representative population served annually with development of action plan to address
findings.
e Adverse Benefit Determinations time frames
e Appeal Resolution Notice content requirements
e PIP-Obtain statistical improvement from previous reporting period.
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Recommendations:
Goal: MSHN will demonstrate an increase in compliance for IPOS development and implementation. (includes coordination with ABA providers)

Goal: MSHN inclusive of CMHSP participants and SUD Network Providers will demonstrate an increase in compliance with the MDHHS/MSHN staff
qualifications and credentialing and recredentialing requirements.

Goal: MSHN will achieve full compliance for completion of assessments for each representative population served.

Goal: MSHN will demonstrate an increase in compliance with Adverse Benefit Determinations in accordance with MDHHS requirements.

Goal: MSHN will achieve a status of “Met” for the Performance Improvement Project Validation Review.

Refer to the specific site review report for complete details.
Refer to QAPIP priorities/work plan for action steps.

Autism Review
Percent of individuals eligible for autism benefit enrolled within 90 days with a current active IPOS. (standard-95%) CLC Not Met
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IV. Quality Assessment and Performance Improvement Priorities (QAPIP) FY2021

The QAPIP priorities shall guide quality efforts for FY21. Figure 1 provides recommendations of priorities for FY21. The FY21 QAPIP Priorities include

completion of required elements of the QAPIP, growth areas based on external site reviews and the on the review of effectiveness.

Figure 1. QAPIP Priorities and Work Plan FY21

Organizational Structure and Objectives/Activities Assigned Person or Frequency/Due
Leadership Committee/Council Date

MSHN will have an adequate To develop in collaboration with the QIC Quality Manager 11.18.2021
organizational structure with clear the annual QAPIP evaluation and QAPIP
administration and evaluation of the plan. (QAPIP Description, QAPIP Work Plan
QAPIP and Organizational Chart of the QAPIP).

Development of a process to monitor the Quality Manager 9.30.2021

progress of the quality workplan

performance measures inclusive of other

departments designated responsibilities in

the QAPIP (UM, PNM, CC, Clinical-SUD and

CMHSP, IT).

Governance Objectives/Activities Assigned Person or Frequency/Due
Committee/Council Date
Board of Directors will approve the To submit the annual QAPIP Plan and Report | Deputy Director/Director of 1.1.2022
QAPIP Plan and Report to the board. Compliance, Quality, Customer
Services
Board of Directors review QAPIP To submit QAPIP progress reports to the Deputy Director/Director of 6.1.2021
Progress Reports Board via quarterly QAPIP Report. Compliance, Quality, Customer
Services
QAPIP will be submitted to Michigan | To submit the Board approved QAPIP Report | Quality Manager/QIC 1.31.2022
Department of Health and Human and Plan to MDHHS. (via MDHHS FTP Site)
Services Review reporting timeframes and submission
deadline for QAPIP submission to MDHHS CEO 10.1.2021
with contract negotiating team.
Include the role of recipients of QAPIP Description, and Organizational Chart | Quality Manager/QIC 1.31.2022
service in the QAPIP of the QAPIP.
89 |Page
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Communication of Process and
Outcome Improvements

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

*The QAPIP Plan and Report will be
provided annually to network
providers and to members upon
request.

*To distribute the completed Board approved
QAPIP Effectiveness Review (Report) through
committee/councils, MSHN Constant Contact,
and email. To post to the MSHN Website. To
ensure CMHSP contractors receive the QAPIP.

Quality Manager

1.31.2022 Annually

*The Practice Guidelines
MSHN will communicate practice
guidelines to the providers annually.

*To distribute Practice Guidelines through
committee/councils, MSHN Constant Contact.
Upload clinical practice guidelines, including
MDHHS specified guidelines to the MSHN
website.

Chief Behavioral Health Officer;
Committee/Council Leads

including sponsored workgroups.

(OC, UM, CLC, TX. UM Team
Meeting)

1.31.2022 Annually

Guidance on Standards,
Requirements, and Regulations

To complete MSHN Contract Monitoring Plan
and Medicaid Work Plan, post updates to
MSHN Website, and distribute through
committee/councils, MSHN Constant Contact.

Quality Manager- QIC, CLC, UM,
CLC, ITC, CSC, SUDP, FC, OC

As needed,
minimum annually

Consumers & Stakeholders receive
reports on key performance
indicators, consumer satisfaction
survey results and performance
improvement projects

To present reports on Consumer Satisfaction
Survey Results, Recovery Survey Assessments,
Key Priority Measures, MMBPIS, Behavior
Treatment Review Data, Event Data, Quality
policies/procedures and Customer Service
Reports to RCAC and PAC quarterly for
feedback.

Customer Services Specialist;
Quality Manager; Director of
Compliance, Customer Services,
Quality, MEV; Director of
Utilization and Care
Management

December, February,
April, June, August,
October

Performance Measurement and To upload to the MSHN website the following | Director of Compliance, Quarterly
Quality reports are made available to | documents: QAPIP Plan and Report, Customer Services, Quality,
stakeholders and general public Satisfaction Surveys, Performance Measure MEV; CC, QIC, UM, CLC, ITC, CSC,
Reports; MSHN Scorecard, and MSHN SUDP, FC, OC
Provider Site Review Reports, in addition to
communication through
committees/councils.
0 |Page
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MMBPIS

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

*MSHN will meet or exceed the
MMBPIS standards for Indicators 1,
4, 10 as required by MDHHS.

CMHSPs to upload detail data utilizing MSHN
template quarterly through REMI.

CMHSP Participants

Q1-3.15.2021; Q2-
6.15.2021; Q3-
9.15.2021; Q4-
12.15.2021

MSHN submit MMBPIS to MDHHS quarterly.

Quality Manager

Q1 3.31.2021
Q2 6.30.2021
Q3 9.30.2021
Q4 12.31.2021

MSHN to complete performance summary,
reviewing progress (including barriers,
improvement efforts, recommendations, and
status of recommendations), and present/
provide to relevant committees/councils and
providers quarterly.

Quality Manager
QIC, Medical Directors, Tx/UM,
PAC, RCAC, SUDP.

Q1 April; Q2 July;
Q3 October; Q4
January

CMHSPs to develop and submit improvement
plans quarterly.

CMHSP Participants

Q1 April; Q2 July; Q3
October; Q4 January

SUD Providers to develop improvements
quarterly

SUDPs

FY21 Q3

MSHN will develop or have available
documentation for education and training of
performance indicator requirements.

Quality Manager

Annually through
QIC/PAC/SUD
Provider Meeting

MSHN to complete primary source
verification of submitted records during the
DMC review.

QAPI

Biennially with
follows ups based on
findings
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BH-TEDS Objectives/Activities Assigned Person or Frequency/Due
Committee/Council Date
MSHN will improve the quality of BH- | 1. MSHN will identify areas of discrepancy for | CIO-ITC 2.28.21
TEDS data. the BH-TEDS data for FY21Q1. Veterans data
(military fields), Employment data-minimum
wage, Living arrangements, LOCUS records,
Medicaid IDs on update and M records.
2. Causal factors will be determined based on | Quality Manager- QIC; IT Project | 3.31.21
review BH-TEDS data. Manager- CMHSP participants
3. Narrative completed comparing BH-TEDS ClO, Quality Manager- QIC; IT 6.30.21
(veteran’s military fields) and VSN Report for | Project Manager- ITC
FY21 Q1Q2 data.
4. Action steps developed to address ClO, Quality Manager- QIC; IT 7.31.21

incomplete data, discrepancies. Veterans
data (military fields), Employment data-
minimum wage, Living arrangements.

Project Manager- ITC

5. MSHN QIC will monitor progress through
quarterly performance reports.

Quality Manager- QIC; IT Project
Manager- ITC

FY21 Q4,FY22 Q1

Performance Improvement Projects

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

Will engage in two performance
improvement projects during the
waiver renewal period.

To complete the Annual Recovery Self-
Assessment-Provider/Administrator Summary
Report

Quality Manager/QIC/CLC/RCAC

Annually/May

To complete the Diabetes Monitoring
Performance Report quarterly and complete
the Annual Submission to HSAG.

Quality Manager/Data
Coordinator, QIC, Regional
Medical Directors

Quarterly-
December, March,
June, September
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Quantitative and Qualitative

Objectives/Activities

Assigned Person or

Frequency/Due

Assessment of Member Experiences Committee/Council Date
*MSHN will demonstrate an 80% or MSHN in collaboration with CMHSPs and SUDPs | Quality Manager-QIC/SUDP March, April
above for assess consumer will identify a qualitative process and distribute
experience and take specific action surveys and assessments based on the
as needed, identifying sources of population and services received. (MHSIP/YSS)
dissatisfaction, outlining systematic (SUD Satisfaction)
action steps, monitoring for MSHN to complete an Annual Member Quality Manager- July
effectiveness, communicating Experience Report to include trends, causal QIC/CLC/RCAC/SUDP/PAC
results. sources of dissatisfaction, interventions in
*Member assessment of experiences | collaboration with relevant committees/councils.
will represent all served (including
LTSS), and address the issues of the
quality, availability, and accessibility
of care.
MSHN will assess the recovery MSHN to complete the Annual RAS Report to Quality Manager- July
environment include trends, causal factors, interventions in QIC/CLC/RCAC/SUDP/PAC
collaboration with relevant committees/councils.
Event Monitoring and Reporting Objectives/Activities Assigned Person or Frequency/Due
Committee/Council Date

MSHN will ensure Events
(Sentinel/Critical/Risk) as specified in
the PIHP Contract, are monitored,
and submitted to MDHHS.

To submit Critical Events to MSHN monthly

CMHSPs

26th of each month

To submit Critical Events to MDHHS monthly

Quality Manager

The last day of each
month

To submit Critical Events to MSHN Quarterly SUDPs January 15, April 15,
July 15, October 14
To submit Sentinel Events to MSHN Quarterly or | CMHSPs / SUDP January 15, April 15,

sooner based on event notification requirements

July 15, October 15

To submit Sentinel Events to MDHHS 2x annually

Quality Manager

Q1-Q2 April 30, Q3-
Q4 October 30

MSHN Will complete oversight
through primary source verification
of critical incidents and sentinel
events; review of the process for
follow up of recommendations and
consistency with MSHN/MDHHS
requirements.

To complete the Delegated Managed Care
Report. Critical Incident Reporting System (CIRS)
tool.

Quality Manager

Biennially with
follows ups annually
as needed
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Event Monitoring and Reporting

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

MSHN will ensure appropriate follow
up will occur for all events
dependent on the type and severity

of the event and may including a root

cause analysis, mortality review,
immediate notification to MDHHS.

To complete the Delegated Managed Care
Report. Critical Incident Reporting System
(CIRS) tool.

Quality Manager

Biennially with
follows ups annually
as needed

MSHN will ensure Individuals will
have the appropriate credentials for
review of scope of care.

To complete the Delegated Managed Care
Report. Critical Incident Reporting System
(CIRS) tool.

Quality Manager

Biennially with
follows ups annually
as needed

CMHSP Participants and SUD
Treatment Providers will achieve
established targets as applicable.
Trends, patterns, strengths, and
opportunities for improvement
identified. The PIHP must analyze at
least quarterly the critical incidents,
sentinel events, and risk events to
determine what action needs to be
taken to remediate the problem or
situation and to prevent the
occurrence of additional events and
incidents.

*MSHN will demonstrate a 100%
completion rate of the Critical
Incident Review System performance
reports quarterly.

To complete the CIRS Performance Reports
(including standards, barriers, improvement
efforts, recommendations, and status of
recommendations to prevent reoccurrence)
quarterly.

To distribute the Performance Reports to
relevant committees/councils/providers for
review and follow up.

Quality Manager (QIC relevant
committees

Quarterly (Q4
January, Q3 April,
Q2 July, Q3 October)
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Medicaid Event Verification

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

Will verify delivery of services billed To complete Medicaid Event verification MEV Auditor See annual schedule
to Medicaid reviews in accordance with MSHN policy and for each provider
procedure.
MSHN will identify trends, patterns, | To complete The MEV Annual Methodology Director of 1.31.2022
strengths and opportunities for Report and review with QIC and Compliance Compliance/Quality/
improvement. Committee annually. Customer Services, MEV
auditor
The MEV Methodology Report will be | To submit the Annual MEV Methodology Report | Director of Compliance/ 12.31.2021
submitted to MDHHS annually as to MDHHS. Quality/Customer Services,
required.
Utilization Management Plan Objectives/Activities Assigned Person or Frequency/Due
Committee/Council Date
MSHN will establish a Utilization To complete/review the MSHN Utilization Director of Utilization and 12.1.2021

Management Plan in accordance
with the MDHHS requirements

Management Plan annually.

Care Management

MSHN will identify trends, patterns
of under / over utilization, medical
necessity criteria, and the process
used to review and approve
provision of medical services.

MSHN to complete performance summary
quarterly reviewing progress (including barriers,
improvement efforts, recommendations, and
status of recommendations), identifying
CMHSPs/SUDSPs requiring improvement and
present/provide to relevant
committees/councils.

Director of Utilization and
Care Management

Quarterly/annually
See UM Reporting
Schedule

MSHN will utilize uniform screening
tools and admission criteria

To utilize uniform screening tools and admission
criteria. LOCUS, CAFAS, MCG, ASAM, SIS, DECA

Director of Utilization and
Care Management

Quarterly/Annually

*MSHN will achieve full compliance
with timeframes of service
authorization decisions in accordance
with the MDHHS requirements.

Oversight of compliance with policy through

primary source verification during Delegated
Managed Care Reviews. Development of new
timeliness standard to be reviewed quarterly.

QAPI
Customer Service Specialist

Biennial Full Review
with follow up
annually as needed.
Quarterly

*MSHN will achieve full compliance
with the appeal resolution notice
contact as required by MDHHS.

Refresher training will be conducted
Oversight of compliance during Delegated
Managed Care Reviews.

Customer Service Specialist
QAPI

1.25.2020

Biennial Full Review
with follow up
annually as needed.
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Practice Guidelines Objectives/Activities Assigned Person or Frequency/Due
Committee/Council Date
MSHN adopts practice guidelines The QAPIP Plan and related policies/procedure | Chief Behavioral Health Annually

that are nationally, or mutually
accepted by MDHHS and MSHN.

will include a process for adoption, evaluating
and communicating practice guidelines.

Officer-CLC and RMD

MSHN will communicate and
disseminate practice guidelines to
providers and members upon
request.

*MSHN will communicate the
practice guidelines to providers
annually.

*To distribute Practice Guidelines through
committee/councils, MSHN Constant Contact.
Upload clinical practice guidelines, including
MDHHS specified guidelines to the MSHN
website.

Chief Behavioral Health
Officer; Committee/Council
Leads including sponsored

workgroups. (OC, UM, CLC, TX.

UM Team Meeting)

1.31.2022 Annually

CMHSPs will adhere to the standards
within the accepted practice
guidelines.

To provide oversight during DMC Review to
ensure providers adhere to practice guidelines
as appropriate to the population served.

QAPI

Biennially with
follows ups based on
findings

*MSHN will meet the standards for
PCP/IPOS development for those
receiving services, specifically the
Autism Benefit, SEDW Waiver, CWP
Waiver, and HSW

MSHN will complete and implement a regional

training plan to address Person Centered Planning

and the development of the Individual Plan of

Service.

The following elements will be incorporated into

the planning process and document:

e Choice voucher/self-determination
arrangements offered

e Assessed needs in IPOS

e Strategies adequately address health and
safety and primary care coordination

e Goals are measurable and include amount,
scope and duration

e Prior authorization of services corresponds to
services in IPOS

e |POS is reviewed and updated no less than
annually

e Include guardian in PCP process

e Category/intensity of Care (CWP)

Director of Compliance,
Quality and Customer
Services; Waiver Manager,
Waiver Coordinator

2.17.2021
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Oversight of "Vulnerable People"

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

Will evaluate health, safety and welfare of
individuals "vulnerable people" served in
order to determine opportunities for
improving oversight of their care and their
outcomes. This includes members with
special health care needs, members with
long-term services and supports. This will
include assessment of care between care
settings and a comparison of services and
supports received with those set forth in
the member’s treatment/service plan, if
applicable.

MSHN will analyze performance
measures-Behavior Treatment,
Integrated Population Health Report,
Key Performance Measures, Behavioral
Health Report for trends and patterns
and develop action for areas of concern.

Director of Utilization
Management, Chief Behavioral
Health Officer, HCBS Manager,
Autism Coordinator

Annually/Quarterly

To complete clinical record reviews
during the delegated managed care
review.

QAPI, Autism Coordinator, HCBS
Manager

Biennial Full Review
with follow up
annually as needed.

Behavior Treatment Objectives/Activities Assigned Person or Frequency/Due
Committee/Council Date
MSHN will ensure behavioral treatment To develop/update the BTPR regional BTPR Work Group, QIC, CLC, Annually

plans are developed in accordance with
the Standards for Behavior Treatment Plan
Review Committees.

Behavior Treatment Data to include
intrusive or restrictive techniques, and/or
emergency physical intervention and 911
call to law enforcement, will be reviewed
quarterly.

Oversight will occur during Delegated
Managed Care Site Reviews.

*MSHN will demonstrate an increase in
fidelity to the MDHHS Behavioral
Treatment Standards for all IPOSs
reviewed during the reporting period.

template, project description, policy and
procedure.

Quality Manager, Autism
Coordinator

To complete Behavior Treatment

Quality Manager/BTPR Work

Q1-February

Performance Reports (including barriers, | Group/CLC/QIC Q2- May

improvement efforts, recommendations, Q3- August

and status) quarterly. Q4-November

CMHSPs to upload BTPR Regional CMHSP Q1-1.31.2021

Template for CMHSP data submissions Q2-4.30.2021
Q3-7.31.2021
Q4-10.31.2021

CMHSPs to develop action steps based CMHSP Participants Quarterly

on performance.

MSHN to develop/provide education HCBS Manager, Autism and Waiver | Annually

and training in coordination with the Coordinators

CMHSP.

MSHN to complete primary source Autism Coordinator/HCBS Biennial Full

verification of reported events during
the DMC Review.

Manager

Review with annual
follow up as needed
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Autism Waiver Monitoring

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

MSHN will ensure CMHSP participants are
in compliance with the Autism Benefit.

To complete performance reports.

To identify patterns, trends, and
identification of improvement
recommendations and actions steps as
needed.

Autism Coordinator

Quarterly

*MSHN will have oversight of the Autism
Benefit program requirements and
corrective action related to the MDHHS
Site Review.

To complete the DMC Site Review

Report, ensuring ABA Treatment plans
are developed in coordination with the
IPOS goals and best practice standards.

Autism Coordinator

Biennial Full Review
with follow up to
occur in the off
year.

Credentialing, Provider Qualification and
Selection

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due
Date

*The PIHP shall have written credentialing
policies/ procedures for ensuring that all
providers rendering services to individuals
are appropriately credentialed within the
state and are qualified to perform their
services.

*The PIHP complies (ensures all delegates
performing credentialing functions
comply) with all initial (including
provisional) credentialing requirements
according to the Initial Credentialing Audit
Tool, re-credentialing, and organizational
credentialing tool.

*Clinical service providers are credentialed
by the CMHSP prior to providing services
and ongoing.

*All providers (non-licensed and licensed)
will demonstrate an increase in compliance
with staff qualifications, training,
credentialing and recredentialing
requirements.

To provide communication, training,
and technical assistance on policy and
procedures. Resources developed to
support compliance with requirements
and made available on MSHN website.
Revised process to include additional
monitoring and reporting based on
repeat non-compliance with
credentialing and recredentialing
requirements.

Primary Source Verification and
credentialing and recredentialing policy
and procedure review will occur during
the DMC Review.

REMI Provider Portal implemented to
assist with document management for
SUD Organizational provider
qualifications.

QAPI Managers

Provider Network Management
Committee

Contract Specialist

Director of Provider Network
Autism Coordinator

Waiver Manager

Biennial Full Review
with follow up to
occur in the off
year.

Regional results
reported quarterly
via Provider
Network Report.
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Provider Monitoring

Objectives/Activities

Assigned Person or

Frequency/Due

Committee/Council Date
CMHSP will ensure subcontractors are in To complete annual Delegated CMHSP (as delegate) Biennially. Interim
compliance with MSHN standards and Managed Care (DMC) Site Review Contract Specialist year review

requirements.

Reports and Corrective Action Plans.

QAPI

MSHN will ensure the CMHSP participants
and SUD providers are in compliance with
standards and regulations.

To complete annual DMC Site Review
Reports and Corrective Action Plans.

QAPI-Subject Matter Experts

MSHN will ensure the CMHSP participants
and SUD providers are in compliance with
standards related to Financial
Management regulations.

CMHSP participants are not subject to
additional fiscal oversight by MSHN as
they are required to obtain a Certified
Public Accounting Firm Financial Audit
and Compliance Examination. In
addition, CMHSPs receiving Federal
Funds meeting the 2 Code of Federal
Regulations (CFR) 200 threshold must
also obtain a Single Audit. MSHN does
however review the CMHSP audits to

identify adverse opinions. CMHSP
Compliance Examination results are
included in MSHN’s Compliance

Examination report. Any findings must
be addressed by the PIHP and
remedied.

SUD Providers are subject to Fiscal
Monitoring and Oversight by MSHN
Finance Staff to ensure Sub-recipient
requirements are met

Financial Specialist

includes review of
new standards and
evaluation of
required corrective
action
implementation.-
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External Reviews

Objectives/Activities

Assigned Person or

Frequency/Due

Committee/Council Date

MSHN will coordinate external site reviews | Completion of the Quality Manager-QIC; Annually
between external body and the provider MDHHS Waiver Review Follow Up Directors of Utilization and Care
network. MDHHS Autism Review Management UMC, Customer
MSHN will receive full compliance on Completion of Health Services Advisory | Services-Compliance-Quality CCC,
external site reviews. Group (HSAG) Compliance Review, Provider Network PNMC, Customer

Performance Measure Validation Services Specialist-CSC; Waiver

Review, Performance Improvement Manager, Waiver Coordinators;

Project Validation Review. CBHO; CIO
MSHN will coordinate quality Completion of Corrective Action Plan Quality Manager-QIC; HCBS Waiver | Annually

improvement plan development,
incorporating goals and objectives for
specific growth areas based on the site
reviews, and submission of evidence for
the follow up reviews.

for each review below:
MDHHS Waiver Review
MDHHS Autism Review
HSAG Compliance Review

Manager, Waiver Coordinators-
Waiver Workgroups; Directors of
Provider Network, Utilization and
Care Management, Customer
Services- Compliance- Quality; CIO

MSHN will monitor systematic remediation
for effectiveness through delegated
managed care reviews and performance
monitoring through data.

Completion of
DMC reviews and follow up reviews

Quality Manager-QIC; Waiver
Managers, Waiver Coordinators-
Waiver Workgroups; Directors of
Provider Network, Utilization and
Care Management, Customer
Services- Compliance- Quality,
Customer Services Specialist; CIO

Biennial Full Review
with follow up to
occur in the off
year.
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An effective performance measurement system allows an organization to evaluate the safety, accessibility and appropriateness, the quality and
effectiveness, outcomes, and an evaluation of satisfaction of the services in which an individual receives. MSHN utilizes a balanced score card and
performance summaries to monitor organizational performance. Those areas that perform below the standard are included in the annual QAPIP.

Figure 2 demonstrates indicators used to monitor the performance of MSHN.

Figure 2. Performance Measures FY21

Committee
Indicator / Council
Review
Michigan Mission Based Performance Indicator System
MSHN will meet or exceed the standard for indicator 1: Percentage of Children/Adults who receive a Prescreen within 3 hours of request Qic
(standard is 95% or above)
Indicator 2. a. Effective on and after April 16, 2020, the percentage of new persons during the quarter receiving a completed bio
psychosocial assessment within 14 calendar days of a non-emergency request for service (by four sub-populations: Ml-adults, MlI-children, Qlc
IDD-adults, IDD-children. (No Standard)
Indicator 2 b. Effective April 16, 2020, the percentage of new persons during the quarter receiving a face-to-face service for treatment or QIC/SUD
supports within 14 calendar days of a non-emergency request for service for persons with Substance Use Disorders. (No Standard)
Indicator 3: Effective April 16, 2020, percentage of new persons during the quarter starting any needed on-going service within 14 days of
completing a non-emergent biopsychosocial assessment (by four sub-populations: MI-adults, MI-children, IDD-adults, and IDD-children). (No | QIC
Standard)
MSHN will meet or exceed the standard for indicator 4a: Follow-Up within 7 Days of Discharge from a Psychiatric Unit (standard is 95% or Qic
above)
MSHN will meet or exceed the standard for indicator 4b: Follow-Up within 7 Days of Discharge from a Detox Unit (standard is 95% or above) | QIC/SUD
*MSHN will meet or exceed the standard for indicator 10: Re-admission to Psychiatric Unit within 30 Days (standard is 15% or less) Qlc
BH-TEDS Data
MSHN will demonstrate an improvement with the quality of data for the BH-TEDS data. (military fields, living arrangements and QIC/ITC
employment, LOCUS, Medicaid ID)
Performance Improvement Projects
PIP — The degree to which programs implement recovery-oriented practices will demonstrate a 3.50 or above annually. (standard is >=3.50) Qic
(annually)
PIP - The percentage of members 18—-64 years of age with schizophrenia and diabetes who had both an LDL-C test and an HbA1lc test during Qic
the measurement year will demonstrate a statistically significant increase from previous reporting period. (target- 38.6%)
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Assessment of Member Experiences
*MSHN will demonstrate a 100% completion rate of assessments for each representative population served (SUD, MI/SED, IDD inclusive of
LTSS) with development of action plan to address findings annually. Qlc
MSHN will demonstrate an 80% rate of satisfaction for each representative population. Qlc
| am involved in my community and organization (RSA-Involvement) (>=3.5) Qlc
Services | receive are tailored to my wants and needs (RSA-Individually Tailored Services) (>=3.5) Qlc
| am given opportunities to discuss or be connected to my diverse treatment needs (RSA Diversity of Treatment) (>=3.5) Qlc
| am given choices about my treatment and care that | receive (RSA-Choice) (>=3.5) Qlc
Staff support and encourage me in various ways to fulfill my life goals (RSA-Life Goals) (>=3.5) Qlc
The rate of satisfaction with SUD services and treatment received will meet or exceed 80%. Qlc
The rate of satisfaction with services and treatment received for a mental illness (including LTSS) will meet or exceed 80%. Qlc
The rate of satisfaction with services and treatment received for a Severe Emotional Disturbance will meet or exceed 80%. Qlc
Safety and Risk Monitoring (Event Monitoring and Reporting)
*MSHN will demonstrate a 100% completion rate of Critical Incident/Event performance summary quarterly. Qlc
The rate of arrests, per 1000 persons, served will demonstrate a decrease from previous year. (CMHSP) Qlc
The rate, per 1000 persons served, of persons who received emergency medical treatment for an injury or medication error will
demonstrate a decrease from previous year. (CMHSP) Qlc
The rate, per 1000 persons served, of individuals who were Hospitalized for an injury or medication error will demonstrate a decrease from
previous year. Qlc
The rate, per 1000 persons served, of Non-Suicide Death will demonstrate a decrease from previous year. (CMHSP) Qlc
The rate, per 1000 persons served, of Suicide Deaths will demonstrate a decrease from previous year. (CMHSP) Qlc
The rate, per 1000 persons served, of Sentinel Events will demonstrate a decrease from previous from previous year. (CMHSP) Qlc
The rate of deaths per 1000 persons served will demonstrate a decrease from previous reporting period. (SUD) SuUD
The rate of accidents requiring emergency medical treatment and/or hospitalization per 1000 persons served will demonstrate a decrease
from previous reporting period.(SUD) SUD
The rate of physical illness requiring admissions to hospitals per 1000 persons served will demonstrate a decrease from previous reporting
period. (SUD) SUD
The rate of arrest or convictions per 1000 persons served will demonstrate a decrease from previous reporting period. (SUD) SuUD
The rate of serious challenging behaviors per 1000 persons, served will demonstrate a decrease from previous reporting period. (SUD) SuUD
The rate of medication errors, per 1000 persons, served will demonstrate a decrease from previous reporting period. (SUD) SuUD
Medicaid Event Verification
MSHN will demonstrate a 90% performance rate in verification of the required elements during the Medicaid Event Verification Reviews. Ccc
Medicaid Event Verification review demonstrates improvement of previous year results (94.05%) with the documentation of the service
date and time matching the claim date and time of the service. SUD CcccC
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Joint Metrics

The percentage of discharges for adults who were hospitalized for treatment of selected mental iliness or intentional self-harm diagnoses
and who had a follow-up visit with a mental health practitioner within 30 days after discharge. FUH Report, Follow-Up After Hospitalization

Mental lliness Adult (standard-58%). Racial/ethnic group disparities will be reduced. (*Disparities will be calculated using the Qic
scoring methodology developed by MDHHS to detect statistically significant differences)
The percentage of discharges for children who were hospitalized for treatment of selected mental illness or intentional self-harm diagnoses
and who had a follow-up visit with a mental health practitioner within 30 days after discharge. Follow-Up After Hospitalization Mental
. . . . o . . , . . . Qlc

Iliness Children (standard-70%). Racial/ethnic group disparities will be reduced. (*Disparities will be calculated using the scoring
methodology developed by MDHHS to detect statistically significant differences)
Implementation of Joint Care Management Processes uMcC
Follow up After (FUA) Emergency Department Visit for Alcohol and Other Drug Dependence umMcC
Performance Based Incentive Payments
Identification of enrollees who may be eligible for services through the Veteran’s Administration. (Narrative Report BH-TEDS and Veteran ITC/QIC
Services Navigator Data)
Increased data sharing with providers (narrative report) ITC
MSHN will demonstrate an increase over previous reporting period of Initiation, Engagement and Treatment (IET) of Alcohol and Other Drug
Dependence (2018 level Intitation-36.81%; Engagement 22.30%) (informational only) TX/UM
Increased participation in patient centered medical homes (narrative) umc
Priority Measures-
*MSHN will demonstrate improvement from previous reporting period (79%) of the percentage of patients 8-64 years of age with
schizophrenia or bipolar disorder who were dispensed an antipsychotic medication and had a diabetes screening test during the Qlc
measurement year. Diabetes Screening Report
*MSHN will demonstrate an increase from previous measurement period (78.5%) in the percentage of individuals 25 to 64 years of age with
schizophrenia or bipolar who were prescribed any antipsychotic medication and who received cardiovascular health screening during the CLC
measurement year. Cardiovascular Screening
*The percentage of members 6—12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication, who had cLC
one follow-up visit with practitioner with prescribing authority during the 30-day Initiation Phase. FU Children ADHD Med Initiation Phase
The percentage of members 6—12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication, who
remained on the medication for at least 210 days and who, in addition to the visit in the Initiation Phase, had at least two follow-up visits cLC
with a practitioner within 270 days (9 months) after the Initiation Phase ended. FU Children ADHD Med Continuation & Monitoring (C&M)
Phase
Plan All-Cause Readmissions-The number of acute inpatient stays during the measurement year that were followed by an unplanned acute

L . L uMcC
readmission for any diagnosis within 30 days. (<=15%)
The percentage of members 20 years and older who had an ambulatory or preventative care visit. Adult Access to Care (>=75%) umcC
The percentage of members 12 months-19 years of age who had a visit with a PCP. Children Access to Care (>=75%) UuMC
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Member Appeals and Grievance Performance Summary
Percentage (rate per 100) of Medicaid consumers who are denied overall eligibility were resolved with a written notice letter within 14
. Csc
calendar days for a standard request of service. (standard-95%)
The percentage (rate per 100) of Medicaid appeals which are resolved in compliance with state and federal timeliness standards including
. . . CSC
the written disposition letter (30 calendar days) of a standard request for appeal. (standard-95%)
The percentage (rate per 100) of Medicaid second opinion requests regarding inpatient psychiatric hospitalization denials which are
. . . . . . . . . - . . CSC
resolved in compliance with state and federal timeliness standards, including receiving a written provision of disposition (standard-95%)
The percentage (rate per 100) of Medicaid grievances are resolved with a written disposition sent to the consumer within 90 calendar days cse
of the request for a grievance (standard-95%)
Behavior Treatment
The percent of individuals who have an approved Behavior Treatment Plan which includes restrictive and intrusive techniques will decrease
from previous year. Qlc
The percent of emergency physical interventions per person served during the reporting period will decrease from previous year. Qlc
The percent of emergency interventions (911 calls, physical management) during the reporting period will decrease from previous year. Qlc
External Reviews
MSHN will achieve a 95% percent for individuals eligible for autism benefit enrolled within 90 days with a current active IPOS. (standard- cLC
95%)
The QAPIP Plan and Report will be provided to network providers and members upon request. Qlc
MSHN will demonstrate an increase in compliance with the Adverse Benefit Determination notice requirements. CsC
MSHN will communicate practice guidelines to the providers annually. CLC
MSHN providers will demonstrate increase compliance with the MDHHS/MSHN credentialing and staff qualification requirements. (DMC
Standard 8) PNM
MSHN will achieve a status of “Met” on the Performance Improvement Validation Review. Qlc
104 |Page
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V.  Attachments

Attachment 1 MSHN MMBPIS Performance Report

Attachment 2 MSHN Diabetes Monitoring PIP
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Attachment 7 MSHN Critical Incident Performance Report SUDTP
Attachment 8 MSHN Critical Incident Performance Report CMHSP
Attachment 9 MSHN FY2020 MEV Methodology Report
Attachment 10 MSHN Behavior Treatment Performance Report
Attachment 11 FY21_22 Pop_Health Integrated Care Plan Final
Attachment 12 MSHN Behavioral Health Department QTR. Report
Attachment 13 MSHN UM Plan FY20-21
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SECTION ONE
QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT
PROGRAM 202019-20210

.  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 Authority, Clinton-Eaton-Ingham Community Mental
Health Authority, Community Mental Health for Central Michigan, Gratiot Integrated Health
Network , 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 Health and
Wellness, The Right Door 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 FY2020, 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.

The mission of MSHN is to ensure access to high-quality, locally delivered, effective and
accountable public behavioral health and substance use disorder services provided by its
participating members. The vision of MSHN is to continually improve the health of our
communities through the provision of premiere behavioral healthcare and leadership. MSHN
organizes and empowers a network of publicly funded community partnerships essential to
ensure quality of life while efficiently and effectively addressing the complex needs of the most
vulnerable citizens in our region. Responsibilities of the Quality Management Program are
outlined in the Quality Assessment and Performance Improvement Plan (QAPIP). The scope of
MSHN’s QAPIP is inclusive of all CMHSP Participants, the Substance Use Disorder Providers and
their respective provider networks. Performance monitoring covers all important organizational
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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.

a) 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:
° Health care is a series of processes in a system leading to outcomes.
o 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.
. Quality improvement work is grounded in measurement, statistical analysis and
scientific method.
o The focus of improvement efforts should be on the needs of the customer; and
o 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:

o A variety of qualitative and quantitative methods are used to collect data about
performance.
o 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.

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

. Performance improvement is dynamic, system-wide andintegrated.

° 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.

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

b) Components

Recipients

MSHN continues the legacy of its founding CMHSP Participants by promoting and encouraging
active consumer involvement and participation within the PIHP, the respective CMHSPs and their
local communities. 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.

! Medicaid Managed Specialty Supports and Services Program Contract-Quality Assessment and Performance
Improvement Program Technical Requirements
5|Page

Board of Directors Meeting Packet: March 2, 2021 Page 123



_In addition to the participation of recipients of services in quality improvement activities, MSHN
and the CMHSP Participants/ SUD Providers strive to involve other stakeholders including but not
limited to providers, family members, community members, and other service agencies
whenever possible and appropriate. Opportunities for stakeholder participation include the PIHP
governing body membership; Consumer Advisory activities at the local, regional and state levels;
completion of satisfaction surveys; participation on quality improvement work teams or
monitoring committees; and focus group participation. Stakeholder input will be utilized in the
planning, program development, and evaluation of services, policy development, and
improvement in service delivery processes.

MSHN will provide oversight and monitoring of all members of its contracted behavioral health
network in compliance with applicable regulatory guidance. For the purposes of the Quality
Management functions germane to successful PIHP operations, the following core elements_shall
be delegated to the Community Mental Health Services Programs and SUD Providers within the
region:
e |Implementation of Compliance Monitoring activities as outlined in the MSHN Corporate
Compliance Plan
e Develop and Implementation of Quality Improvement Program in accordance with PIHP
Quality Assessment and Performance ImprovementPlan
e Staff Oversight and Education
e Conducting Research (if applicable)

MSHN will provide guidance on standards, reguirementsrequirements, and regulations from the
MDHHS, the External Quality Review, the Balanced Budget Act, and/or other authority that directly
or indirectly affects MSHN PIHP operations._ Communication related to standards and
requirements will occur through policy and procedure development, constant contact, training,
and committees/councils.

MSHN will retain responsibility for developing, maintaining, and evaluating an annual QAPIP and
report in collaboration with its CMHSP Participants and Substance Use Disorder Providers. MSHN
will comply with 42 CFR Program Integrity Requirements, including designating a PIHP Compliance
Officer. Assurances for uniformity and reciprocity are as established in MSHN provider network
policies and procedures. {Regien PLER-20 Aopnlicad > EYESY id

Communication of Process and Outcomes:

The MSHN Quality Improvement Council (QIC) is responsible for monitoring and reviewing

performance measurement activities including identification and monitoring of opportunities for

process and outcome improvements in collaborations with other committees and councils, and
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the CMHSP Participants and SUD Providers. A quality structure should identify clear linkages and
reporting structures. Quarterly, members of the committees, councils, and other relevant MSHN
staff review the status of the organizational performance measures to identify trends,
correlations, and causal factors, establishing a quality improvement plan to address
organizational deficiencies.

For any performance measure that falls below regulatory standards and/or established targets,
qguality improvement plans ef—cerrection—are required. After QIC Qlc—-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 (Pl) projects are reported to
consumers and stakeholders, as dictated_
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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.

The use of practice guidelines and the expectation of use are included in provider contracts.
Practice guidelines are reviewed and updated annually or as needed and are disseminated to
appropriate providers through relevant committees/councils/workgroups. All practice
guidelines adopted for use are available on the MSHN website.

c) Governance

Board of Directors

The MSHN’s Board of Directors employs the Chief Executive Officer (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, or as needed, by the
MSHN Quality Improvement Council.

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

Chief Executive Officer

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

The MSHN Medical Director and MSHN Addictions Treatment Medical Director consults with
MSHN staff regarding service utilization and eligibility decisions and is available to provide input
as required for the regional QAPIP.

The MISHN Medical Director is an ad hoc member of the MSHN Quality Improvement Council and
demonstrates an ongoing commitment to quality improvement; participating on committees and
work teams as needed, reviewing quality improvement reports, sentinel events, and critical
incidents; and assisting in establishing clinical outcomes for the PIHP.

CMHSP Participants/SUD Providers

A quality representative from each CMHSP is appointed by the CMHSP CEO to participate in the
MSHN Quality Improvement Council. Substance Use Disorders services 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
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improvement programincludes:

° Participating in valid and reliable data collection related to performance
measures/indicators at the organizational or provider level.

o Identifying organization-wide opportunities forimprovement.

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

o Reporting clinical care errors, informing consumers of risks, and making suggestionsto
improve the safety of consumers.;

o Responsible for communication between the PIHP QIC and their local organization.

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, and PastYear's—Accomplishments—and—UUpcoming Goals _supporting the
MSHN Strategic Plan. The Operations Council approves all council/committee charters. Each
council/committee guides the Operations Council who advises the MSHN CEO. These
recommendations are considered by the Operations Council on the basis of obtaining a
consensus or simple majority vote of the twelve 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.

Regional Medical Directors

ho Raginn NMad Nira

sepvice—gualityand-serviceutilizationstandardsand-trends—The Regional Medical Directors

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

SUD Oversight Policy Board
Pursuant to section 287 95) of Public Act 500 of 2012, MSHN established a Substance Use Disorder

Oversight Policy Board (OPB) through a contractual agreement with and membership appointed
by each of the twenty-one counties served. The SUD-OPB is responsible to approve an annual
budget inclusive of local funds for treatment and

prevention of substance use disorders; and serves to advise the MSHN Board on other areas of
SUD strategic priority, local community needs, and performance improvement opportunities.
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SUD-Provider Advisory Council (PAC)

The PAC is charged with serving in an advisory capacity to MSHN to represent SUD providers
offering input regarding SUD policies, procedures, strategic planning, quality improvement
initiatives, monitoring and oversight processes, to assistMSHN— support MSHN’s focus on
evidence-based, best practice service and delivery to persons served. The PAC will assist MSHN in
with-establishing and pursumg state and federal Ieglslatlve pollcy and regulatory goals,sré. te

Regional Consumer Advisory Council (RCAC)

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

ll. PERFORMANCE MEASUREMENT --AttachmentP79.1,20
a) Establishing Performance Measures:
The Quality Assessment and Performance Improvement Program encourages the use of objective

and systematlc forms of measurement. Eaeh—estabhshed—measwe—shea-td—aJ%AM-M%MgeaLs

The measures established reflect the organizational priorities, have clear expectations, promote

transparency, and are accountable through ongoing monitoring. Each measure should have a
baseline measurement when possible, have an established re-measurement frequency (at least
annually) and should be actionable and likely to yield credible and reliable data over time.
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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 CMHSP
participants and the SUD Providers PHHP—including—, performance/process development,
performance/process monitoring, performance/process improvement, and reporting  data

collection,—documentation—and—data—reporting—processes—to ensure compliance with PIHP

contract requirements and State and Federal processes and requirements.

The PIHP quality management program uses a variety of means to identify system issues and
opportunities for improvement. Informatlon is athe critical product of performance
measurement that facilitates €k
s#ategep#aﬂmﬂgﬂ}nd—day—te-day—epemﬂens)—performance improvement, and prlorltles for risk
reduction. Data must be

_systematically aggregated and analyzed to become actionable information._Data is used for
clinical decision-making, and organizational decision-making (e.g., strategic planning and day-to-
day operations).

The PIHP quality management program uses but is not limited to the following means for
identification of system issues and opportunities for improvement:

e growth areas identified from performance summaries and reports.

e stakeholder feedback from provider and member experiences.

e oversight and monitoring reviews from external and internal processes.
e appeals/grievance, customer service complaints.

Once an opportunity is identified a quality improvement process may be initiated.

Prioritizing Measures
Measures are chosen by MSHN leadership in collaboration with MSHN committees,

councils, and work groups based upon selectionand-prioritization-efprojects;data-
collectionand-analysisof- data,and-willbe based-en-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, cultural competency; interpersonal aspects of care;
appeals, grievance, relevancy to stakeholders due to the prevalence of a condition,

the need for a service, access to services, complaints, satisfaction, demographics,
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health risks or the interests of stakeholders as determined through qualitative and
quantitative assessment.)

Impact: The effect on a significant portion of consumers served with potentially
significant effect on quality of care, services, or satisfaction.

Compliance: Adherencetolaw,regulatory, accreditationrequirement and/or clinical
standards of cares.

Performance Indicators 2
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.

2 Quality -Michigan Mission Based Performance Indicator System Policy
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When minimum performance standards or requirements are not met, CMHSP Participants/SUD
Providers will submit a form identifying causal factors, interventions, implementation timelines,
and any other actions they will take to correct undesirable variation. 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 2

MDHHS requires the PIHP to complete a minimum of two performance improvement projects per
year. One of the two is chosen by the department based on Michigan’s Quality Improvement
Council recommendations. This project is subject to validation by the external quality review (EQR)
organization and requires the use of the EQR’s form. The second or additional 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. A project/study description is written and identifies Fhe-poepulation

from-which-a-sampleispulled,the data collection timeframe, the data collection tool, and—t—he
data source—a;e—eteﬁﬂed—fer—eaeh—measu-»:e- and whether measure if local or reglonal

aﬁeeted—by—the—p#eblem—The prOJect/study descrlptlon # mcorporates the use of va4+é

standardized data collection tools and consistent data collection techniques. Each data collection
deseription-delineates strategies to minimize inter-rater reliability concerns and maximize data
validity. Additionally, itf sampling is used, sampling method used, the population from which a
sample is pulled, and appropriate sampling techniques are—reguired-to achieve a statistically

reliable confidence level. The default confidence level for MSHN performance measurement

act|V|ty is a 95% conﬂdence level with a 5% margln of error. meens—ﬁer—p%%apy—seu-ltee

b) Data Collection and Setting Performance Targets:

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

3 MSHN Quality Performance Improvement Policy
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levels, including externally derived benchmarks when available.

Established performance targets set through contract requirements will be utilized to measure
performance.-
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If there is no set performance target, baseline data should be considered prior to setting a
target. Baseline data is a snapshot of the performance of a process or outcome that is
considered normal, average, or typical over a period. The baseline may already be established
through historical data or may still need to be collected. Baseline data should be collected for a
period of time, typically up to one year, Hbaselinedata—is—hotavailable for an—established

fAeterreRe dtere—perded-osically—e-te—sre—year-prior
to establishing performance targets. When collecting baseline data, it is important to establish a
well- documented, standardized and accurate method of collecting the data and set ongoing
frequencies to review the data (monthly, quarterly, etc.).

Once the baseline has been collectedestablished for a measure, it can be determined if a
performance target should be established or not. If the baseline data is at or above the state and
national benchmarks, when available; and deemed to be within acceptable standards, it is up to the
monitoring committee or team to determine if a performance measure should be established or
if the measure should just-continue to be monitored for variances in the baseline data. If the
baseline data is below the state and national benchmarks, when available, then a performance
target should be established that is at, or greater than, the state and national average.

When establishing performance targets, the following should be considered (as defined in the
Health Resources and Service Administration (HRSA) Quality Tool Kit):
a) Minimum or Acceptable Level. Performance standards can be considered
"minimum" or "acceptable" levels of success.

b) Challenge Level. This level defines a goal toward which efforts are aimed.
Performance results below this level are acceptable because the level is a
challenge that is not expected to be achieved right away.

c) Better Than Before. The performance measurement process is comparative
from measurement period to measurement period. Success is defined as
performance better than the last period of measurement. This definition
comes out of the continuous quality improvement (CQl) perspective.

Targets may be defined in several ways including the following:
a) Defining a set target percentage for achievement - to meet the outcome
being measured.
b) Defining a percentage increase/decrease change to be achieved.

c) Data Analysis and Reporting:

The data should be reviewed at the established intervals and analyzed for undesirable patterns,
trends, or variations in performance. In some instances, further data collection and analysis may
be necessary to isolate the causes of poor performance or excessive variability.
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The appropriate council, committee, or workgroup, in collaboration with the QIC, will prepare a
written analysis of the data, citing trends and patterns, including recommendations for further
investigation, data collection improvements to resolve data validity concerns, and/or system
improvements.

Region wide quality improvement efforts will be developed based on the patterns and trends
identified through data analysis and will be reviewed for effectiveness at established intervals
within the appropriate MSHN council, committees, workgroups, etc. In some instances, provider
level corrective action may be necessary in addition to, or in lieu of, region wide improvement
efforts.

d) Performance Improvement Action Steps:

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

e Develop a step by step action plan, limiting the number of variables impacted.
B—s
Limit.tl I  variablos | :
¢ Implement the action plan, preferably on a small or pilot scale initially, and
e Study the Celect data to check for expected results;-

e Modify or develop interventions to obtain expected result.

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.

When the established minimum performance standards or requirements are not met, CMHSP

Participants/SUD Providers will submit a quality improvement plan eerrective—actionplan-thate
includes the following:

° Causal factors that caused the variance (directly and/orindirectly)
. Interventions that will be implemented to correct the variance
° Timelines for when the action will be fully implemented
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How the interventions will be monitored
Any other actions that will be taken to correct undesirablevariation
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The appropriate  MSHN staff, council, committee, workgroup, etc. will monitor the
implementation and effectiveness of the plans of correction. The effectiveness of the action plan
will be monitored based on the re-measurement period identified.

Process Map of Performance Management Pathway (defined by HRSA)
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V. STAKEHOLDER EXPERIENCE/ENGAGEMENTREEDBACK ~Attachment P74

FheO-epinions 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, and organizations providinger services to consumers are surveyed by MSHN at least
annually using a standardized survey or assessment tool. 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.

The aggregated results of the surveys and/or assessments 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. Regional benchmarks and/or national benchmarks are used for comparison. The
data is used to identify best practices, demonstrate improvements, or identify growth areas. The
Ql Council determines appropriate action for improvements. The findings are incorporated into
program improvement action plans. At the CMHSP Participant/SUD Provider level, actions are
taken on survey results of individual cases, as appropriate, to identify and investigate sources of
dissatisfaction and determine appropriate follow-up.

Survey or assessment 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.

4 Quality-Consumer Satisfaction Survey Policy
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V. SAFETY AND RISK MONITORING

a) Adverse Events®

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 Critical Event Reporting
System. These include MDHHS defined sentinel events, critical incidents, and risk 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 submits and/or reports required events to MDHHS including 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.® MSHN will ensure that the CMHSP and SUD Providers have taken appropriate
action to ensure that any immediate safety issues have been addressed, including the
identification of a sentinel event within three business days in which the critical incident occurred
and the commencement of a root cause analysis within two business days of the identification of
the sentinel event. 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.

MSHN provides oversight and monitoring of the CMHSP Participant/SUD Provider processes for
reporting sentinel events, critical events, and risk events and/or events requiring immediate
notification to MDHHS’,2. 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

> Quality-Critical Incidents Policy
Quality-Critical Incidents SUD Policy
6 Quality-Sentinel Events Policy
7 Quality CMHSP Participant Monitoring & Oversight Procedure
8 Quality Monitoring & Oversight of SUD Service Providers Procedure
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can be made in systems or processes in order to reduce the probability of such events in the
future.
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a)b)  Medicaid Event Verification? -AttachmentP.6-4

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
code is approved under the contract; 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); the service date and time; services were provided by a
qualified individual and falls within the scope of the code billed/paid; 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 and 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.

VI. CLINICAL QUALITY STANDARDS

a) Utilization Management*® ,

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

° Quality- Medicaid Event Verification Policy and Procedure
0Annual Utilization Management Plan
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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. All service authorizations are based on medical necessity decisions that
establish the appropriate eligibility relative to the identified services to be delivered.
Communication with individuals regarding UM decisions, including adverse benefit
determination notice, right to second opinion, and grievance and appeals will be included in this
delegated function.

Utilization review functions are delegated to CMHSP Participants in accordance with MSHN
policies, protocols and standards. This includes local-level prospective, concurrent and
retrospective reviews of authorization and utilization decisions and/or activities regarding level
of need and level and/or amount of services, consistent with PIHP policy, standards, and
protocols. 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 retains utilization review functions for substance use disorder (SUD) services in
accordance with MSHN policies, protocols and standards. This includes local-level prospective,
concurrent and retrospective reviews of authorization and utilization decisions and/or activities
regarding level of need and level and/or amount of services, consistent with PIHP policy,
standards, and protocols. Initial service eligibility decisions for SUD services are delegated to SUD
providers through the use of screening and assessment tools.

MSHN ensures that screening tools and admission criteria are based on eligibility criteria
established in contract and policy and are reliably and uniformly administered. MSHN policies are
designed to integrate system review components that include PIHP contract requirements and
the CMHSP Participant’s/SUD Provider roles and responsibilities concerning utilization
management, quality assurance, and improvement issues.

MSHN has established criteria for determining medical necessity, and the information sources
and processes that are used to review and approve provision of services. MSHN and its CMHSP
Participants/SUD Providers use standardized population-specific assessments or level of care
determination tools as required by MDHHS. Assessment and level of care tools guide decision
making regarding medical necessity, level of care, and amount, scope, and duration of services.
No one assessment shall be used to determine the care an individual receives, rather it is part of
a set of assessments, clinical judgment, and individual input that determine level of care relative
to the needs of the person served.

MSHN has mechanisms to identify and correct under-and over-utilization of services as well as
procedures for conducting prospective, concurrent, and retrospective reviews. MSHN ensures
through policy and monitoring of the CMHSP Participants/SUD Providers that qualified health
professionals supervise review decisions and any decisions to deny or reduce services are made

25| Page

Board of Directors Meeting Packet: March 2, 2021 Page 143



by health care professionals who have appropriate clinical licensure and expertise in treating the

beneficiary’s condition. have-the—appropriate—chnical-expertise—toprovide—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;_
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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.

b) Practice Guidelines!

MSHN supports and requires the use fof nationally accepted and mutually agreed upon clinical
practice guidelines including Evidenced Based Practices (EBP) to ensure the use of research -
validated methods for the best possible outcomes for services recieptientsrecipients as welle as
best value in the purchase of services and supports. Practice guidelines include clinical
standards, evidenced-based practices, practice-based evidence, best practices, and promising
practices that are relevant to the individuals served.

The process for adoption, development, and implementation is based on key concepts of
recovery, and resilience, wellness, person centered planning/individual treatment planning and
choice, self-determination, and cultural competency. Practices will appropriately match the
presenting clinical and/or community needs as well as demographic and diagnostic
characteristics of individuals served. Pgractice guidelines were utilized areis 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 everyone
receives the most efficacious services. Pmeteewdeh-nes—as—sta%ed—abeve—a%e—rewewed—and
# -Clinical programs
ensure the presence of documented practlce skills_including motivational_interviewing,
trauma informed care and positive behavioral supports.

wil

Practice guidelines will be monitored and evaluated through MSHN’s site review process to
ensure CMHSPs and SUD providers, at a minimum, are incorporating mutually agreed upon
practice guidelines within the organization. Additionally, information regarding evidenced based
practices is aareare—rerpotedreported through the annual assessment of network adequacy.
Fidelity reviews shall be conducted and reviewed as part of the local quality improvement
program or as required by MDHHS.

The use of practice guidelines and the expectation of use are included in provider contracts.
Practice guidelines are reviewed and updated annually or as needed and are disseminated to
appropriate providers through relevant committees/councils/workgroups. All practice guidelines

adopted for use are available on the I\/ISHN web5|te GM-HSP—P&FHemaﬂts—leeaJ—mqpiementahmq—ef

1 Clinical Practice Guidelines and Evidenced Based Practices Policy
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c) Oversight Of “Vulnerable People”

MSHN assures the health and welfare of the region’s service recipients through service delivery
L2hy establlshmg standards of care for individuals served 131415 egnsistepnt-with-MBHHScontract
i ~Each CMHSP
Part|C|pant/SUD Prowder shaII have processes for addressmg 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 andintervention.

d) Cultural Competence’®

MSHN and its Provider Network shall demonstrate an ongoing commitment to linguistic and
cultural competence that ensures access and meaningful participation for all people in the service
area. Such commitment includes acceptance and respect for the cultural values, beliefs and
practices of the community, as well as the ability to apply an understanding of the relationships
of language and culture to the delivery of supports and services.

Competence includes a general awareness of the cultural diversity of the service area including
race, culture, religious beliefs, regional influences in addition to the more typical social factors
such as gender, gender identification, sexual orientation, marital status, education, employment
and economic factors, etc.

12 Habilitation Supports Waiver Annual Recertification, initial
13 Home and Community Based Services Monitoring Procedure
14 Autism Benefit Compliance Monitoring

15 Case Management Services

16 Service Delivery-Cultural Competency Policy
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e) Autism Benefit

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. 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 monthly to quarterly with the CMHSPs within its region and calls for
ongoing system and consumer-level improvements. This data is shared with the MDHHS as
required, for reporting individual-level and systemic-level CMHSP quality improvement efforts.

Autism Benefit Review
Initial eligibility is managed through MSHN in a review of clinical content and then submitted to
MDHHS for ABA service approval. Re-evaluations shall address the ongoing eligibility of the
autism benefit participants and are updated annually. All providers of ABA services shall meet
credentialing standards as identified in the EPSDT benefit and Michigan Medicaid Manual to
perform their function.

f) Behavior Treatment!®

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 Standards of Behavior
Treatment Plan, 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 has been piloted and tracked in the MSHN region and
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 analyzed on a
quarterly basis by MSHN and is available to MDHHS upon request. 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

7 Service Delivery-Autism Benefit Compliance Monitoring; Re-Evaluation Eligibility
8 Quality-Behavior Treatment Plans Policy and Procedure
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trends and/or opportunities for quality improvements. MSHN also uses this data to provide
oversight via the annual site review process at each of the CMHSPs. Data shall include numbers
of interventions and length of time the interventions were used per person.

ge) Trauma®?

MSHN and its Provider Network shall adopt a trauma informed culture including the following:
values, principles and development of a trauma informed system of care ensuring safety
and preventing re-traumatization. In compliance with the MDHHS Trauma Policy MSHN has
delegated the responsibility to the network providers to ensure development of a process for
screening and assessing each population for trauma. Providers shall adopt approaches to address
secondary trauma for staff and utilize evidenced based practices or evidence informed practice
to support a trauma informed culture. An organizational assessment shall be completed to
evaluate the extent to which the organizations policies are trauma informed. Organizationalthe
i jzati ici i —Organizational strengths and
barriers, including an environmental scale to ensure the building and environment does not re-
traumatize will be identified and utilized for improvement efforts. The assessment -should occur
every three years._

VIl. PROVIDER STANDARDS

a) Credentialing/Provider Qualifications and Selection

In compliance with MDHHS’s Credentialing and Re-Credentialing Processes—{F¥20-Attachment
P7 11 FY20 AttachmentPHBA), 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, in accordance with the Michigan PIHP/CMHSP Provider
Qualifications per Medicaid Services & HCPCS/CPT Codes chart.

Credentialing, privileging, primary source verification and qualification of staff who are
employees of 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 and SUD Provider compliance with federal, state, and local regulations and
requirements annually through an established process including desk review, site review

19 Service Delivery-Trauma Informed Systems of Care Policy
20 provider Network Credentialing/Recredentialing Policy and Procedure
2L provider Network Non-Licensed Provider Qualifications
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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.

b) Financial Oversight

MSHN has established written policies and procedures to ensure appropriate financial
management.  MSHN will conduct a financial oversight review of the SUDSP Network. The
review will be based on seven standards used to assure regulatory compliance by reviewing the
following: Certified Public Accountant (CPA) Audit, compliance with previous corrective action;
financial management policies and procedures; documents to ensure proper segregation of
duties; evidence to support the Financial Status Report(FSR) billing; verification of board
approved sample financial reports; and evaluation of Risk Management Plan. Information
obtained from the review will be used to identify focus areas for improvement efforts, in
accordance with the oversight monitoring corrective action process.

b)c)  Provider Monitoring and Follow-Up?2

MSHN uses a standard written contract to define its relationship with CMHSP Participants/SUD
Providers that stipulates 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. SUD Providers, however, must first obtain written authorization from MSHN in
order to subcontract any portion of their agreement with MSHN. 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

22 Quality-Monitoring and Oversight Policy and Procedures
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termination if the contractor’s performance is inadequate. MSHN continually works to assure
that the CMHSP Participants support reciprocity by developing regionally standardized contracts,
provider performance protocols, maintain common policies, and evaluate common outcomes to
avoid duplication of efforts and reduce the burden on shared contractors. 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 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.

€}d) _External Reviews

The PIHP is subject to external reviews through MDHHS or an external auditor to ensure
compliance with all regulatory requirements. MSHN collaborates with MDHHS and the external
auditor to provide relevant evidence to support compliance. In accordance the Medicaid Managed
Specialty Supports and Services Program FY210 Z-0-PreviderNetweork-Services7.9-1-External
Quality Review. All findings that require improvement based on the results of the external reviews
are incorporated into the QAPIP Priorities for the following year. An action plan will be completed
that includes the following elements: improvement goals, objectives and activities in response to
the findings. The improvement plan will be available to MDHHS upon request.
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VIII. Quality Assessment and Performance Improvement Program Priorities (QAPIP) FY2021

The QAPIP priorities shall guide quality efforts for FY21. Attachment 1 provides the QAPIP Priorities and Quality Work Plan for FY21.
The FY21 QAPIP Priorities include completion of required elements of the QAPIP, growth areas based on external site reviews and the
review of effectiveness. QAPIP activities are aligned with the MSHN Strategic Plan Priorities contributing to Better Health, Better Care,

Better Provider Systems, and Better Equity for the individuals we serve.

An effective performance measurement system allows an organization to evaluate the safety, accessibility and appropriateness, the quality

and effectiveness, outcomes, and an evaluation of satisfaction of the services in which an individual receives. MSHN utilizes a balanced score

card to monitor organizational performance. Those areas that perform below the standard are included in the annual QAPIP. Figure 1

demonstrates indicators used to monitor the performance of MSHN.

Figure 1. FY21 Performance Measures

Indicator Comm.ittee/.
Council Review

Michigan Mission Based Performance Indicator System -

MSHN will meet or exceed the standard for indicator 1: Percentage of Children/Adults who receive a Prescreen within 3 hours Qic

of request (>= 95% or above)

Indicator 2. a. Effective on and after April 16, 2020, the percentage of new persons during the quarter receiving a completed bio

psychosocial assessment within 14 calendar days of a non-emergency request for service (by four sub-populations: Ml-adults, Qlc

MiI-children, IDD-adults, IDD-children. (No Standard)

Indicator 2 b, Effective April 16, 2020, the percentage of new persons during the quarter receiving a face-to-face service for

treatment or supports within 14 calendar days of a non-emergency request for service for persons with Substance Use QIC/SUD

Disorders.(No Standard)

Indicator 3: Effective April 16, 2020, percentage of new persons during the quarter starting any needed on-going service within

14 days of completing a non-emergent biopsychosocial assessment (by four sub-populations: Ml-adults, MI-children, IDD-adults, | QIC

and IDD-children). (No Standard)

MSHN will meet or exceed the standard for indicator 4a: Follow-Up within 7 Days of Discharge from a Psychiatric Unit (>=95%) | QIC

MSHN will meet or exceed the standard for indicator 4b: Follow-Up within 7 Days of Discharge from a Detox Unit (>=95%) QIC/SUD

MSHN will meet or exceed the standard for indicator 10: Re-admission to Psychiatric Unit within 30 Days (standard is <=15%) Qlc

Board of Directors Meeting Packet: March 2, 2021

33| Page

Page 151



BH-TEDS Data

MSHN will demonstrate an improvement with the quality of data for the BH-TEDS data. (military fields, living arrangements and

employment, LOCUS, Medicaid ID)} Qic
Performance Improvement Projects

PIP — The degree to which programs implement recovery-oriented practices will demonstrate a 3.50 or above annually. ( >=3.50) | QIC
PIP - The percentage of members 18-64 years of age with schizophrenia and diabetes who had both an LDL-C test and an HbAlc

test during the measurement year will demonstrate a statistically significant increase from previous reporting period. (target- Qlc
38.6%)

Assessment of Member Experiences

*MSHN will demonstrate a 100% completion rate of assessments for each representative population served (SUD, MI/SED, IDD
inclusive of LTSS) with development of action plan to address findings annually. Qlc
MSHN will demonstrate an 80% rate of satisfaction for each representative population. Qlc
I am involved in my community and organization (RSA-Involvement) (>=3.5) QlC
Services | receive are tailored to my wants and needs (RSA-Individually Tailored Services) (>=3.5) QlC
| am given opportunities to discuss or be connected to my diverse treatment needs (RSA Diversity of Treatment) (>=3.5) Qlc
| am given choices about my treatment and care that | receive (RSA-Choice) (>=3.5) QlC
Staff support and encourage me in various ways to fulfill my life goals (RSA-Life Goals) (>=3.5) Qlc
The rate of satisfaction with SUD services and treatment received will meet or exceed 80%. Qlc
The rate of satisfaction with services and treatment received for a mental illness (including LTSS) will meet or exceed 80%. QlC
The rate of satisfaction with services and treatment received for a Severe Emotional Disturbance will meet or exceed 80%. Qlc
Safety and Risk Monitoring (Event Monitoring and Reporting)

*MSHN will demonstrate a 100% completion rate of Critical Incident/Event performance summary quarterly. Qlc
The rate of arrests, per 1000 persons, served will demonstrate a decrease from previous year.(CMHSP) QlC
The rate, per 1000 persons served, of persons who received emergency medical treatment for an injury or medication error will
demonstrate a decrease from previous year. (CMHSP) Qlc
The rate, per 1000 persons served, of individuals who were Hospitalized for an injury or medication error will demonstrate a

decrease from previous year. QlC
The rate, per 1000 persons served, of Non-Suicide Death will demonstrate a decrease from previous year. (CMHSP) Qlc
The rate, per 1000 persons served, of Suicide Deaths will demonstrate a decrease from previous year. (CMHSP) QlC
The rate, per 1000 persons served, of Sentinel Events will demonstrate a decrease from previous from previous year. (CMHSP) Qlc
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The rate of deaths per 1000 persons served will demonstrate a decrease from previous reporting period. SUD TX/UM
The rate of accidents requiring emergency medical treatment and/or hospitalization per 1000 persons served will demonstrate

a decrease from previous reporting period. SUD TX/UM
The rate of physical illness requiring admissions to hospitals per 1000 persons served will demonstrate a decrease from previous

reporting period. SUD TX/UM
The rate of arrest or convictions per 1000 persons served will demonstrate a decrease from previous reporting period.) SUD TX/UM
The rate of serious challenging behaviors per 1000 persons, served will demonstrate a decrease from previous reporting period. | SUD TX/UM
The rate of medication errors, per 1000 persons, served will demonstrate a decrease from previous reporting period. SUD TX/UM
Medicaid Event Verification

MSHN will demonstrate a 90% performance rate in each of the seven attributes verified during the Medicaid Event Verification

Reviews. CC
Medicaid Event Verification review demonstrates improvement of previous year results (94.05%) with the documentation of the

service date and time matching the claim date and time of the service. SUD cC

Joint Metrics

The percentage of discharges for adults who were hospitalized for treatment of selected mental iliness or intentional self-harm

diagnoses and who had a follow-up visit with a mental health practitioner within 30 days after discharge. FUH Report, Follow-Up Qic

After Hospitalization Mental lliness Adult (standard-58%) Racial/ethnic group disparities will be reduced. (*Disparities will be

calculated using the scoring methodology developed by MDHHS to detect statistically significant differences).

The percentage of discharges for children who were hospitalized for treatment of selected mental iliness or intentional self-

harm diagnoses and who had a follow-up visit with a mental health practitioner within 30 days after discharge. Follow-Up After Qic
Hospitalization Mental lliness Children (standard-70%) Racial/ethnic group disparities will be reduced. (*Disparities will be

calculated using the scoring methodology developed by MDHHS to detect statistically significant differences).

Implementation of Joint Care Management Processes umMcC
Follow up After (FUA) Emergency Department Visit for Alcohol and Other Drug Dependence umcC
Performance Based Incentive Payments

Identification of enrollees who may be eligible for services through the Veteran’s Administration. (Narrative Report BH-TEDS ITC/QIC
and Veteran Services Navigator Data)

Increased data sharing with providers (narrative report) ITC

MSHN will demonstrate an increase over previous reporting period of Initiation, Engagement and Treatment (IET) of Alcohol

and Other Drug Dependence (2018 level Intitation-36.81%; Engagement 22.30% ) (informational only) CLC
Increased participation in patient centered medical homes (narrative) UM
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Priority Measures-

MSHN will demonstrate improvement from previous reporting period (79%) of the percentage of patients 8-64 years of age

with schizophrenia or bipolar disorder who were dispensed an antipsychotic medication and had a diabetes screening test QlC
during the measurement year. Diabetes Screening Report
MSHN will demonstrate an increase from previous measurement period (78.5%) in the percentage of individuals 25 to 64 years
of age with schizophrenia or bipolar who were prescribed any antipsychotic medication and who received cardiovascular health | CLC
screening during the measurement year. Cardiovascular Screening
The percentage of members 6—12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication,
. o . [ . . e CLC

who had one follow-up visit with practitioner with prescribing authority during the 30-day Initiation Phase.
The percentage of members 6—12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication,
who remained on the medication for at least 210 days and who, in addition to the visit in the Initiation Phase, had at least two CLC
follow-up visits with a practitioner within 270 days (9 months) after the Initiation Phase ended.
Plan All-Cause Readmissions-The number of acute inpatient stays during the measurement year that were followed by an

- . N UM
unplanned acute readmission for any diagnosis within 30 days. (<=15%)
The percentage of members 20 years and older who had an ambulatory or preventative care visit. Adult Access to Care (>=75%) | UM
The percentage of members 12 months-19 years of age who had a visit with a PCP. Children Access to Care (>=75%) UM
Member Appeals and Grievance Performance Summary
Percentage (rate per 100) of Medicaid consumers who are denied overall eligibility were resolved with a written notice letter e
within 14 calendar days for a standard request of service. (standard-95%)
The percentage (rate per 100) of Medicaid appeals which are resolved in compliance with state and federal timeliness standards e
including the written disposition letter (30 calendar days) of a standard request for appeal. (standard-95%)
The percentage (rate per 100) of Medicaid second opinion requests regarding inpatient psychiatric hospitalization denials which
are resolved in compliance with state and federal timeliness standards, including receiving a written provision of disposition CSC
(standard-95%)
The percentage (rate per 100) of Medicaid grievances are resolved with a written disposition sent to the consumer within 90 e

calendar days of the request for a grievance (standard-95%)
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Behavior Treatment

The percent of individuals who have an approved Behavior Treatment Plan which includes restrictive and intrusive techniques

will decrease from previous year. Qlc
The percent of emergency physical interventions per person served during the reporting period will decrease from previous

year. Qlc
The percent of emergency interventions (911 calls, physical management) during the reporting period will decrease from

previous year. Qlc
External Reviews

MSHN will achieve a 95% percent for individuals eligible for autism benefit enrolled within 90 days with a current active IPOS. CcLC
(standard-95%)

The QAPIP Plan and Report will be provided to network providers and members upon request. Qlc
MSHN will be in full compliance with the Adverse Benefit Determination notice requirements. CSC
MSHN will communicate practice guidelines to the providers annually. CLC
MSHN providers will increase compliance with the MDHHS/MSHN credentialing, recredentialing and no-licensed provider staff
qualification requirements.

(Standard 8) PNM
MSHN will achieve a status of “Met” on the Performance Improvement Validation Review. Qlc
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X. DEFINITIONS/ACRONYMS

BTPRC: Behavior Treatment Plan Review Committee

CBHO: Chief Behavioral Health Officer

CCC: Corporate Compliance Committee

CLC: Clinical leadership Committee

Community Mental Health Services Program (CMHSP): A program operated under Chapter 2 of the
Michigan Mental Health Code - Act 258 of 1974 as amended.

CMHSP Participant refers to one of the twelve-member Community Mental Health Services Program
(CMHSP) participant in the Mid-State Health Network.

Contractual Provider refers to an individual or organization under contract with the MSHN Pre-Paid
Inpatient Health Plan (PIHP) to provide administrative type services including CMHSP participants
who hold retained functions contracts.

Critical Incident Reporting system (CIRS): Suicide; Non-suicide death: Arrest of Consumer; Emergency
Medical Treatment due to injury or Medication Error: Type of injury will include a subcategory for
reporting injuries that resulted from the use of physical management: Hospitalization due to Injury or
Medication Error: Hospitalization due to injury related to the use of physical management.

CSC: Customer Services Committee

Customer: For MSHN purposes customer includes all Medicaid eligible individuals (or their families)
located in the defined service area who are receiving or may potentially receive covered services and
supports. The following terms may be used within this definition: clients, recipients, enrollees,
beneficiaries, consumers, primary consumer, secondary consumer, individuals, persons served,
Medicaid Eligible.

EQR: External Quality Review

FC: Finance Committee

ITC: Information Technology Committee

Long Term Services and Supports (LTSS)- Older adults and people with disabilities who need support
because of age; physical, cognitive, developmental, or chronic health conditions; or other functional
limitations that restrict their abilities to care for themselves, and who receive care in _home-
community based settings, or facilities such as nursing homes.(CMS.gov)

MEV: Medicaid Event Verification

MMBPIS: Michigan Mission Based Performance Indicator System

MSHN: Mid-State Health Network

MDHHS: Michigan Department of Health and Human Services

PIP: Performance Improvement Project

PNM: Provider Network Management

Prepaid Inpatient Health Plan (PIHP): In Michigan a PIHP is defined as an organization that manages
Medicaid specialty services under the state's approved Concurrent 1915(b)/1915(c) Waiver Program,
on a prepaid, shared-risk basis, consistent with the requirements of 42 CFR part 401 et al June 14,
2002, regarding Medicaid managed care. (In Medicaid regulations, Part 438. Prepaid Health Plans
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(PHPs) that are responsible for inpatient services as part of a benefit package are now referred to as
"PIHP" The PIHPalso known as a Regional Entity under MHC 330.1204b also manages the Autism ISPA,
Healthy Michigan, Substance Abuse Treatment andPrevention Block Grant and PA2. "

Provider Network: Refers to a CMHSP Participant and all Behavioral Health Providers that are directly
under contract with the MSHN PIHP to provide services and/or supports through direct operations or
through the CMHSP’s subcontractors.

QAPI: Quality Assessment Performance Improvement

QAPIP: Quality Assessment and Performance Improvement Plan

QIC: Quality Improvement Council

QM: Quality Manager

Research: (as defined by 45 CFR, Part 46.102) means a systematic investigation, including research
development, testing and evaluation, designed to develop or contribute to generalizable knowledge.
Activities which meet this definition constitute research for purposes of this policy, whether they are
conducted or supported under a program which is considered research for other purposes. For
example, some demonstration and service programs may include research activities.

Root Cause Analysis (RCA): Root Cause Analysis: A root cause analysis (JCAHQO) or investigation (per
CMS approval and MDHHS contractual requirement) is "a process for identifying the basic or causal
factors that underlie variation in performance, including the occurrence or possible occurrence of a
sentinel event. A root cause analysis focuses primarily on systems and processes, not individual
performance." (JCAHO, 1998)

Sentinel Event (SE): Is an “unexpected occurrence” involving death (not due to the natural course of
a_health condition) or serious physical or psychological injury, or risk thereof. Serious injury
specifically includes permanent loss of limb or function. The phrase “or risk thereof” includes any
process variation for which recurrence would carry a significant chance of a serious adverse outcome
(JCAHO, 1998). Any injury or death that occurs from the use of any behavior intervention is
considered a sentinel event

RSA: Recovery Self-Assessment

RAS: Recovery Assessment Scale

Stakeholder: A person, group, or organization that has an interest in an organization, including
consumer, family members, guardians, staff, community members, and advocates.

Subcontractors: Refers to an individual or organization that is directly under contract with CMHSP
and/or SRE to provide services and/or supports.

SUD Providers: Refers to Substance Use Disorder providers directly contracted with MSHN to provide
SUD treatment and prevention services.

TR: Technical Requirement

UMC: Utilization Management Committee

Vulnerable Person- An individual with a functional, mental, physical inability to care for themselves.

(2020) What are Long-Term Supports and Services (LTSS) (https://www.cms.gov/Outreach-and-
Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/ltss-overview)

(2021). Medicaid Managed Specialty Supports and Services Contract
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(2021). Medicaid Managed Specialty Supports and Services Contract Quality Assessment and
Performance Improvement Technical Requirement

(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-CIO-Forum.

(2021). Medicaid Managed Specialty Supports and Services Contract.

(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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Attachment 1 Quality Priorities and Work Plan FY21

Organizational Structure and
Leadership

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will have an adequate
organizational structure with clear
administration and evaluation of the
QAPIP

To develop in collaboration with the QIC the Quality Manager 11.18.2021
annual QAPIP evaluation and QAPIP plan. (QAPIP

Description, QAPIP Work Plan and Organizational

Chart of the QAPIP).

Development of a process to monitor the Quality Manager 9.30.2021

progress of the quality workplan performance
measures inclusive of other departments
designated responsibilities in the QAPIP (UM,
PNM, CC, Clinical-SUD and CMHSP, IT).

Governance

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

Board of Directors will approve the To submit the annual QAPIP Plan and Report to Deputy Director/Director of 1.1.2022
QAPIP Plan and Report the board. Compliance, Quality, Customer
Services
Board of Directors review QAPIP To submit QAPIP progress reports to the Board. Deputy Director/Director of 6.1.2021
Progress Reports (MSHN Quarterly QAPIP Report) Compliance, Quality, Customer
Services
QAPIP will be submitted to Michigan To submit the Board approved QAPIP Report and | Quality Manager/QIC 1.31.2022
Department of Health and Human Plan to MDHHS. (via MDHHS FTP Site)
Services
Review reporting timeframes and submission CEO 10.1.2021
deadline for QAPIP submission to MDHHS with
contract negotiating team.
Include the role of recipients of service QAPIP Description, and Organizational Chart of Quality Manager/QIC 1.31.2022
in the QAPIP the QAPIP.
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Communication of Process and
Outcome Improvements

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

*The QAPIP Plan and Report will be
provided annually to network providers
and to members upon request.

*To distribute the completed Board approved
QAPIP Effectiveness Review (Report) through
committee/councils, MSHN Constant Contact, and
email. To post to the MSHN Website. To ensure
CMHSP contractors receive the QAPIP.

Quality Manager

1.31.2022 Annually

*The Practice Guidelines
MSHN will communicate practice
guidelines to the providers annually.

*To distribute Practice Guidelines through
committee/councils, MSHN Constant Contact, and
post to MSHN Website.

Chief Behavioral Health Officer;
Committee/Council Leads including
sponsored workgroups. (OC, UM,
CLC, TX. UM Team Meeting)

1.31.2022 Annually

Guidance on Standards, Requirements,
and Regulations

To complete MSHN Contract Monitoring Plan and
Medicaid Work Plan, post updates to MSHN
Website, and distribute through
committee/councils, MSHN Constant Contact.

Quality Manager- QIC, CLC, UM,
CLC, ITC, CSC, SUDP, FC, OC

As needed, minimum
annually

Consumers & Stakeholders receive
reports on key performance indicators,
consumer satisfaction survey results and
performance improvement projects

To present reports on Consumer Satisfaction
Survey Results, Recovery Survey Assessments, Key
Priority Measures, MMBPIS, Behavior Treatment
Review Data, Event Data, Quality
policies/procedures and Customer Service
Reports to RCAC and PAC quarterly for feedback.

Customer Services Specialist;
Quality Manager; Director of
Compliance, Customer Services,
Quality, MEV; Director of Utilization
and Care Management

December, February,
April, June, August,
October

Performance Measurement and Quality | To upload to the MSHN website the following Director of Compliance, Customer Quarterly
reports are made available to documents: QAPIP Plan and Report, Satisfaction Services, Quality, MEV; CC, QIC,
stakeholders and general public Surveys, Performance Measure Reports; MSHN UM, CLC, ITC, CSC, SUDP, FC, OC
Scorecard, and MSHN Provider Site Review
Reports, in addition to communication through
committees/councils.
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MMBPIS

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

*MSHN will meet or exceed the MMBPIS
standards for Indicators 1, 4, 10 as
required by MDHHS.

CMHSPs to upload detail data utilizing MSHN
template quarterly through REMI.

CMHSP Participants

Q1-3.15.2021; Q2-
6.15.2021; Q3-
9.15.2021; Q4-
12.15.2021

MSHN submit MMBPIS to MDHHS quarterly.

Quality Manager

Q1 3.31.2021
Q2 6.30.2021
Q3 9.30.2021
Q4 12.31.2021

MSHN to complete performance summary,
reviewing progress (including barriers,
improvement efforts, recommendations, and
status of recommendations), and present/provide
to relevant committees/councils and providers
quarterly.

Quality Manager
QIC, Medical Directors, Tx/UM,
PAC, RCAC, SUDP.

Q1 April; Q2 July;
Q3 October; Q4
January

CMHSPs to develop and submit improvement
plans quarterly.

CMHSP Participants

Q1 April; Q2 July;
Q3 October; Q4
January

SUD Providers to develop improvements
quarterly

SUDPs

FY21Q3

MSHN will develop or have available
documentation for education and training of
performance indicator requirements.

Quality Manager

Annually through
QIC/PAC/SUD Provider
Meeting

MSHN to complete primary source verification of
submitted records during the DMC review.

QAPI

Biennially with follows
ups based on findings
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BH-TEDS

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will improve the quality of BH-
TEDS data.

1-MSHN will identify areas of discrepancy for the | CIO-ITC 2.28.21
BH-TEDS data for FY21Q1. Veterans data (military

fields), Employment data-minimum wage, Living

arrangements, LOCUS records, Medicaid IDs on

update and M records.

2—Causal factors will be determined based on Quality Manager- QIC; IT Project 3.31.21
review BH-TEDS data. Manager- CMHSP participants

3-Narrative completed comparing BH-TEDS ClO, Quality Manager- QIC; IT 6.30.21
(veteran’s military fields) and VSN Report for FY21 | Project Manager- ITC

Q1Q2 data.

4—-Action steps developed to address incomplete | ClO, Quality Manager- QIC; IT 7.31.21

data, discrepancies. Veterans data (military
fields), Employment data-minimum wage, Living
arrangements.

Project Manager- ITC

5-MSHN QIC will monitor progress through
quarterly performance reports.

Quality Manager- QIC; IT Project
Manager- ITC

FY21 Q4, FY22 Q1

Performance Improvement Projects

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

Will engage in two performance
improvement projects during the waiver
renewal period.

To complete the Annual Recovery Self-
Assessment-Provider/Administrator Summary
Report

Quality Manager/QIC/CLC/RCAC

Annually/May

To complete the Diabetes Monitoring
Performance Report quarterly and complete the
Annual Submission to HSAG.

Quality Manager/Data Coordinator,
QIC, Regional Medical Directors

Quarterly-December,
March, June,
September
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Quantitative and Qualitative
Assessment of Member Experiences

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

*MSHN will demonstrate an 80% or MSHN in collaboration with CMHSPs and SUDPs Quality Manager-QIC/SUDP March, April
above for assess consumer experience will identify a qualitative process and distribute
and take specific action as needed, surveys and assessments based on the population
identifying sources of dissatisfaction, and services received. (MHSIP/YSS) (SUD
outlining systematic action steps, Satisfaction)
monitoring for effectiveness, MSHN to complete an Annual Member Quality Manager- July
communicating results. Experience Report to include trends, causal QIC/CLC/RCAC/SUDP/PAC
*Member assessment of experiences sources of dissatisfaction, interventions in
will represent all served (including LTSS), | collaboration with relevant committees/councils.
and address the issues of the quality,
availability, and accessibility of care.
MSHN will assess the recovery MSHN to complete the Annual RAS Report to Quality Manager- July
environment include trends, causal factors, interventions in QIC/CLC/RCAC/SUDP/PAC
collaboration with relevant committees/councils.
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Event Monitoring and Reporting

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will ensure Events
(Sentinel/Critical/Risk) as specified in the
PIHP Contract, are monitored, and
submitted to MDHHS.

To submit Critical Events to MSHN monthly

CMHSPs

26th of each month

To submit Critical Events to MDHHS monthly

Quality Manager

The last day of each
month

To submit Critical Events to MSHN Quarterly SUDPs January 15, April 15,
July 15, October 14
To submit Sentinel Events to MSHN Quarterly or CMHSPs / SUDP January 15, April 15,

sooner based on event notification requirements

July 15, October 15

To submit Sentinel Events to MDHHS 2x annually

Quality Manager

Q1-Q2 April 30, Q3-Q4
October 30

MSHN Will complete oversight through
primary source verification of critical
incidents and sentinel events; review of
the process for follow up of
recommendations and consistency with
MSHN/MDHHS requirements.

To complete the Delegated Managed Care Report.

Critical Incident Reporting System (CIRS) tool.

Quality Manager

Biennially with follows
ups annually as
needed

MSHN will ensure appropriate follow up
will occur for all events dependent on
the type and severity of the event and
may including a root cause analysis,
mortality review, immediate notification
to MDHHS.

To complete the Delegated Managed Care Report.

Critical Incident Reporting System (CIRS) tool.

Quality Manager

Biennially with follows
ups annually as
needed

MSHN will ensure Individuals will have
the appropriate credentials for review of
scope of care.

To complete the Delegated Managed Care Report.

Critical Incident Reporting System (CIRS) tool.

Quality Manager

Biennially with follows
ups annually as
needed
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CMHSP Participants and SUD Treatment
Providers will achieve established
targets as applicable. Trends, patterns,
strengths, and opportunities for
improvement identified. The PIHP must
analyze at least quarterly the critical
incidents, sentinel events, and risk
events to determine what action needs
to be taken to remediate the problem or
situation and to prevent the occurrence
of additional events and incidents.
*MSHN will demonstrate a 100%
completion rate of the Critical Incident
Review System performance reports
quarterly.

To complete the CIRS Performance Reports
(including standards, barriers, improvement
efforts, recommendations, and status of
recommendations to prevent reoccurrence)
quarterly.

To distribute the Performance Reports to relevant
committees/councils/providers for review and
follow up.

Quality Manager (QIC relevant
committees

Quarterly (Q4 January,
Q3 April, Q2 July, Q3
October)

Medicaid Event Verification

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

Will verify delivery of services billed to
Medicaid

To complete Medicaid Event verification reviews
in accordance with MSHN policy and procedure.

MEV Auditor

See annual schedule
for each provider

MSHN will identify trends, patterns, To complete The MEV Annual Methodology Director of Compliance/Quality/ 1.31.2022
strengths and opportunities for Report and review with QIC and Compliance Customer Services, MEV auditor

improvement. Committee annually.

The MEV Methodology Report will be To submit the Annual MEV Methodology Report Director of Compliance/ 12.31.2021

submitted to MDHHS annually as
required.

to MDHHS.

Quality/Customer Services,
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Utilization Management Plan

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will establish a Utilization
Management Plan in accordance with
the MDHHS requirements

To complete/review the MSHN Utilization
Management Plan annually.

Director of Utilization and Care
Management

12.1.2021

MSHN will identify trends, patterns of
under / over utilization, medical
necessity criteria, and the process used
to review and approve provision of
medical services.

MSHN to complete performance summary
quarterly reviewing progress (including barriers,
improvement efforts, recommendations, and
status of recommendations), identifying
CMHSPs/SUDSPs requiring improvement and

present/provide to relevant committees/councils.

Director of Utilization and Care
Management

Quarterly/annually
See UM Reporting
Schedule

MSHN will utilize uniform screening
tools and admission criteria

To utilize uniform screening tools and admission
criteria. LOCUS, CAFAS, MCG, ASAM, SIS, DECA

Director of Utilization and Care
Management

Quarterly/Annually

*MSHN will achieve full compliance with
timeframes of service authorization
decisions in accordance with the MDHHS
requirements.

Oversight of compliance with policy through
primary source verification during Delegated
Managed Care Reviews. Development of new
timeliness standard to be reviewed quarterly.

QAPI
Customer Service Specialist

Biennial Full Review
with follow up
annually as needed.
Quarterly

*MSHN will achieve full compliance with
the appeal resolution notice contact as
required by MDHHS.

Refresher training will be conducted
Oversight of compliance during Delegated
Managed Care Reviews.

Customer Service Specialist
QAPI

1.25.2020

Biennial Full Review
with follow up
annually as needed.
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Practice Guidelines

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN adopts practice guidelines that
are nationally, or mutually accepted by
MDHHS and MSHN.

The QAPIP Plan and related policies/procedure
will include a process for adoption, evaluating and
communicating practice guidelines.

Chief Behavioral Health Officer-CLC
and RMD

Annually

MSHN will communicate and
disseminate practice guidelines to
providers and members upon request.
*MSHN will communicate the practice
guidelines to providers annually.

*To distribute Practice Guidelines through
committee/councils, MSHN Constant Contact.
Upload clinical practice guidelines, including
MDHHS specified guidelines to the MSHN
website.

Chief Behavioral Health Officer;
Committee/Council Leads including
sponsored workgroups. (OC, UM,
CLC, TX. UM Team Meeting)

1.31.2022 Annually

CMHSPs will adhere to the standards
within the accepted practice guidelines.

To provide oversight during DMC Review to
ensure providers adhere to practice guidelines as
appropriate to the population served.

QAPI

Biennially with follows
ups based on findings

*MSHN will meet the standards for
PCP/IPOS development for those
receiving services, specifically the Autism
Benefit, SEDW Waiver, CWP Waiver, and
HSW

MSHN will complete and implement a regional

training plan to address Person Centered Planning

and the development of the Individual Plan of

Service.

e following elements will be incorporated into the

planning process and document:

e Choice voucher/self-determination
arrangements offered

e Assessed needs in IPOS

e Strategies adequately address health and safet
and primary care coordination

e Goals are measurable and include amount,
scope and duration

e Prior authorization of services corresponds to
services in IPOS

e |POS is reviewed and updated no less than
annually

e Include guardian in PCP process

e Category/intensity of Care (CWP)

Director of Compliance, Quality and
Customer Services; Waiver
Manager, Waiver Coordinator

2.17.2021
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Oversight of "Vulnerable People"

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

Will evaluate health, safety and welfare of
individuals "vulnerable people" served in order
to determine opportunities for improving
oversight of their care and their outcomes. This
includes members with special health care
needs, members with long-term services and
supports. This will include assessment of care
between care settings and a comparison of
services and supports received with those set
forth in the member’s treatment/service plan, if
applicable.

MSHN will analyze performance measures-Behavior
Treatment, Integrated Population Health Report, Key
Performance Measures, Behavioral Health Report for
trends and patterns and develop action for areas of
concern.

Director of
Utilization
Management, Chief
Behavioral Health
Officer, HCBS
Manager, Autism
Coordinator

Annually/Quarterly

To complete clinical record reviews during the
delegated managed care review.

QAPI, Autism
Coordinator, HCBS
Manager

Biennial Full Review with
follow up annually as
needed.

Behavior Treatment

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will ensure behavioral treatment plans
are developed in accordance with the Standards
for Behavior Treatment Plan Review
Committees.

Behavior Treatment Data to include intrusive or
restrictive techniques, and/or emergency
physical intervention and 911 call to law
enforcement, will be reviewed quarterly.
Oversight will occur during Delegated Managed
Care Site Reviews.

*MSHN will demonstrate an increase in fidelity
to the MDHHS Behavioral Treatment Standards
for all IPOSs reviewed during the reporting
period.

To develop/update the BTPR regional template,
project description, policy and procedure.

BTPR Work Group,
QIC, CLC, Quality
Manager, Autism
Coordinator

Annually

To complete Behavior Treatment Performance Quality Q1l1-February
Reports (including barriers, improvement efforts, Manager/BTPR Q2- May
recommendations and status of recommendations) Work Q3- August
quarterly. Group/CLC/QIC Q4-November
CMHSPs to upload BTPR Regional Template for CMHSP | CMHSP Q1-1.31.2021
data submissions Q2-4.30.2021
Q3-7.31.2021
Q4-10.31.2021
CMHSPs to develop action steps based on performance.| CMHSP Participants | Quarterly
MSHN to develop/provide education and training in HCBS Manager, Annually

coordination with the CMHSP.

MSHN to complete primary source verification of

Autism and Waiver
Coordinators

Biennial Full Review with
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reported events during the DMC Review.

Autism-
Coordinator/HCBS-
Manager

annual follow up as needed

Autism Waiver Monitoring

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will ensure CMHSP participants are in
compliance with the Autism Benefit.

To complete performance reports.

To identify patterns, trends, and identification of
improvement recommendations and actions steps as
needed.

Autism Coordinator

Quarterly

*MSHN will have oversight of the Autism Benefit
program requirements and corrective action
related to the MDHHS Site Review.

To complete the DMC Site Review Report, ensuring
ABA Treatment plans are developed in coordination
with the IPOS goals and best practice standards.

Autism Coordinator

Biennial Full Review with
follow up to occur in the
off year.

Credentialing, Provider Qualification and
Selection

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

*The PIHP shall have written credentialing
policies/ procedures for ensuring that all
providers rendering services to individuals are
appropriately credentialed within the state and
are qualified to perform their services.

*The PIHP complies (ensures all delegates
performing credentialing functions comply) with
all initial (including provisional) credentialing
requirements according to the Initial
Credentialing Audit Tool, re-credentialing, and
organizational credentialing tool.

*Clinical service providers are credentialed by
the CMHSP prior to providing services and
ongoing.

*All providers (non-licensed and licensed) will
demonstrate an increase in compliance with staff
qualifications, training, credentialing and
recredentialing requirements.

To provide communication, training, and technical
assistance on policy and procedures. Resources
developed to support compliance with requirements
and made available on MSHN website. Revised
process to include additional monitoring and reporting
based on repeat non-compliance with credentialing
and recredentialing requirements.

Primary Source Verification and credentialing and
recredentialing policy and procedure review will occur
during the DMC Review.

REMI Provider Portal implemented to assist with
document management for SUD Organizational
provider qualifications.

QAPI Managers
Provider Network
Management
Committee
Contract Specialist
Director of Provider
Network

Autism Coordinator
Waiver Manager

Biennial Full Review with
follow up to occur in the
off year.

Regional results reported
quarterly via Provider
Network Report.
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Provider Monitoring

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

CMHSP will ensure subcontractors are in
compliance with MSHN standards and
requirements.

To complete annual Delegated Managed
Care (DMC) Site Review Reports and
Corrective Action Plans.

CMHSP (as delegate)
Contract Specialist
QAPI

MSHN will ensure the CMHSP participants and
SUD providers are in compliance with
standards and regulations.

To complete annual DMC Site Review
Reports and Corrective Action Plans.

QAPI-Subject Matter Experts

MSHN will ensure the CMHSP participants and
SUD providers are in compliance with
standards related to Financial Management
regulations.

CMHSP participants are not subject to
additional fiscal oversight by MSHN as they
are required to obtain a Certified Public
Accounting Firm Financial Audit and
Compliance Examination. In addition,
CMHSPs receiving Federal Funds meeting
the 2 Code of Federal Regulations (CFR) 200
threshold must also obtain a Single Audit.
MSHN does however review the CMHSP
audits to identify adverse opinions. CMHSP
Compliance Examination results are
included in MSHN’s Compliance
Examination report. Any findings must be
addressed by the PIHP and remedied.

SUD Providers are subject to Fiscal
Monitoring and Oversight by MSHN Finance
Staff to ensure Sub-recipient requirements
are met

Financial Specialist

Biennially. Interim
year review includes
review of new
standards and
evaluation of
required corrective
action
implementation.-
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External Reviews

Objectives/Activities

Assigned Person or
Committee/Council

Frequency/Due Date

MSHN will coordinate external site reviews Completion of the Quality Manager-QIC; Annually
between external body and the provider MDHHS Waiver Review Follow Up Directors of Utilization and Care
network. MDHHS Autism Review Management UMC, Customer Services-|
MSHN will receive full compliance on external | Completion of Health Services Advisory Compliance-Quality CCC, Provider
site reviews. Group (HSAG) Compliance Review, Network PNMC, Customer Services
Performance Measure Validation Review, Specialist-CSC; Waiver Manager,
Performance Improvement Project Waiver Coordinators; CBHO; CIO
Validation Review.
MSHN will coordinate quality improvement MDHHS Waiver Review Quality Manager-QIC; HCBS Waiver Annually

plan development, incorporating goals and
objectives for specific growth areas based on
the site reviews, and submission of evidence
for the follow up reviews.

MDHHS Autism Review
HSAG Compliance Review

Manager, Waiver Coordinators-Waiver
Workgroups; Directors of Provider
Network, Utilization and Care
Management, Customer Services-
Compliance- Quality; CIO

MSHN will monitor systematic remediation for
effectiveness through delegated managed care
reviews and performance monitoring through
data.

MDHHS 1915 (c) Waiver Final Report
MDHHS Autism Review
HSAG Compliance Review

Quality Manager-QIC; Waiver
Managers, Waiver Coordinators-
Waiver Workgroups; Directors of
Provider Network, Utilization and
Care Management, Customer
Services- Compliance- Quality,

Customer Services Specialist; CIO

Biennial Full Review
with follow up to
occur in the off year.
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[tem 8.1

Background:

In accordance with the MSHN Board of Directors to review financials, at a minimum quarterly,
the Preliminary Statement of Net Position and Statement of Activities for the Period Ending
January 31, 2021 have been provided and presented for review and discussion.

Recommended Motion:

The MSHN Board of Directors receives and files the Preliminary Statement of Net Position and
Statement of Activities for the Period Ending January 31, 2021 as presented.
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Mid-State Health Network Item 8.2

Statement of Activities

Board of Directors Meeting Packet: March 2, 2021

As of January 31, 2021
Budget Actual Budget
Annual Year-to-Date Year-to-Date  Budget Difference =~ Budget Variance
FY 21 Original Bdgt FY 21 Original Bdgt
Revenue:

Grant and Other Funding $ 450,769 66,523 150,256 (83,733) (55.73) % 1a

Medicaid Use of Carry Forward $ 23,175,056 33,400,000 7,725,019 25,674,981 332.36 % 1b

Medicaid Capitation 634,480,358 230,859,161 211,493,453 19,365,708 9.16 % 1c

Local Contribution 3,140,208 817,720 1,046,736 (229,016) (21.88) % 1d

Interest Income 218,000 2,602 72,667 (70,065) (96.42) % 1e

Change in Market Value 0 (666) 0 (666) 0.00 %

Non Capitated Revenue 21,249,929 4,350,585 7,083,309 (2,732,724) (38.58) % 1f
Total Revenue 682,714,320 269,495,925 227,571,440 41,924,485 18.42 %
Expenses:

PIHP Administration Expense:

Compensation and Benefits 6,575,012 1,841,363 2,191,671 (350,308) (15.98) %

Consulting Services 130,000 56,523 43,333 13,190 30.44 %

Contracted Services 96,040 17,216 32,014 (14,798) (46.22) %

Other Contractual Agreements 630,615 131,852 210,205 (78,353) (37.27) %

Board Member Per Diems 18,060 3,150 6,020 (2,870) (47.67) %

Meeting and Conference Expense 117,815 7,818 39,271 (31,453) (80.09) %

Liability Insurance 37,433 27,502 12,478 15,024 120.40 %

Facility Costs 158,791 61,587 52,930 8,657 16.36 %

Supplies 325,350 139,509 108,450 31,059 28.64 %

Depreciation 81,927 27,309 27,309 0 0.00 %

Other Expenses 972,400 433,386 324,134 109,252 33.71 %
Subtotal PIHP Administration Expenses 9,143,443 2,747,215 3,047,815 (300,600) (9.86) %| 2a I
CMHSP and Tax Expense:

CMHSP Participant Agreements 554,299,329 207,595,128 184,766,442 22,828,686 12.36 %| 1b,1c

SUD Provider Agreements 53,626,941 16,059,152 17,875,647 (1,816,495) (10.16) %| 1c,1f

Benefits Stabilization 2,498,500 832,833 832,834 ) (0.00) % 1b

Tax - Local Section 928 3,140,208 817,720 1,046,736 (229,016) (21.88) % 1d

Taxes- IPA/HRA 21,833,596 6,802,720 7,277,865 (475,145) (6.53) % 2b
Subtotal CMHSP and Tax Expenses 635,398,574 232,107,553 211,799,524 20,308,029 9.59 %

Total Expenses 644,542,017 234,854,768 214,847,339 20,007,429 9.31 %
Excess of Revenues over Expenditures $ 38,172,303  $ 34,641,157 $ 12,724,101
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Mid-State Health Network
Preliminary Statement of Net Position by Fund

As of January 31, 2021
Behavioral Health Medicaid Risk Total Proprietary
Assets Operating Reserve Funds
Cash and Short-term Investments
Chase Checking Account 34,489,276 0 34,489,276 1a
Chase MM Savings 6,809,441 0 6,809,441
Savings ISF Account 0 42,799,244 42,799,244 1b
Savings PA2 Account 8,908,094 0 8,908,094 1c
Investment ISF Account 0 2,991,236 2,991,236 1b
Total Cash and Short-term Investments $ 50,206,811 $ 45,790,480 $ 95,997,291
Accounts Receivable
Due from MDHHS 10,903,572 0 10,903,572 2a
Due from CMHSP Participants 16,131,467 0 16,131,467 2b
Due from CMHSP - Non-Service Related 94,995 0 94,995 2¢c
Due from Other Governments 368,104 0 368,104 2d
Due from Miscellaneous 238,642 0 238,642 2e
Due from Other Funds 0 100,000 100,000 2f
Total Accounts Receivable 27,736,780 100,000 27,836,780
Prepaid Expenses
Prepaid Expense Rent 4,529 0 4,529 2g
Prepaid Expense Other 6,534 0 6,534 2h
Total Prepaid Expenses 11,063 0 11,063
Fixed Assets
Fixed Assets - Computers 189,180 0 189,180 oi
Accumulated Depreciation - Information Tech (168,160) 0 (168,160)
Fixed Assets - Vehicles 251,983 251,983 2
Accumulated Depreciation - Vehicles (41,997) (41,997)
Total Fixed Assets 231,006 0 231,006
Total Assets $ 78,185,660 $ 45,890,480 $ 124,076,140
Liabilities and Net Position
Liabilities
Accounts Payable $ 10,366,377 $0 $ 10,366,377
Current Obligations (Due To Partners)
Due to State 9,504,500 0 9,504,500 3a
Other Payable 4,437,450 0 4,437,450 3b
Due to State HRA Accrual 4,798,200 0 4,798,200 1a, 3c
Due to State-IPA Tax 660,763 0 660,763 3d
Due to State Local Obligation 32,668 0 32,668 3e
Due to CMHSP Participants 36,774 0 36,774 3f
Due to other funds 100,000 0 100,000 3g
Accrued PR Expense Wages 138,232 0 138,232 3h
Accrued Benefits PTO Payable 345,570 0 345,570 3i
Accrued Benefits Other 41,210 0 41,210 3j
Total Current Obligations (Due To Partners) 20,095,367 0 20,095,367
Deferred Revenue 8,542,945 0 8,542,945 | 1b 1c 2b 3b |
Total Liabilities 39,004,689 0 39,004,689
Net Position
Unrestricted 39,180,971 0 39,180,971 3k
Restricted for Risk Management 0 45,890,480 45,890,480 1b
Total Net Position 39,180,971 45,890,480 85,071,451
Total Liabilities and Net Position $ 78,185,660 $ 45,890,480 $ 124,076,140
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Mid-State Health Network
Notes to Financial Statements
For the Four-Month Period Ended,
January 31, 2021

Please note: The Preliminary Statement of Net Position contains Fiscal Year (FY) 2020
cost settlement figures between the PIHP and Michigan Department of Health Human
Services (MDHHS) as well as each Community Mental Health Service Program (CMHSP)
Participants. CMHSP Cost settlement figures were extracted from fiscal year-end
projections gathered as of November 2020. Final figures will vary.

Statement of Net Position — Preliminary:

1. Cash and Short-Term Investments
a) The Cash Chase Checking and Chase Money Market Savings accounts is the
cash available for operations. A portion of cash available for operations will be
used to cover accounts payable and taxes.
b) The Savings Internal Service Fund (ISF) and Investment ISF reflect designated
accounts to hold the Medicaid ISF funds separate from all other funding per the
MDHHS contract.
c) The Savings PA2 account holds PA2 funds and is also offset by the Deferred
Revenue liability account.
2. Accounts Receivable
a) Due from MDHHS balance represents amounts owed to MSHN for HRA
payments made to hospitals for the first four months of the fiscal year and
Performance Bonus Incentive Pool (PBIP). In addition, approximately 10% of the
balance in this account stems from Block Grant and other various grants funds
owed to MSHN.
b) Due from CMHSP Participants reflects FY 20 preliminary cost settlement activity
as well as cost settlement for other fiscal years. Note that of this $29 M, about
$7.5 M is associated with unspent Direct Care Worker Premium Pay (see note 3a

below).

CMHSP Other Cost Settlement | Payments/Offsets Total
Bay - 1,099,829.99 900,202.00 199,627.99
CEl 102,173.00 11,694,754.10 - 11,796,927.10
Central - 4,543,999.60 4,026,819.00 517,180.60
Gratiot - 401,171.68 383,312.00 17,859.68
Huron - - - -
The Right Door - 1,621,959.88 1,306,783.00 315,176.88
Lifeways - 741,085.61 179,196.00 561,889.61
Montcalm 18,941.00 1,931,282.48 1,568,941.00 381,282.48
Newaygo - 1,105,948.92 - 1,105,948.92
Saginaw - 4,467,902.45 3,772,985.00 694,917.45
Shiawassee - 566,283.63 233,501.00 332,782.63
Tuscola - 1,543,373.85 1,335,500.00 207,873.85
[Total | 121,114.00 | 29,717,592.19 | 13,707,239.00 |  16,131,467.19 |
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c) Due from CMHSP — Non-Service Related reflects the balance for CMHSP FY 21
Relias billing and MSHN’s performance of Supports Intensity Scale (SIS)
assessment billed to CMHs in the region.

d) Due from Other Governments is the account used to track PA2 Billing to the 21
counties in MSHN’s region. The amount represents dollars owed through quarter
four.

e) Approximately 50% of the balance in Due from Miscellaneous represents
amounts owed from providers for Medicaid Event Verification (MEV) findings.
The remaining amount represents advances made to Substance Abuse and
Treatment (SAPT) providers to cover operations.

f) Due from other funds is the account used to manage anticipated ISF transfers.
MSHN can retain up to 7.5 % of current FY revenue to manage risk. This
amount is in addition to the allowable 7.5% for savings generated when Medicaid
and Healthy Michigan revenue exceed expenses.

g) Prepaid Expense Rent balance consists of security deposits for three MSHN
office suites.

h) The Prepaid Expense Other represents payments made in FY 21 for FY 22
Relias training. The Relias contract cycle is November through October. MSHN
has a regional contract which includes the CMHSPs and they are billed directly
for their portion of Relias seats.

i) This is an account used to track Managed Care Information System (MCIS) costs
associated with PCE. Amounts in this account are being depreciated.

j) Fixed Asset Vehicle contains the total cost for MSHN’s Mobile Unit. The Mobile
Unit will be used to provide Substance Use Disorder services and tele-psychiatry
as needed. Amounts in this account are being depreciated.

3. Liabilities

a) Due to State account balance contains the outstanding amount for FY 20 Direct
Care Worker (DCW) lapse and an FY 20 lapse.

o MDHHS issued revenue between April and September to cover a $2 per
hour DCW premium pay for workers providing specific in-person services
during COVID-19. The revenue also included 24 cents to offset
administrative expenses associated with the salary increase. Based on
CMHSP information collected in October, MSHN anticipates
approximately $7.5 M as the DCW lapse amount. There will likely be
adjustments to this projected figure as CMHSPs and MSHN finalize use
of the funds during FY 20 closeout activities.

o The FY 20 lapse of approximately $2 M is a projection based on CMHSP
preliminary cost settlements. The lapse amount indicates we have a fully
funded ISF and that savings will fall within the second tier (above 5%).
Per contractual guidelines MDHHS will receive half of every dollar
generated beyond this threshold until the PIHP’s total savings reach the
7.5% maximum.

b) This amount is related to SUD provider payment estimates and is needed to
offset the timing of payments.

¢) The HRA (Hospital Rate Adjustor) is a pass-through account for dollars sent from
MDHHS to cover supplemental payments made to psychiatric hospitals. The
HRA payments are intended to incentivize hospitals to have available psychiatric
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beds as needed. Total HRA payments are calculated based on the number of
inpatient hospital services reported.

d) Due to State - IPA Tax contains funds held for tax payments associated with
MDHHS Per Eligible Per Month (PEPM) funds. Insurance Plan Assessment
taxes are applied to Medicaid and Healthy Michigan eligible.

e) The Local Obligation account holds funds received from CMHSPs for amounts
owed to MDHHS for the quarterly Local Match Draw Down (LMDD) payment.
The amount reflects one CMHSP submitting payment prior to the February due
date.

f) Due to CMHSPs represent an amount a cost settlement owed to one regional
partner.

g) Due to other funds is the anticipated FY 20 ISF transfer (see 2f).

h) Accrued payroll expense wages represent expense incurred in January and paid
in February.

i) Accrued Benefits PTO (Paid Time Off) payable is the required liability account
set up to reflect paid time off balances for employees.

i) Accrued Benefits Other represents retirement benefits expense incurred in
January and paid in February.

k) The Unrestricted Net Position represents the difference between total assets,
total liabilities, and the restricted for risk management figure.
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Statement of Activities: Please Note — This report is deemed final for activity through
January 2021. The Medicaid Use of Carryforward is the only estimate and will be
finalized as we complete FY 20 Cost Settlement and Compliance Examinations

throughout FY 21.
1. Revenue
a) This account tracks SIS revenue earned from CMHSPs and grant revenue.

f)

Actual expenses are lower than expected as new grant activities generating
revenue have yet to occur in FY 21. In addition, other existing grants have not
generated the expected revenue due to ongoing pandemic concerns and stay
home orders.

Medicaid Use of Carry Forward represents the estimated FY 20 savings.
Medicaid savings is generated when prior year revenue exceeds expenses for
the same time period. A small portion of Medicaid Savings is sent to the
CMHSPs as Benefit Stabilization for 24/7/365 SUD activities which include
access, prevention, and customer services. FY 20 Medicaid Carry Forward must
be used as the first revenue source for FY 21.

Medicaid Capitation — This account’s variance results from $10 M of
unanticipated MDHHS DCW revenue to cover FY 21 quarter one premium
payments. In addition, Medicaid Eligibles are increasing as there is a moratorium
on disenroliments. Medicaid Capitation dollars are disbursed to CMHSPs based
on per eligible per month (PEPM) payment files and paid to SUD providers based
on service delivery.

Local Contribution is flow-through dollars from CMHSPs to MDHHS. Typically,
revenue equals the expense side of this activity under Tax Local Section 928.
Local Contributions were scheduled to reduce over the next few fiscal years until
completely phased out. Legislators did not approve an FY 21 reduction thus the
amounts collected from CMHSPs will be equal to those in FY 20.

Interest income reflects interest earned on investments and changes in principle
for investments purchased at discounts or premiums. The “change in market
value” account records activity related to market fluctuations. Actual interest
income is less than anticipated due to ongoing low interest rates and fewer
investment opportunities to generate this revenue.

This account tracks non-capitated revenue for SUD services which include
Community Grant and PA2 funds. There will be a significant variance in this
account based on the reduction to Community Grant funds allocation which
occurred after completion and Board presentation of the FY 21 budget.

2. Expense

a)

b)

Total PIHP Administration Expense is slightly under budget. The line items with
the largest variances are compensation and other contractual agreements.

o MSHN'’s compensation includes vacant Home and Community Based
Waiver positions expected to be filled by the end of FY 2021 pending
MDHHS'’s transfer of responsibilities to the PIHP.

o Other expenses line item has a large variance because the full FY 21
payment of more than $100 k was made to MiHIN.

IPA/HRA actual tax expenses are slightly under the budget amount however the
variance is minimal. |IPA estimates are impacted by variability in the number of
Medicaid and Healthy Michigan eligibles. HRA figures will vary throughout the
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fiscal year based on inpatient psychiatric utilization. (Please see Statement of
Net Position 3c and 3d).
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MID-STATE HEALTH NETWORK

SCHEDULE OF INTERNAL SERVICE FUND INVESTMENTS

As of January 31, 2021

ltem 8.3

AVERAGE
TRADE [ SETTLEMENT | MATURITY AMOUNT ANNUAL YIELD
DESCRIPTION CUSIP DATE DATE DATE CALLABLE DISBURSED PRINCIPAL TO MATURITY
UNITED STATES TREASURY BILL 912796SP5 4.23.19 4.25.19 10.24.19 no 988,182.64 1,000,000.00 2.365%
UNITED STATES TREASURY BILL 912796SP5 4.23.19 4.25.19 10.24.19 (1,000,000.00)
FEDERAL HOME LOAN MTG CORP 3137EAEF2 5.2.19 5.3.19 4.20.20 no 624,605.01 630,000.00 2.331%
FEDERAL HOME LOAN MTG CORP 3137EAEF2 (630,000.00)
UNITED STATES TREASURY BILL 912796RN1 6.7.19 6.10.19 12.5.19 no 1,979,752.50 2,000,000.00 2.068%
UNITED STATES TREASURY BILL 912796RN1 (2,000,000.00)
UNITED STATES TREASURY BILL 912796TF6 8.14.19  8.15.19 2.13.20 no 2,972,607.48 3,000,000.00 1.823%
UNITED STATES TREASURY BILL 912796TF6 (3,000,000.00)
UNITED STATES TREASURY BILL 912796TK5 9.12.19 9.12.19 3.12.20 no 991,043.07 1,000,000.00 1.788%
UNITED STATES TREASURY BILL 912796TK5 (1,000,000.00)
FEDERAL FARM CREDIT BANK 3133ELCD4 12.2.19 12.3.19 6.2.21 yes 2,000,092.22 2,000,000.00 1.660%
FEDERAL FARM CREDIT BANK 3133ELCD4 (2,000,000.00)
UNITED STATES TREASURY BILL 912796UC1 2.12.20 2.13.20 1.28.21 no 2,959,268.75 3,000,000.00
UNITED STATES TREASURY BILL 912796UC1 (3,000,000.00)
UNITED STATES TREASURY BILL 912796C56 1.28.21 1.28.21 7.29.21 no 2,999,590.50 2,999,590.50 0.027%
JP MORGAN INVESTMENTS 2,999,590.50
JP MORGAN CHASE SAVINGS 42,293,359.97 0.050%

S 45,292,950.47

U.S. Treasury Bills — Treasury Bills, or T-Bills, are sold in terms ranging from a few days to 52 weeks. T-Bills are short-term debt issued and backed by the full faith and

credit of the United States government. T-Bills are typically sold at a discount from the par amount (par amount is also called face value).

You can hold a T-Bill until it

matures or sell it prior to maturity. When a T-Bill matures, you are paid the par amount. Assuming the T-Bill is held to maturity, the difference between the par amount
at maturity and the original cost is the amount of interest earned. Source: U.S Treasury Direct

U.S. Agencies — An agency security is a low-risk debt obligation that is issued by a U.S. government-sponsored enterprise (GSE). A Government-Sponsored Enterprise
(GSE) bond is an agency bond issued by such agencies as Federal National Mortgage Association (Fannie Mae), Federal Home Loan Mortgage (Freddie Mac), Federal Farm
Credit Banks Funding Corporation, and the Federal Home Loan Bank. Unlike Treasury securities, government agency bonds are not expressly backed by the full faith and
credit of the U.S. government, but they do carry an implied backing due to the continuing ties between the agencies and the U.S. government. Most agency securities
pay a semi-annual fixed coupon. Source: Investopedia
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M S H N ltem 9.1

Mid-State Health Network

Background

In accordance with the MSHN Operating Agreement, Article VI, Contracts that state the following:

The Entity Board must approve the execution of any contract exceeding $25,000 in value. This
includes any contract involving the acquisition, ownership, custody, operation, maintenance, lease,
or sale of real or personal property and the disposition, division or distribution of property acquired
through execution of the contract.

Therefore, MSHN presents the attached FY21 Contract Listing for Board approval and authorization of the
Chief Executive Officer to sign.

Recommended Motion:

The MSHN Board authorizes its Chief Executive Officer to sign and fully execute the contracts as presented
and listed on the FY21 contract listing.
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MID-STATE HEALTH NETWORK

Item 9.2

FISCAL YEAR 2021 NEW AND RENEWING CONTRACTS

March 2021

CONTRACTING ENTITY

CONTRACT SERVICE DESCRIPTION

CONTRACT TERM

FY21
INCREASE/
(DECREASE)

ORIGINAL FY21 FY21 TOTAL
CONTRACT AMOUNT CONTRACT AMOUNT

PIHP ADMINISTRATIVE FUNCTION CONTRACTS

MacDonald Garber Broadcasting

Social Media Ad Campaign (Gambling)

4.1.21-9.30.21

- 100,000 100,000

S -['$ 100,000] $ 100,000

CONTRACTING ENTITY

SUD PROVIDERS
COST REIMBURSEMENT SOR
PROJECTS/PROGRAM DESCRIPTION

CONTRACT TERM

ORIGINAL SOR COST  TOTAL SOR COST SOR
REIMBURSEMENT REIMBURSEMENT INCREASE/
CONTRACT AMOUNT CONTRACT AMOUNT (DECREASE)

CONTRACTS LISTED IN THIS SECTION ARE ALL SOR GRANT FUNDED PROGRAMS

Catholic Charities of Shiawassee & Genesee County

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Shiawassee)

3.1.21-9.30.21

. 4,500 4,500

Eaton Regional Education Service Agency (RESA)

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Clinton)

3.1.21-9.30.21

- 6,000 6,000

Eaton Regional Education Service Agency (RESA)

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Eaton)

3.1.21-9.30.21

- 7,500 7,500

Eaton Regional Education Service Agency (RESA)

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Ingham)

3.1.21-9.30.21

- 8,250 8,250

First Ward Community Center

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Saginaw)

3.1.21-9.30.21

93,179 101,429 8,250

Gratiot County Child Advocacy Association

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Gratiot)

3.1.21-9.30.21

- 3,750 3,750

Huron County Health Dept.

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Huron)

3.1.21-9.30.21

- 3,000 3,000

lonia Public Health Dept.

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (lonia)

3.1.21-9.30.21

- 3,000 3,000

Lifeways CMH

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Hillsdale)

3.1.21-9.30.21

- 3,750 3,750

List Psychological Services

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Tuscola)

3.1.21-9.30.21

- 4,000 4,000

McLaren Bay Region (Neghborhood Resource Center)

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Bay)

3.1.21-9.30.21

- 6,500 6,500

Montcalm Care Network

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Montcalm)

3.1.21-9.30.21

- 4,500 4,500

Newaygo Regional Education Service Agency (RESA)

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Newaygo)

3.1.21-9.30.21

- 3,750 3,750

Sterling Area Health Center

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Arenac)

3.1.21-9.30.21

- 3,000 3,000

Ten Sixteen Recovery Network

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Clare)

3.1.21-9.30.21

- 3,000 3,000

Ten Sixteen Recovery Network

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Gladwin)

3.1.21-9.30.21

- 3,000 3,000

Ten Sixteen Recovery Network

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Osceola)

3.1.21-9.30.21

- 3,000 3,000

Ten Sixteen Recovery Network

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Mecosta)

3.1.21-9.30.21

- 3,750 3,750

Ten Sixteen Recovery Network

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Isabella)

3.1.21-9.30.21

- 6,000 6,000

The Legacy Center

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Midland)

3.1.21-9.30.21

- 6,000 6,000

W.A. Foote Memorial Hospital (dba Henry Ford Allegiance Health)

Coalition minigrants for local overdose
education, naloxone distribution, and harm
reduction activities (Jackson)

3.1.21-9.30.21

- 5,500 5,500

S 93,179‘ S 193,179‘ S 100,000
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[tem 11.1

Mid-State Health Network

Bay Arenac
Behavioral Health

CMH of
Clinton.Eaton.Ingham
Counties

CMH for Central Michigan

Gratiot County CMH

Huron Behavioral Health

The Right Door For Hope,
Recovery and Wellness
(Ionia)

LifeWays CMH

Montcalm Care Network

Newaygo County
Mental Health Center

Saginaw County CMH

Shiawassee County CMH

Tuscola Behavioral
Health Systems

-l

Ed Woods
Chairperson

Irene O’Boyle
Vice-Chairperson

James Anderson
Acting Secretary
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February 8, 2021

Ms. Lindsey Hull, Chief Executive Officer
Ms. Vicki Bocek, Chairperson

Board of Directors

Shiawassee Health and Wellness

1555 Industrial Drive

Owosso, M| 48867

Dear Ms. Hull, Ms. Bocek and the Shiawassee Health and Wellness Board of Directors:

As you are undoubtedly aware, Shiawassee Health and Wellness has facilitated the storage and
distribution logistics of hundreds of thousands of pieces of personal protective equipment and
sanitation supplies on behalf of Mid-State Health Network and our regional partner providers. Your
executive leadership and staff have demonstrated professionalism, flexibility, reliability, attention
to detail, great problem solving and outstanding customer services.

Every adult foster care home in the region, more than 900, twelve CMHSPs in the region and their
vast provider networks, more than 100 substance use disorder treatment providers, and likely more
partners in local communities have benefitted from the work of your agency. While distribution of
personal protective equipment through your agency on behalf of Mid-State Health Network will
likely continue for the foreseeable future, we wanted to take a moment to express our deep
gratitude and admiration to the Shiawassee Health and Wellness team.

It is true that the region couldn’t have done this —and couldn’t have done this as well as we have -
without SHW stepping up and then executing so well.

Thank you so very much for your leadership, for your partnership not only in this work but across all
regional operations, and for the excellence with which your organization has handled these

complex, life-saving duties. Please pass along our deep gratitude and admiration to your staff.

On behalf of the Mid-State Health Network Board and the Entire MSHN Region

i
Amanda Ittner, MBA

Deputy Director
Mid-State Health Network

h P. Sedlock, MSA
Chief Executive Officer
Mid-State Health Network

C: Ed Woods, MSHN Board Chairperson

530 W. lonia Street, Suite F * Lansing, M| 48933 | P: 517.253.7525 | www.midstatehealthnetwork.org
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ltem 12.1
M S /Ii: (Consent Agenda)
te Health N

Mid-State Health Network Regional Board of Directors Meeting
January 12, 2021

Mid-State Health Network

Mid-State Health Network (MSHN) Board of Directors Meeting

Tuesday, January 12, 2021
Zoom Video/Audio Conference
Meeting Minutes

1. Call to Order
Chairman Ed Woods called the meeting to order at 5:00 p.m.

The Chairman relayed sad news of the passing of Mr. Dick Gromaski, who served on the MSHN
SUD Oversight Policy Advisory Board and the Bay Arenac Behavioral Health Board of
Directors. A moment of silence was taken to honor Mr. Gromaski’s dedication and service.

Chairman Woods also asked 30 seconds of silence be taken in honor of friends, colleagues
and family members lost in the past year and for meeting participants for surviving last year’s
health crisis.

2. Roll call

Ms. Merre Ashley, MSHN Executive Assistant, conducted the Roll Call for Board Members in
attendance.

Board Member(s) Present: Jim Anderson (Bay-Arenac), Brad Bohner (LifeWays), Joe
Brehler (CEl), Bruce Cadwallender (Shiawassee), Craig Colton
(Huron), Ken DelLaat (Newaygo), David Griesing (Tuscola), Dan
Grimshaw (Tuscola), Dianne Holman (CEl), John Johansen
(Montcalm), Steve Johnson (Newaygo), Jeanne Ladd
(Shiawassee), Pat McFarland (Bay-Arenac), Deb McPeek-
McFadden (lonia), Gretchen Nyland (lonia), Irene O’Boyle
(Gratiot), Kurt Peasley (Montcalm), Tracey Raquepaw
(Saginawy), Kerin Scanlon (CMH for Central Michigan), and Ed
Woods (LifeWays)

Board Member(s) Absent:  Tina Hicks (Gratiot), Rhonda Matelski (Huron), Joe Phillips
(CMH for Central Michigan), and Leola Wilson (Saginaw)

Staff Members Present: Joseph Sedlock (CEQ), Amanda Ittner (Deputy Director), Leslie
Thomas (Chief Financial Officer), Dr. Todd Lewicki (Chief
Behavioral Health Officer), Kim Zimmerman (Director of
Quality, Compliance and Customer Service), and Merre Ashley
(Executive Assistant)

1|Page
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lid-State Health Networ January 12, 2021

3. Approval of Agenda for January 12, 2021

Board approval was requested for the Agenda of the January 12, 2021 Regular Business
Meeting.

MSHN 20-21-012 MOTION BY KEN DELAAT, SUPPPORTED BY BRAD BOHNER, FOR APPROVAL OF THE
AGENDA OF THE JANUARY 12, 2021, REGULAR BUSINESS MEETING, AS PRESENTED.
MOTION CARRIED: 18-0.

4. Public Comment
There was no public comment.

5. Board Self-Evaluation

Chairman Woods announced that 15 minutes have been set aside to allow members time to
complete their self-assessment of the board of directors via the online link provided on the
meeting agenda. He asked those members who had not yet completed and submitted the
survey to do so. MSHN staff were available to assist and answer questions as needed. For
those unable to complete the survey during the meeting, the survey link would remain open
through Friday, January 15, 2021.

Mr. Dan Grimshaw and Mr. Jim Anderson joined the meeting at 5:07

6. Direct Care Worker Premium Pay Extension

Mr. Joseph Sedlock referenced the document provided within the board meeting packet and
provided an overview of the elements of the proposal. Request was made for board action
to approve the extension of Direct Care Worker Premium Pay for the second and third
quarters of FY21 (through July 9, 2021).

MSHN 20-21-013 MOTION BY BRAD BOHNER, SUPPORTED BY KERIN SCANLON, TO APPROVE THE
EXTENSION OF DIRECT CARE WORKER PREMIUM PAY FOR THE SECOND AND THIRD
QUARTERS OF FY21 (through July 9, 2021). VOTING IN FAVOR: JIM ANDERSON,
BRAD BOHNER, JOE BREHLER, BRUCE CADWALLENDER, CRAIG COLTON, KEN
DELAAT, DAVID GRIESING, DAN GRIMSHAW, DIANNE HOLMAN, JOHN JOHANSEN,
STEVE JOHNSON, JEANNE LADD, PAT MCFARLAND, DEB MCPEEK-MCFADDEN,
GRETCHEN NYLAND, IRENE O’BOYLE, KURT PEASLEY, TRACEY RAQUEPAW, KERIN
SCANLON, AND ED WOODS. VOTING AGAINST: N/A. MOTION CARRIED: 20-0.
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7. Regional Crisis Residential Unit (CRU) Service Procurement

Dr. Todd Lewicki identified reference material included within board meeting packet and
presented additional information and answered questions. Mr. Sedlock provided additional
comments. Following brief discussion, request was made for board action to approve taking
the steps necessary to develop the regional CRU, beginning with issuance of a Request for
Proposals. Administration will present further information at future board meetings,
especially in relation to any contract proposed to be awarded.

MSHN 20-21-014 MOTION BY JOHN JOHANSEN, SUPPORTED BY GRETCHEN NYLAND, FOR MSHN TO

MOVE FORWARD WITH ISSUING A REQUEST FOR PROPOSALS (RFP) TO PURSUE A
CONTRACT FOR THE DEVELOPMENT OF A CRISIS RESIDENTIAL UNIT WITHIN THE
MSHN REGION. VOTING IN FAVOR: JIM ANDERSON, BRAD BOHNER, JOE BREHLER,
BRUCE CADWALLENDER, CRAIG COLTON, KEN DELAAT, DAVID GRIESING, DAN
GRIMSHAW, DIANNE HOLMAN, JOHN JOHANSEN, STEVE JOHNSON, JEANNE LADD,
PAT MCFARLAND, DEB MCPEEK-MCFADDEN, GRETCHEN NYLAND, IRENE O’BOYLE,
KURT PEASLEY, TRACEY RAQUEPAW, KERIN SCANLON, AND ED WOODS. VOTING
AGAINST: N/A. MOTION CARRIED: 20-0.

8. Chief Executive Officer’s Report

10.

Mr. Joseph Sedlock’s CEO report included highlight of topics noted within the written report
as provided within board meeting packets. He also spoke to a variety of new informational
items.

Deputy Director’s Report
Ms. Amanda Ittner highlighted items of the report, provided within board meeting packets.

Chief Financial Officer’s Report

Ms. Leslie Thomas provided an overview of the financial reports included within board
meeting packets, and recommended board action to receive and file.

MSHN 20-21-015 MOTION BY KURT PEASLEY, SUPPORTED BY DIANNE HOLMAN, TO RECEIVE AND FILE

THE STATEMENT OF NET POSITION AND STATEMENT OF ACTIVITIES FOR THE PERIOD
ENDING NOVEMBER 30, 2020, AS PRESENTED. VOTING IN FAVOR: JIM ANDERSON,
BRAD BOHNER, JOE BREHLER, BRUCE CADWALLENDER, CRAIG COLTON, KEN
DELAAT, DAVID GREISING, DAN GRIMSHAW, DIANNE HOLMAN, JOHN JOHANSEN,
STEVE JOHNSON, JEANNE LADD, PAT MCFARLAND, DEB MCPEEK-MCFADDEN,
GRETCHEN NYLAND, IRENE O’BOYLE, KURT PEASLEY, TRACEY RAQUEPAW, KERIN
SCANLON, AND ED WOODS. VOTING AGAINST: N/A. MOTION CARRIED: 20-0.
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11. Contracts for Consideration/Approval

Ms. Ittner provided an overview of the FY21 contract listing provided within board meeting
packet. She requested approval for MSHN’s CEO to sign and fully execute the contracts listed
on the FY21 contract listing as presented.

MSHN 20-21-016 MOTION BY JOHN JOHANSEN, SUPPORTED BY JIM ANDERSON, TO AUTHORIZE THE

12.

13.

CHIEF EXECUTIVE OFFICER TO SIGN AND FULLY EXECUTE THE CONTRACTS LISTED ON
THE FY21 CONTRACT LISTING. VOTING IN FAVOR: JIM ANDERSON, BRAD BOHNER,
JOE BREHLER, BRUCE CADWALLENDER, CRAIG COLTON, KEN DELAAT, DAVID
GREISING, DAN GRIMSHAW, DIANNE HOLMAN, JOHN JOHANSEN, STEVE JOHNSON,
JEANNE LADD, PAT MCFARLAND, DEB MCPEEK-MCFADDEN, GRETCHEN NYLAND,
IRENE O’BOYLE, KURT PEASLEY, TRACEY RAQUEPAW, KERIN SCANLON, AND ED
WOODS. VOTING AGAINST: N/A. MOTION CARRIED: 20-0.

Executive Committee Report

Chairperson Woods announced the resignation of board member Ms. Colleen Maillette and
thanked her for her longstanding service and dedication. He announced that Jim Anderson
volunteered and has been temporarily appointed to fill the Board Secretary assignment
formerly held by Ms. Maillette. He will serve in that role until board elections occur in May
2021.

The Chairman informed the board of new appointments to the MSHN Board Policy
Committee: Mr. Jim Anderson and Ms. Jeanne Ladd.

Chairperson Woods reported that the CEO contract has been thoroughly reviewed by the
Board Executive Committee and would be presented to the full board for approval later in
the meeting.

Chairperson’s Report

Chairperson Woods welcomed new board member Pat McFarland, appointed by the Bay
Arenac Behavioral Health Board of Directors to fill the seat recently vacated by Colleen
Maillette.

The chair once again acknowledged Mr. Dick Gromaski’s passing and offered sincere
appreciation on behalf of the board, Bay and Arenac County communities, and Region 5.

Mr. David Griesing disconnected from the video conference
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14. Approval of Consent Agenda

Board approval was requested for items on the consent agenda as listed in the motion below,
and as presented.

MSHN 20-21-017 MOTION BY DEB MCPEEK-MCFADDEN, SUPPORTED BY BRAD BOHNER, TO APPROVE
THE FOLLOWING DOCUMENTS ON THE CONSENT AGENDA: APPROVE DRAFT
MINUTES OF THE NOVEMBER 10, 2020 BOARD OF DIRECTORS MEETING; RECEIVE
SUD OVERSIGHT POLICY ADVISORY BOARD MEETING MINUTES OF AUGUST 19,
2020; RECEIVE POLICY COMMITTEE MINUTES OF DECEMBER 1, 2020, RECEIVE
BOARD EXECUTIVE COMMITTEE MEETING MINUTES OF DECEMBER 18, 2020;
RECEIVE OPERATIONS COUNCIL KEY DECISIONS OF NOVEMBER 16, 2020 AND
DECEMBER 14, 2020; AND TO ADOPT THE RECOMMENDATIONS OF THE POLICY
COMMITTEE TO APPROVE THE PROVIDER NETWORK MANAGEMENT CHAPTER,
SERVICE DELIVERY CHAPTER AND QUALITY CHAPTER POLICIES, AS PRESENTED.
VOTING IN FAVOR: JIM ANDERSON, BRAD BOHNER, JOE BREHLER, BRUCE
CADWALLENDER, CRAIG COLTON, KEN DELAAT, DAN GRIMSHAW, DIANNE
HOLMAN, JOHN JOHANSEN, STEVE JOHNSON, JEANNE LADD, PAT MCFARLAND, DEB
MCPEEK-MCFADDEN, GRETCHEN NYLAND, IRENE O’BOYLE, KURT PEASLEY, TRACEY
RAQUEPAW, KERIN SCANLON, AND ED WOODS. VOTING AGAINST: N/A. MOTION
CARRIED: 19-0.

15. Other Business

16. Public Comment
There was no public comment

17. Performance Evaluation

Mr. Sedlock requested the Board handle this matter in closed session.

MSHN 20-21-018 MOTION BY JOHN JOHANSEN, SUPPORTED BY DIANNE HOLMAN, TO ENTER INTO
CLOSED SESSION TO ADDRESS THE CEO CONTRACT. VOTING IN FAVOR: IJIM
ANDERSON, BRAD BOHNER, JOE BREHLER, BRUCE CADWALLENDER, CRAIG COLTON,
KEN DELAAT, DAVID GRIESING, DAN GRIMSHAW, DIANNE HOLMAN, JOHN
JOHANSEN, STEVE JOHNSON, JEANNE LADD, PAT MCFARLAND, DEB MCPEEK-
MCFADDEN, GRETCHEN NYLAND, IRENE O’BOYLE, KURT PEASLEY, TRACEY
RAQUEPAW, KERIN SCANLON, AND ED WOODS. VOTING AGAINST: N/A. MOTION
CARRIED: 19-0.
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The MSHN Board of Directors entered into Closed Session at 6:41 p.m. to address the CEO Contract.

MSHN 20-21-019

The MS

MOTION PROPERLY MADE AND SECONDED TO ADJOURN THE CLOSED SESSION AND
RECONVENE THE BOARD OF DIRECTORS REGULAR BUSINESS MEETING. VOTING IN
FAVOR: JIM ANDERSON, BRAD BOHNER, JOE BREHLER, BRUCE CADWALLENDER,
CRAIG COLTON, KEN DELAAT, DAN GRIMSHAW, DIANNE HOLMAN, JOHN
JOHANSEN, STEVE JOHNSON, JEANNE LADD, PAT MCFARLAND, DEB MCPEEK-
MCFADDEN, GRETCHEN NYLAND, IRENE O’BOYLE, KURT PEASLEY, TRACEY
RAQUEPAW, KERIN SCANLON, AND ED WOODS. VOTING AGAINST: N/A. MOTION
CARRIED: 19-0.

HN Board of Directors resumed its regular business meeting to address the CEO

contract on the public record.

Mr. Brad Bohner disconnected from the videoconference

MSHN 20-21-020

18. Adjournment

MOTION PROPERLY MADE AND SECONDED TO AUTHORIZE EMPLOYMENT
CONTRACT OF THE MSHN CEO AS PRESENTED. VOTING IN FAVOR: JIM ANDERSON,
JOE BREHLER, BRUCE CADWALLENDER, CRAIG COLTON, KEN DELAAT, DAN
GRIMSHAW, DIANNE HOLMAN, JOHN JOHANSEN, STEVE JOHNSON, JEANNE LADD,
PAT MCFARLAND, DEB MCPEEK-MCFADDEN, GRETCHEN NYLAND, IRENE O’BOYLE,
KURT PEASLEY, TRACEY RAQUEPAW, KERIN SCANLON, AND ED WOODS. VOTING
AGAINST: N/A. MOTION CARRIED: 18-0.

The MSHN Board of Directors Regular Business Meeting adjourned at 6:56 p.m.

Minutes respectfully submitted by:
MSHN Executive Assistant

MINUTES ARE DRAFT

6|Page
PENDING BOARD APPROVAL
Mid-State Health Network | 530 W. lonia, Ste F | Lansing, MI | 48933 | 517.253.7525
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. lealth N Consent Agenda
Substance Use Disorder (SUD) Oversight Policy Advisory Board 12.16.2020

Mid-State Health Network SUD Oversight Policy Advisory Board
Wednesday, December 16, 2020, 4:00 p.m.

1. Call to Order

Zoom Meeting

Meeting Minutes

Chairperson Debbie Thalison called the MSHN SUD Regional Oversight Policy Board (OPB) of
Directors Organizational Meeting to order at 4:02 p.m.

Board Member(s) Present:

Board Member(s) Absent:

Alternate Members Present:

Staff Members Present:

2. Roll Call

Nichole Badour (Gratiot), Bruce Caswell (Hillsdale), Larry Emig
(Osceola), Steve Glaser (Midland), Dick Gromaski (Bay), Susan
Guernsey (Mecosta), John Hunter (Tuscola), Jerry Jaloszynski
(Isabella), Carol Koenig (Ingham), Bryan Kolk (Newaygo), Vicky
Schultz (Shiawassee), Deb Thalison (lonia), Kim Thalison (Eaton),
Dwight Washington (Clinton) and Ed Woods (Jackson)

Lisa Ashley (Gladwin), John Bodis (Huron), Christina Harrington
(Saginaw), Tom Lindeman (Montcalm), Robert Luce (Arenac), and
Leonard Strouse (Clare)

John Kroneck (Montcalm)

Amanda Ittner (Deputy Director), Joe Sedlock (CEO), Dr. Dani Meier
(Chief Clinical Officer), Leslie Thomas (Chief Financial Officer),
Carolyn Tiffany (Director of Provider Network Management
Systems), Dr. Trisha Thrush (Lead Treatment Specialist), Jill Worden
(Lead Prevention Specialist), Sarah Andreotti (Prevention Specialist),
Sherrie Donnelly (Recovery Specialist), Kari Gulvas (Prevention
Specialist), Shannon Myers (Treatment Specialist), and Merre Ashley
(Executive Assistant)

Ms. Merre Ashley provided the Roll Call for Board Attendance.

Parliamentarian Jerry Jalosczynski called a Point of Order to Open Meetings Act (OMA)
requirements around documenting board member participation in virtual meeting(s). After brief
conversation, it was established MSHN's current practice of documenting meeting participation is
in accordance and complies with OMA requirement(s) specific to video conference participation.

BOARD APPROVED FEBRUARY 17, 2021
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3. Approval of Agenda for December 16, 2020
Board approval was requested for the Agenda of the December 16, 2020 Regular Business Meeting,
as presented.
ROPB 20-21-001 MOTION BY BRUCE CASWELL, SUPPORTED BY BRYON KOLK, FOR APPROVAL OF
THE DECEMBER 16, 2020, REGULAR BUSINESS MEETING AGENDA, AS PRESENTED.
MOTION CARRIED: 16-0.

4. Approval of Minutes from the August 19, 2020 Regular Business Meeting
Board approval was requested for the draft meeting minutes of the August 19, 2020 Regular

Business Meeting.

ROPB 20-21-002 MOTION BY STEVE GLASER, SUPPORTED BY DICK GROMASKI, FOR APPROVAL OF
THE MINUTES OF THE AUGUST 19, 2020 MEETING, AS PRESENTED. MOTION

CARRIED: 16-0.

5. Public Comment

There was no public comment.

6. Board Chair Report
Chairperson Thalison brought attention to the following items:

e February 2021 SUD Oversight Policy Advisory Board Organizational Meeting: The
meeting agenda will include election of board officers for two-year terms. Members
interested in serving as a board officer should reach out to MSHN administration.

e SUD Oversight Policy Advisory Board Annual Report (included within board meeting
packets): Chairperson Thalison noted the many accomplishments of the SUD OPB
and thanked the board for their commitment throughout the year.

o Ms. Amanda Ittner added comment, stating the report is part of an annual
process completed by all MSHN councils and committees and included within
the overall Quality Assessment and Performance Improvement Plan, slated
for presentation to the MSHN Board of Directors for approval at their March

2021 meeting.

BOARD APPROVED FEBRUARY 17, 2021
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7. Deputy Director Report

Ms. Amanda Ittner referenced and provided information on the following:
e FY2020 PA2 Funding and Expenditures by County
e FY2020 PA2 Use of Funds by County and Provider
e FY2020 Substance Use Disorder Financial Summary Report of September 2020
e FY2021 PA2 Funding and Expenditures by County
e FY2021 PA2 Use of Funds by County and Provider
e FY2021 Substance Use Disorder Financial Summary Report of October 2020

8. Community Block Grant Reduction Strategies
Mr. Joseph Sedlock presented information on MSHN's block grant reduction strategies.

9. FY21 Budget Presentation

Ms. Leslie Thomas provided an overview of MSHN's FY21 Budget as presented to the
MSHN Board of Directors in September 2020.

10. FY21 Substance Use Disorder PA2 Contract Listing

Ms. Carolyn Tiffany provided an overview and information on the FY21 Substance Use
Disorder PA2 Contract listing, recommended for board approval, as presented.

ROBP 20-21-003 MOTION BY LARRY EMIG, SUPPORTED BY DICK GROMASKI, TO APPROVE THE FY21
SUBSTANCE USE DISORDER PA2 CONTRACT LISTING, AS PRESENTED. ROLL CALL
VOTE: VOTING YES: NICHOLE BADOUR, BRUCE CASWELL, LARRY EMIG, STEVE
GLASER, DICK GROMASKI, SUSAN GUERNSEY, JOHN HUNTER, JERRY JALOSZYNSKI,
CAROL KEONIG, JOHN KRONECK, BRYAN KOLK, VICKY SCHULTZ, DEB THALISON,
KIM THALISON, DWIGHT WASHINGTON, AND ED WOODS. VOTING NO: N/A.
MOTION CARRIED: 16-0.

BOARD APPROVED FEBRUARY 17, 2021
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11. Operating Update
Dr. Dani Meier provided an overview and information on the following:
e FY20 Quarter 4 Substance Use Disorder Summary Report

o FY20 Quarter 4 Substance Use Disorder County Specific Reports were
emailed to members on December 11, 2020

e Statewide Substance Use Disorder Treatment Training

e Substance Use Disorder FY21-23 Strategic Plan

12. Other Business
No other business was brought forward

13. Public Comment
There was no public comment.

14. Board Member Comment

e Mr. Ed Woods thanked Dr. Meier and his staff for their ongoing work with providers
and specifically Dr. Meier's work with the Engagement Center (Jackson)

e Chairperson Thalison offered congratulations to Mr. Larry Emig on his retirement,
announcing he would no longer be serving on the board following the night's
meeting.

o Mr. Emig thanked MSHN for allowing him to serve, stating he enjoyed the
conversations, learned a lot and that this board is one of his favorites; he will
miss interacting with the group.

15. Adjournment

Chairperson Thalison adjourned the December 16, 2020, MSHN Substance Use Disorder
Oversight Policy Advisory Board Meeting at 5:13 p.m.

Meeting minutes submitted respectfully by:
MSHN Executive Assistant

BOARD APPROVED FEBRUARY 17, 2021
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(Consent Agenda)

Mid-State Health Network Board of Directors
Executive Committee Meeting Minutes

Friday, February 19, 2021 (Videoconference)

MEMBERS PRESENT: Ed Woods, Chairperson; Irene O’Boyle, Vice-Chairperson; James Anderson, Interim Secretary

MEMBERS ABSENT:  Kurt Peasley, Ex-Officio

OTHER BOARD MEMBERS PRESENT: Ken Delaat

STAFF PRESENT: Joseph Sedlock, Chief Executive Officer; Amanda Ittner, Deputy Director

1. Call to order: Chairperson Woods called this meeting of the MSHN Board Executive Committee to order at
9:00 a.m.

2. Approval of Agenda: Motion by J. Anderson and supported by I. O’'Boyle to approve the agenda as
presented. Motion carried.

3. Guest Board Member Comments: None
4. Board Matters:

4.1. Communication to Shiawassee Health and Wellness Board: Mr. Sedlock presented a letter sent to
Shiawassee Health and Wellness expressing the gratitude of the MSHN Board and the region for their work in
support of the region-wide distribution of hundreds of thousands of pieces of personal protective equipment.
The letter will be included in the March MSHN Board meeting packet.

4.2. March 2, 2021 Board Meeting - Draft Agenda: Mr. Sedlock presented the current draft of the March 2, 2021
board meeting agenda for review and input. Executive Committee supports as presented.

4.3. Board Self Evaluation: The draft board self-evaluation compilation is not ready for distribution as of the time
of this meeting. Mr. Sedlock asked the committee members if they prefer to review the results prior to
inclusion in the Board Meeting packet. Executive Committee conclusion is to follow the established process
by scheduling Executive Committee review at a near-future Executive Committee meeting, and then provide
the report and Executive Committee recommendations to the full board. Mr. Sedlock noted that the
response rate was 20/24 (83%) — which is the best rate ever.

4.4. Appointment of Nominating Committee for Board Officer Elections at May 2021 Board Meeting: Board
elections are due to be held in May. Members to serve on a nominating committee have been identified, but
additional input from the Executive Committee is welcome. Mr. Woods will contact potential members about
their willingness/ability to serve and will make appointments at the March board meeting.

4.5. Appointment of Voting Delegates for CMHAM Spring Conference/Member Assembly (June 15/16): At the
March board meeting, Chairperson Woods will solicit a board member volunteer to serve as a voting delegate,
along with Mr. Sedlock, at the Association Spring Conference.

4.6.May 2021 Board Strategic Planning — Logistics Discussion:  MSHN Board Strategic Planning is scheduled for
May 4, 2021. Board strategic planning is typically an in-person event that takes place over several hours in the
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morning and in the afternoon, preceding regular board meeting at 5 PM. MSHN anticipates, but does not yet
know for certain, that Open Meetings Act exceptions to permit virtual meetings of public bodies will be
continued.

Strategic Planning and related presentations/discussions are particularly difficult using videoconferencing
platforms. Simply being in one place for hours, even with frequent breaks, can be very difficult and
concentration can be affected as well. The MSHN Executive Committee held a discussion on the following
key issues:

e Spread strategic planning over several sessions: The Executive Committee recommends breaking up the
strategic planning meeting into three, two-hour blocks either over several days during that week or over
several weeks in May. MSHN will set up a poll for board members to respond to during the board meeting
on their preferences and can announce the dates/times with the most availability prior to board meeting
conclusion.

e Outside facilitator: The Executive Committee recommends that MSHN engage TBD Solutions to
facilitate the strategic planning meetings if available and that MSHN subject matter experts lead the
various focus area discussions.

e Key presenters (internal/external) preferences: Executive Committee prefers that staff (and potentially
TBD Solutions) present necessary information and/or context for board consideration/discussion.

Administrative Matters:

5.1.

5.2.

MSHN Annual Litigation Report: Ms. Ittner reviewed the MSHN Annual Litigation Report in detail. The
report is privileged and contains potentially sensitive information. This report is required to be provided to
MDHHS annually. The report includes litigations that CMHSPs and other providers in the MSHN region may
be involved in. MSHN is not directly involved in any current litigation and there is minimal to no risk to MSHN
at this time. MSHN experience is that most of the litigation is either dismissed or settled.

MSHN Performance Bonus Earned: Mr. Sedlock reviewed the $4.5M MSHN performance bonus earned and
provided distribution details. The MSHN Operating Agreement requires that any local monies earned by
MSHN be distributed to CMHSP Participants in the region. This information will also be provided to the
MSHN Board via Mr. Sedlock’s board report. Mr. Sedlock provided some background on block grant
reductions and the potential future role of performance bonus earnings as a potential second fail safe (after
PA2/Liquor Tax) if the region’s block grant reductions are insufficient/ineffective.

Other:

6.1.

Any other business to come before the Executive Committee: None.

6.2. Next Executive Committee Meeting is scheduled for Friday, March 19, 2021

Guest Board Member Comments: None

Adjourn: This meeting of the MSHN Executive Committee was adjourned at 9:47 AM

Board of Directors Meeting Packet: March 2, 2021 Page 195



M S T N ltem 12.4
1T REGIONAL OPERATIONS COUNCIL/CEO MEETING (Consent Agenda)
Mid-State Health Network Key Decisions and Required Action
Date: February 22, 2020
MEETING RESTRICTIONS IN EFFECT —ZOOM MEETING ONLY

Members Present: Lindsey Hull; Carol Mills; Sharon Beals; Tracey Dore; Tammy Warner; Maribeth Leonard; Kerry Possehn; Michelle Stillwagon; John
Obermesik; Sara Lurie; Sandy Lindsey; Chris Pinter (arrived 12:15)

Members Absent:

MSHN Staff Present:  Joseph Sedlock; Amanda Ittner; For Applicable Topics: Leslie Thomas, Kim Zimmerman

Item B. pg 10: just point of clarification on the grant to partner with existing crisis lines — for discussion during MiCAL
topic below.

Consent Agenda Item D. Medical Directors Letter: Question on who the audience is... The regional medical directors wanted to address
the CMHSPs CEOs.
MSHN to request additional clarification from MDHHS/BHDDA regarding F2F services

Approved as presented By N/A By N/A
Who When
FY21 Savings Estimates through L. Thomas reviewed the FY21 Savings Estimates through December 2020.
December 2020
Informational Only By N/A By N/A
Who When
K. Zimmerman presented the QAPIP FY20 Annual effectiveness report and the changes to the FY21 QAPIP Plan and
QAPIP: FY20 Report, FY21 Plan Workplan; Clarification requested regarding MDHHS required Practice Guidelines and the scope of MSHN review at the
CMHSPs.
Approved as presented with the noted practice guidelines By K. Zimmerman By 2.22.21
clarifications; next step March Board approval Who When
Consumer Representation K. Zimmerman presented the recommendations to add consumer representation on MSHN council and committees.
Recommendations and Charter
Approved the proposal and the charters for both QIC and By K. Zimmerman By 2.22.21
Customer Service Who When
MICAL Discussion Jon Villasurda and Krista Hausermann joined the Operations Council meeting to review and discuss MiCAL.

KH: CRM development finishing up with user testing to occur end of March, then go live 4.19 in the UP and Oakland
County; Common Ground (vendor) will cover after hours services in the beginning of March for the UP, continuing
conversations with CMHs, working on marketing, moving along well.

CMHCM: 211 provider also the crisis call center provider, concern about local communication, staffing capacity concerns
KH: CRM will have a crisis alert system to coordinate with CMHSPs, care coordination tools being developed, common
ground will need to have a good idea of resources in the local areas,

JS: In region question on using MiCAL; is this an option to use MiCAL or mandatory and current contracts expected to be
eliminated.
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JV: There will be a requirement to use/coordinate with the CRM for MiCAL; PIHPs and CMHSPs will be given licenses to
document within. Other decision points are still being considered and defined after the pilots.

KH: There will be automatic report that go to the CMHs on calls/updates even for those not in services.

SL: Prescreening with 24/7 crisis services; how would MiCAL manage immediate need for prescreen

KH: CMHs are giving extensive info to them regarding their crisis services, as well as who is on call with a calendar (filled
in/given by CMH), so it would trigger a pre-screen with warm hand-off for those CMHs with crisis lines.

KH: Reviewing gaps in the state related to 988...they are now leading that grant and at the end of the fiscal year more
will come about where they will expand.

Discussion & Informational only By N/A By N/A
Who When
Performance Bonus Incentive A. Ittner reviewed the bonus analysis including local funds earned, amount not-earned, related unmet metric and next
Analysis steps.
Informational only By N/A By N/A
Who When
C. Tiffany reviewed the summary of changes and process. Strong concern regarding MDHHS changes in the Financial
Financial Management Services Management Services and responsibility of the CMHSP vs the fiscal intermediary. Request to ensure those concerns are
communicated to the members of the provider network committee.
MSHN to put contract amendment to be on hold until June at By C. Tiffany By 2.26.21
which time Ops will reconsider for FY22 contracts Who When
C. Tiffany to draft a communication to the Fl contractors
regarding MSHN’s position. J. Sedlock 2.26.21

J. Sedlock will distribute the letter to the CMH CEO and bring up

for discussion with the PIHP CEOs.

J. Sedlock discussed the plan for Operations Council strategic planning. Draft planning documents were sent out
previously and reminder to review prior to the first meeting in March. Ops Council decided MSHN will lead the strategic
planning and no need to obtain outside facilitator.

No other input on planning the day.

Strategic Planning

Discussion only By N/A By N/A
Who When
By By
Who When
By By
Who When
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