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Caregiver Staffing and Wage Crisis

The proposal and additional funding to increase Caregiver Wages by $.50 per
hour in FY 18 is a start but.....if you read the detail of Section 1009 report, it is
clear that if we are going to stop the mass exodus from this job market we must
allocate funding to support $2.00 per hour above the minimum wage.

Lapse Funds

Add current (2) language back into Section 8-928

Stop Re-basing
Vote No on HB 4091

Sundav Fehmiarv 26 2017 AOT.: RobertenSue
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ON BEHALLP OFTIHE PEOPLE OF MICHEGAN
1, Rick Suvder, governoe of dMicligan, do bereby proclaim
September 14-19, 2015

DIRECT SUPPORT PROFESSIONALS
RECOGNITION WEEK

WHEREAS, direct support professionals are the primarcy providers of poblicly-funded long
term support. and seviees for millious of individeals with disabilities; al,

WHEREAS, dirccl sopport professionals st Daild close,  trasted celationships with
frulividunls and nssist them withe varions oeeds onaodaily basis; and,

WHEREAS, divevt support professionads sapport individuaks with disabilitios in misking
ehofees Uit Teml to meanioghol and prodoctive Tives; and,

WHEREAS, dircet, st professionnds provide essential snpport to keep individuaks with
disabilitios connoeeted do their Cunilies, Tricmds il comnmnitios b,

WHEREAS, the participation of dircet support paolessionals in medieal cue planning is
eritical to the sneeessful tenosition Mrom medieal events to post-acnie cae sl long toem
supports aml services; and,

WHEREASB, there is a eritionl gl growing <shovtage of diceel support profesionals in
communitios thironghont the United States; aml,

WHEREAS, ihe role of diveet support professionals is vitl in enlaneing the lives of
individuals with disabilitios of all nges;

NOW, THEREFORE, [, Rick Suyider, govevnor of Michigam, do herely proclaim September 11
through September 19, 20105 as Divect Support Professionads Recogoition Weelk in Michigan,

Rick SII_\'tél‘l'

Crovernor
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Executive Recommendation House & Human Services Budget FY18
Caregiver Wages

Sec. 8-1009. The department shall provide a progress report on implementation of
recommendations from work with PIHP network providers to analyze the workforce
challenges of recruitment and retention of staff who provide Medicaid-funded community
living supports, personal care services, respite services, skill building services, and other
similar supports and services by May 1 of the current fiscal year.

Sundav. Februarv 26. 2017 AOL: RobertenSue
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SB 133 Health & Human Services Budget FY 16
Caregiver Wages

Sec. 1009. (1) The department shall work with PIHP network providers to analyze the
workforce challenges of recruitment and retention of staff who provide Medicaid-funded
community living supports, personal care services, respite services, skill building services,
and other similar supports and services. The department workgroup must consider ways to
attract and retain staff to provide Medicaid-funded supports and services. (2) The department
workgroup must include PIHP providers, CMHSPs, individuals with disabilities, and staff. (3)
The department shall provide a status report on the workgroup’s suggestions to the senate
and house appropriations subcommittees on the department budget, the senate and house
fiscal agencies, and the state budget director, making note in the report when the
participants outlined in subsection (2) reached consensus on the workgroup’s suggestions
and when the participants outlined in subsection (2) had points of difference on the
workgroup's suggestions.

Qundav Fehriarv 26 2017 AOI - RobertenSue



SECTION 1009 REPORT

RECRUITMENT AND RETENTION CHALLENGES
FOR THE WORKFORCE DELIVERING THE MOST
FREQUENTLY USED SUPPORTS AND SERVICES

2016

L Executive Summary

After months of discussion and review of available data, the Workgroup on the Direct Support
Workforce (hereinafter called, “the Workgroup™) mandated by the Michigan Legislature' has
concluded that the critically important frontline workforce delivering face-to-face supports and
services to the state’s residents with intellectual and developmental disabilities, mental illness, or
substance use disorders is not stable, Employers, including individuals using self-determination as
well as organizational employers are not able to recruit or retain a qualified, competent workforce.
In order to fulfill the service and support delivery requirements of both the state’s Mental Health
Code and the Medicaid program and ensure the ability to comply with the Centers for Medicare and
Medicaid Services Home and Community Based Services rules, additional state investments and
new state policies and practices are needed to secure the dignity, well- being, independence and
community involvement of people living with disabilities.

Within its diverse membership, the Workgroup reviewed relevant information and data on workforce
recruitment and retention. This information included the large numbers of job vacancies across the
state, the high staff turover rates, the current inability to provide supportive services due to staff
shortages, the closure of supportive service organizations and programs because of staff shortages,
and reports from beneficiaries on the pain of losing relationships and trust when direct support staff
move to a higher paying job. Medicaid beneficiaries speak openly of a high “quality of life”—to
pursue employment, education, and inclusion—that is not possible without a stable, competent direct
support workforce.

The needed workforce is not small and the jobs require complex skills and knowledge. The direct
support workforce currently provides the majority of Medicaid funded behavioral health services
and these services comprise a growing proportion of the overall Medicaid funded behavioral health
services.

The Workgroup concludes that immediate actions are needed to address the current and

worsening staffing challenges and that other state policy changes are needed in the long-term.
The Workgroup’s unanimous recommendations are:

iP.A. 84 of 2015, Article X, Section 1009



Immediate Actions Needed to Improve Wages and Benefits

The Michigan Legislature and Governor need to make additional investments into all the named
Medicaid covered supports and services to assure that:

Direct support staff earn a starting wage of at least $2.00 per hour above the state’s minimum
wage. These investments and the starting wage rate should increase as the state’s minimum wage
increases and should include the mandatory employer costs (FICA, worker’s compensation, etc.)
associated with employment.

1. Direct support staff earn paid leave time at the minimum rate of 1 hour for
every 37 hours worked (i.e., 10 days a year for full-time employment).

The Michigan Department of Health and Human Services (MDHHS) should use its contractual
authority to set Medicaid payment and reimbursement rates that provide sufficient funding to
provide and maintain a starting wage rate of at least $2.00 per hour above the state’s minimum
wage, associated employer costs, and paid time off to the direct support workforce.

The Michigan Department of Health and Human Services and each Prepaid Inpatient Health
Plan (PIHP) shall collect and publish data on the size, compensation, and stability (turnover
rates and job vacancies) of the direct support staff providing the identified supports and services
at least annually. The collected data shall be used to assess the impact of the funded wage
increases on the wages paid, direct support staff tumover rates, job vacancies, service delivery,
and the adequacy of the direct support workforce.

Long Range Solutions to Improve Workforce Stability

Develop and fund a promotional campaign to build public awareness and appreciation of people
with disabilities and those who chose a career to support them. The campaign should build off
the system’s mission of inclusion and stigma elimination. MDHHS, the PIHPs, employers,
direct support staff, and people with disabilities should participate in the creation and execution
of the campaign.

Expand the existing MDHHS funded matching services registry for Home Help beneficiaries to
include all Medicaid beneficiaries using the self-determination option to address the difficulties
(conducting criminal background checks, advertising, recruiting, etc.) individuals using self-
determination have in finding direct support staff.

Change Michigan’s current laws and policies on criminal background checks to include a
“rehabilitation review” similar to those authorized in 17 other states in order to increase the
potential pool of applicants for direct support careers. Implementing a review process of
applicants for direct support careers. Implementing a review process would allow people with a
disqualifying criminal conviction to demonstrate that they no longer represent a threat to people
needing supports and services or to their property.

Provide publicly financed tuition reimbursement or incentives to direct support workers who are
actively studying to become psychologists, behavior specialists, nurses, therapists and other
health care occupations that serve people with intellectual and developmental disabilities, mental
illness, and substance use disorders in order to increase the number of people interested in doing
direct support work. This effort will also improve the frontline skills and broaden the
experiences of other health care occupations serving these populations.



Legislatively require the creation of a workgroup to identify the wide ranging initial
competences, skills, and aptitudes needed by the direct support staff and to provide
recommendations for a training and credentialing program to assure a competent direct
support workforce.
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HB 5294 Health & Human Services Budget FY 17
Caregiver Wages

Sec. 920. (1) As part of the Medicaid rate-setting process for behavioral health services, the
department shall work with PIHP network providers and actuaries to include any state and
federal wage and compensation increases that directly impact staff who provide Medicaid-
funded community living supports, personal care services, respite services, skill-building
services, and other similar supports and services as part of the Medicaid rate.

(2) It is the intent of the legislature that any increased Medicaid rate related to state minimum
wage increases shall also be distributed to direct care employees.

Sec. 1009. (1) The department shall work with PIHP network providers to analyze the
workforce challenges of recruitment and retention of staff who provide Medicaid-funded
community living supports, personal care services, respite services, skill building services,
and other similar supports and services. The department workgroup must consider ways to
attract and retain staff to provide Medicaid-funded supports and services.

(2) The department workgroup must include PIHP providers, CMHSPs, individuals with
disabilities, and staff.

(3) By March 1 of the current fiscal year, the department shall provide a status report on the
workgroup's suggestions to the senate and house appropriations subcommittees on the
department budget, the senate and house fiscal agencies, and the state budget director,
making note in the report when the participants outlined in subsection (2) reached consensus
an the workgroup’s suggestions and when the participants outlined in subsection (2) had
points of difference on the workgroup’s suggestions.

Sunday. February 26, 2017 AOL: RobertenSue



Page l of' 1

Executive Recommendation House & Human Services Budget FY18
Lapse Funds

Section 8-928 as included in the Executive Recommendation for the FY2018 proposed
budget reads:

Sec. 8-928. Each PIHP shall provide, from internal resources, local funds to be used 17 as
part of the state match required under the Medicaid program in order to increase 18
capitation rates for PIHPs. These funds shall not include either state funds received by a 19
CMHSP for services provided to non-Medicaid recipients or the state matching portion of the
20 Medicaid capitation payments made to a PIHP.

Need to add back in language below that is included in current budget boiler plate under
Section 928

(2) It is the intent of the legislature that any funds that lapse from the funds appropriated in
part 1 for Medicaid mental health services shall be redistributed to individual CMHSPs as a
reimbursement of local funds on a proportional basis to those CMHSPs whose local funds
were used as state Medicaid match. By April 1 of the current fiscal year, the department shall
report to the senate and house appropriations subcommittees on the department budget, the
senate and house fiscal agencies, the senate and house policy offices, and the state budget
office on the lapse by PIHP from the previous fiscal year and the projected lapse by PiHP in
the current fiscal year.

Sindav Fehrarv 726 2017 AOL.: RobertenSue
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SB 133 Health & Human Services Budget FY 16
Lapse Funds

Sec. 1010. (1) If the federal government allows the redistribution of lapsed federal Medicaid
match funds in the Medicaid mental health services line, the funds appropriated in part 1 for
Medicaid mental health services funds, which have lapsed, shall be distributed to

individual PIHPs based on the PIHP distribution formula in effect during the current fiscal
year.

(2) It is the intent of the legislature that any funds that lapse from the funds appropriated in
part 1 for Medicaid mental health services shall be redistributed to individual CMHSPs based
on the community mental health non-Medicaid services distribution formula in effect during
the current fiscal year. By April 1 of the current fiscal year, the department shall report to the
house and senate appropriations subcommittees on the department budget, the house and
senate fiscal agencies, and the state budget office on the lapse by PIHP from the previous
fiscal year and the projected lapse by PIHP in the current fiscal year.

Sundav. Februarv 26. 2017 AOL: RobertenSue



STATE oF MicHIGAN

RICK SNYDER EXECUTIVE OFFICE BRIAN CALLEY
GOVERNOR LANSING LT. GOVERNOR

June 17, 2015

Michigan Senate
State Capitol
Lansing MI 48909-7536

Ladies and Gentlemen:

Today 1 have signed Enrolled Senate Bill 133, which makes appropriations for
various departments and agencies, the judicial branch and the legislative branch for the
fiscal year ending September 30, 2016. The appropriations in Enrolled Senate Bill 133
total $38.8 billion and provide funding for critical services throughout the state.

| have, however, disapproved one item pursuant {o Section 19 of Article V of the
Michigan Constitution of 1963. The specific veto is detailed in the attached copy of the
bill that has been filed with the Secretary of State.

| have disapproved the aitempted re-appropriation of lapsed funds in section
1010(1) of Article X because the legislature has already appropriated, and | have
approved, funding for the Prepaid Inpatient Health Plans as necessary to comply with
federal regulations and state law.

| have considered the enforceability of boilerplate provisions as | provide
direction to departments in implementing appropriations contained in Enrolled Senate
Bill 133. Among the various provisions that are considered unenforceable, | note the
following: section 453(2) (Article I); section 1069 (Article VIIl); and section 382 {Article

XVI).

GEORGE W, ROMNEY BUILDING + 111 SOUTH CAPITOL AVENUE « LANSING, MICHIGAN 48908
www.michigan.gov



Enrolled Senate Bill 133 also contains numerous boilerplate sections that include
statements of legislative intent. We will take these legislative preferences into
consideration as departments and agencies implement the appropriations. However,
these legislative intent statements do not impose conditions on appropriations and are
non-binding upon departments and agencies implementing the appropriations.

| commend the Legislature for completing its work on this omnibus appropriations
bill. 1 look forward to reaching resolution on a road funding package with the same spirit
of cooperation. A properly maintained transportation infrastructure is vital to Michigan's
economy and to the safety of residents and visitors of this great state. | am hopeful
that, in partnership with the Legislature, a permanent plan is set in motion to make this
critical investment.

Respectfully,

Rick S r
Governor

Attachment
cc:  Michigan House of Representatives
The Honorable Ruth Johnson, Secretary of State
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HB 5294 Health & Human Services Budget FY 17
Lapse Funds

Sec. 928. (1) Each PIHP shall provide, from internal resources, local funds to be used as a
part of the state match required under the Medicaid program in order to increase capitation
rates for PIHPs. These funds shall not include either state funds received by a CMHSP for
services provided to non-Medicaid recipients or the state matching portion of the Medicaid
capitation payments made to a PIHP.

(2) It is the intent of the legislature that any funds that lapse from the funds appropriated in
part 1 for Medicaid mental health services shall be redistributed to individual CMHSPs as a
reimbursement of local funds on a proportional basis to those CMHSPs whose local funds
were used as state Medicaid match. By April 1 of the current fiscal year, the department shall
report fo the senate and house appropriations subcommittees on the department budget, the
senate and house fiscal agencies, the senate and house policy offices, and the state budget
affice on the lapse by PIHP from the previous fiscal year and the projected lapse by PIHP in
the current fiscal year.

Sundav. Februarv 26. 2017 AOL: RobertenSue
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VOTE NO On House Bill 4091

You may recall the re-basing of Medicaid doilars to PIHPs implemented by MDHHS starting
10/01/15 and ending 04/01/2017. Please find a copy of the Medicaid re-basing schedule and
notice how re-basing has impacted Medicaid funding to each of the10 PIHPs.

My interpretation of HB 4091 is that this Bill will have a similar re-basing impact to the 10
PIHPs, only applied to General Fund dollars as opposed to Medicaid dollars.

In addition, approval of this Bill would also involve amending the Mental Health Code.
Tinkering with the Mental Health Code could result in unintended consequences creating
much more risk than value.

Sundav. Februarv 26. 2017 AOL; RobertenSue
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HOUSE BILL No. 4091

January 26, 2017, Introduced by Rep. Miller and referred to the Committee on
Appropriations.

A bill to amend 1974 PA 258, entitled
"Mental health code,”
by amending section 308 (MCL 330.1308), as amended by 1995 PA 290.

THE PEOPLE OF THE STATE OF MICHIGAN ENACT:

Sec. 308B. (1) Except as otherwise provided in this chapter and
subsections (2), amd—(3), AND (6), and subject to the constraint of
funds actually appropriated by the legislature for sueh—THIS
purpose, the state shall pay 90% of the annual net cost of a
community mental health services program that is established and
administered in accordance with chapter 2.

(2) Beginning in the fiscal year after a community mental
health services program becomes a community mental health authority
under section 205, if the department increases the amount of state

funds provided to community mental health services programs for the

00315'17 LTEB
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fiscal year, all of the following apply:

{a) The amount of local match required of a community mental
health authority for that fiscal year shall not exceed the amount
of funds provided by the community mental health services program
as local match in the year in which the program became a community
mental health authority.

{(b) Subject to the constraint of funds actually appropriated
by the county or county board of commissioners, the amount of
county match required of a county or counties that have created a
community mental health authority shall not exceed the amount of
funds provided by the county or counties as county match in fiscal
year 1994-1995 or the year the authority is created, whichever is
greater.

(¢) If the local match provided by the community mental health
services program is less than the level of local match provided in
the year in which the community mental health services program
became a community mental health authority, subdivision (a) does
not apply.

(d) The state is not obligated to provide additional state
funds because of the limitation on local funding levels provided
for in subdivisions (a) and (b).

(3) The state shall pay the family support subsidies
established under section 156.

(4) If 2 or more existing community mental health services
programs merge puwesuant—ACCORDING to section 219, the state shall
pay 100% of administrative costs approved by the department for the

newly created community mental health services program for 3 years

00315'17 LTB
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after the date of merger.

(5) If a county demonstrates an inability to meet its local
match obligation due to financial hardship, the department may do
either of the following:

(a) Accept a joint plan of correction from the county and its
community mental health services program that ensures full payment
over an extended period of time.

(b) Waive a portion of the county's obligation based on
hardship criteria established by the department.

{(6) THE STATE PAYMENT UNDER THIS SECTION SHALL BE CALCULATED
AND MADE BASED ON RELEVANT FACTORS IN THE COUNTY, INCLUDING, BUT
NOT LIMITED TO, DEMOGRAPHICS, UNEMPLOYMENT RATES, AND POVERTY
LEVELS.

(7) THE DEPARTMENT SHALL WORK WITH ACTUARIES TO UPDATE FUNDING
METHODOLOGY THAT IS BASED ON A COMMON STATEWIDE RATE WITH
ADJUSTMENTS FOR MORBIDITY.

Enacting section 1. This amendatory act takes effect 90 days

after the date it is enacted into law.

00315'17 Final Page LTE



MALA

MICHIGAN ASSISTED LIVING ASSOCIATION
February 27, 2017

The Honorable Ned Canfield, Chair
House Appropriations Subcommittee on
Health and Hurnan Services

Michigan House of Representatives
P.O. Box 30014

Lansing, M1 48909-7514

Re: 2017-18 Michigan Department of Health and Human Services Budget
Dear Representative Canfield:

Michigan Assisted Living Association (MALA) appreciates the opportunity to provide testimony
regarding services funded through the Michigan Department of Health and Human Services (MDHHS)
budget. Our organization’s members provide a broad range of supports and services to over 38,000
persons throughout the state. The persons served include individuals with intellectual and developmental
disabilities, mental illness, substance use disorders, traumatic brain injuries or physical disabilities and
older adults,

Executive Budget Recommendation for Direct Care Wage Increase

MALA strongly supports the executive budget recommendation to provide $45 million gross ($14.2
million general fund) for a wage increase for direct care workers in Michigan’s Pre-Paid Inpatient Health
Plan (PIHP) system. MDHHS estimates that this funding would provide for a staff wage increase of
$0.50 per hour.

This additional funding is urgently needed to respond 1o a staffing crisis that currently exists in the
recruitment and retention of direct care workers providing Medicaid mental health services throughout the
state. These services consist of community living supports, personal care, skill butlding, supported
employment and other Medicaid mental health services.

Workforce Data and Challenges

The staffing crisis in the public mental health system is attributable in large part to the low wage levels
for direct care workers. MALA conducted a survey of providers of mental health services in August 2016
on behalf of the Partnership for Fair Caregiver Wages. The survey findings include an average starting
wage statewide for direct care workers of $9.30 per hour. This amount is substantially lower than the
starting wage of at least $10.00 per hour for many large retailers and other employment sectors.

Direct support staff provide vital services to people with a wide range of disabilities including intellectual
and developmental disabilities, mental illness and substance use disorders. The challenging work may
include bathing, assistance with eating, administering medication, protection, daily companionship,
supervision, and transportation to medical appointments and social events. Many staff must be trained to
support persons who are medically frail or have behavioral needs or other special needs.

-y

15441 Middlebelt Road » Livonia, M| 48154-3805
{Phone} 800.482.0118 » (Fax) 734.525.2453 » www.miassistedliving.org



The average turnover rate is 40% from the Partnership survey findings. Low staff wage levels and high
turnover rates have an adverse impact upon the continuity of services and quality of life for individuals
with disabilities funded through the pubiic mental health system,

Urgent Need for Higher Staff Wage Levels

As indicated above, MALA is appreciative and supportive of the executive budget recommendation for a
$0.50 per hour staff wage increase. Nevertheless, we urge that sufficient additional funding be provided
in the 2017-18 MDHHS budget for a $1.00 per hour staff wage increase.

MALA appreciates the previous decision by the Michigan Legislature to include boilerplate Section 1009
in the 2015 — 2016 MDHHS budget bill which established a workgroup to analyze workforce challenges.
The Section 1009 Report developed as a result of this boilerplate language included a recommendation
for a starting wage of $2.00 per hour above the minimum wage.

The Interim Report of the 298 Facilitation Workgroup submitted to the Michigan Legislature last month
also addresses the workforce challenges. In particular, Section 7 on workforce training, quality and
retention indicates that all Affinity Group participants recommended raising the wages and benefits of
direct care staff.

Thank you again for the opportunity to testify. Please contact me if any additional information is needed
regarding our organization’s testimony.

Robert L. Stein
General Counsel

cc: Representative Sue Allor Representative Jeff Yaroch
Representative John Bizon Representative Pam Faris
Representative Larry Inman Representative Robert Kosowksi
Representative Kim LaSata Representative Sylvia Santana

Representative Mary Whiteford Representative Henry Yanez



February 27, 2017

Ms. Laura Cox, Appropriations Committee Chair

Dear Ms. Cox:

As you think about the upcoming budget, please take in to consideration the amazing work done by
direct support professionals for people with disabilities. They provide life- saving services for the
people in their care, including my son.

Robbie is 37 with very significant needs. He does not speak and cannot take care of himsaelf in any
way. He is dependent on them for his very life; making sure he is clean-he does not use the
bathroom, ensuring that his teeth are brushed multiple times a day to prevent pneumonia, pureeing
all of his food, safely transferring him in the shower, to his wheel chair and to the day program he
attends, ensuring that he has ample time in the community and with his family, giving him his many
medications at the specified times, ensuring proper posture when he is eating....and giving him love.

I think you have a sense of how important their work is. Not just for my son but for others requiring
the same amount of care and even thase who do not need quite so much physical care, but provide
many of the above mentioned services.

It is so unfair that these workers’ pay is so inadequate. Many of them have to have multiple
jobs just to barely survive financially. Section 7 of the Interim report of the 298 Facilitation
Workgroup specifically indicates that all Affinity Group participants recommended raising
the wages and benefits of direct care staff. Extremely importantly, because of the present
wage structure, the current average turnover rate is 40%.

As you can see from the description of my son’s services in the second paragraph, what an
adverse impact on him there is from the high level of staff turnover. Not only in terms of
relationships with people, but even more importantly, his very safety and life is at stake.

1



| strongly recommend that additional Medicaid Funding of $90 million be appropriated in
the 2017-18 budget for the Michigan Department of health and Human Services. This
funding would provide for a staff wage increase of $1 per hour to $10.30 as an average
starting wage.

I make this request on behalf of my son and all others who are served by our wonderful
direct care staff, my husband and family.

Please do not hesitate to call me with questions or to arrange a visit to our son’s home,

Sincerely,

Carol Kaczander
14011 Nadine Street
Oak Park, M1 18237
248-229-6562



Elizabeth W. Bauer, M. A.
725 W. Breckenridge Street
Ferndale, M} 48220-1251
248-677-4283
Ebauer7400@aol.com

Testimony Regarding 2017-2018 Executive Budget
before the
Michigan House of Representatives
Health and Human Services Subcommittee of the Standing Committee on Appropriations
Room 352, House Appropriations, State Capitol Building, Lansing, Ml

February 27, 2017

Chairman Canfield, Members of the Subcommittee, thank you for this opportunity to share my views
regarding the FY 2017-18 Executive Budget Recommendation for Behavioral Health, Medicaid, Healthy
Michigan Plan, Children’s Special Health Care Services, Aging and Adult Services.

I speak from the perspective of a person who has advocated the rights of individuals with
intellectual/developmental disabilities, behavioral health and substance use disorders, and autism since
1958. For 58 years | have worked personally and professionally at state, national and international levels
{see last page) to secure educational, pre-vocational, employment, housing, health care, and other
supports and services that enable individuals with these conditions to live dignified, productive, self-
determined lives as fully included members of our communities. When | began my career as a Speech
Pathologist most of these men, women and children were either living in institutions or hidden at home.
There was no right to education and community—based supports and services were only a dream.

| have been driven by one fundamental principle. All people are valuable. Each has unique contributions
to make as an individual and to the various family units and communities of which he or she is a
member. In 1967 my efforts got a turbo charge. Our third of four children, Virginia, was born with
profound disabilities. She could not suck or swallow, did not move on her own other than when having a
seizure, did not respond to light or sound, plus other life-threatening issues. At nine months of age an
eminent neurologist said to us, “She is blind, deaf, and profoundly retarded. Put her away and forget
her.” Fortunately, my training permitted us to avoid that death sentence. | recruited and trained 40
volunteers who worked in shifts around the clock in our home for years. We kept Virginia moving. She
was involved with her family and community. This year she will celebrate her 50* birthday. Over the
years slowly — developmentally — she increased her skills. She is not blind or deaf although she does not
speak. She is a “force of nature” to use a phrase. She is valuable. And, she has influenced more lives
than | ever will.

My personal and professional experiences give me opportunities to see human services from both top-
down and ground-up perspectives. While we consider them in budgetary silos, there is at the recipient
level one person, one family who needs supports and services from the various silos. Because we plan
and budget in a non-integrated way, the services funded by the State are fragmented and the intended
beneficiary must coordinate them where they live, This is difficult for the best-informed and financed
citizen and almost impossible for those who are most vuinerable.
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Today | came to suggest that we have an incredible opportunity to look at the system from top to
bottom, silo to silo, and design a new order that responds to the needs and desires of the men, women,
and children who use publicly funded supports and services including behavioral health and physical
health care and more to live dignified lives as members of our community.

Policy is best when it is informed by the people it affects. The litmus test guestion when a recipient of a
service evaluates that service or support is, “Did you ask me?” We have a great opportunity to eliminate
the redundant costly layers of bureaucracy and design anew. We must start with the individuals who use
service and supports and design upward. | know in schools where the instruction is student—driven,
students are purposefully engaged in learning. Teaching and learning become a productive partnership.
Asking, not telling, makes all the difference. A system designed in response to peopie’s expressed needs
and desires, where the user’s choice is central to the design; are effective, less costly, and result in
better outcomes for the individuals served therein.

Personally, | want to see service recipients in the driver’s seat. What is it that will enhance the quality of
their lives? How should supports and services be developed and organized to enable thern to fulfill their
personal needs, hopes, and dreams?

The principles of Self-Determination (Freedom, Authority, Support, and Responsibility) must guide the
discussion. We cannot sacrifice the basic human right of persons with disabilities to direct their futures;
have control over how they live their lives, where, and with whom; and have autharity over the
resources that support them. The elements of Person-Centered Plans, based upon the principles of Self-
Determination, should dictate the system requirements. 1 am here to advocate for what ought to be.

Over the past year in response to legislation adopted in the previous session two important explorations
have been undertaken. One is the Section 298 Stakeholder initiative led by Lt. Gov. Brian Calley which
responded to fanguage in the FY 2017 approved budget. Another is the Workgroup on the Direct
Support Workforce mandated by the Michigan Legislature in P A. 84 of 2015, Article X, Section 1009.
Since many of the members of this Subcommittee were not sitting when those initiatives were
mandated and the reports developed, | ask that you read them in their entirety if you have not already
done so. They provide the rationale for comments | make today.

Coordinated Program Planning and Budgeting across agencies of state government.

I note that each of you serves on other Sub-Committees of House Standing Committee on
Appropriations: Corrections, Higher Education, School Aid and the Department of Education, Licensing
and Regulatory Affairs & Insurance and Financial Services to name a few most critical to coordinated
services and supports at the individual citizen level, The budgetary process at the state level is the place
to begin to coordinate services.

Example: Currently there is talk of closing schools in which students are not performing well.
Suggestions have been made that families could place their chiidren in better performing schools as far
as 50 miles away. This is preposterous. The most vuinerable people are being played like pawns on a
chess board when what they need are wrap around supports and services as close to home as possible,
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When students are not performing well, we need to ask why and consider what supports and services
would help. Many students have been traumatized by events in their home and community, lack stable
housing, lack nutritional food — or food of any kind, etc. Rather than destabilize them further, we couid
budget for appropriate instructional services to meet student needs, mental health and substance use
services, nutrition services, housing supports and social services to name a few.

Pathways to Potential, which places social workers in schools is a good start, but more of that service is
needed and it needs to be year-round. | visit schools during summer vacation when summer school is in
session (usually serving the neediest youth) and staff tell me the Pathways person was a godsend during
the school year, but they went back to their office during the summer. The need for their service,
however, remained.

In some other states, schools in which students perform poorly get coordinated resources including
social workers, paraprofessionals for the classrooms, public and private mental health workers in the
building and psychiatrists on call. Family members are supported as well as the students. Often the
courts are involved and court workers help assure student attendance. All of this is planned and
budgeted at the state ievel and implemented at the local district level. Funding flows through the
various budget streams, but in a coordinated way.

Another entity that needs coordinated mental health services is the Correctional System at all levels
(Prisons, Jails, etc.). Many inmates have mental ilinesses, substance use disorders, and
intellectual/developmental disabilities. Absent appropriate services; recovery, developmental
improvement, and health status are at risk. This costs the individual in terms of quality of life and society
in term of lost productivity and added law enforcement and correctional service requirements. Providing
the right care, at the right time is the most economical approach.

You can accomplish this coordinated program planning and budgeting given your various sub-committee
memberships.

Streamlining the service delivery model for behavioral health and physical health care services

The Section 298 Stakeholder initiative engaged more than a thousand recipients and providers of
behavioral health and health care services over a series of meetings. The Interim Report of the 298
Facilitation Workgroup contains 70 policy recommendations for inclusion in the final report. The
attention currently is on funding models and pilots and benchmarks for implementation. Those will be
included in the final report due to the legislature on March 15, 2017. In the meantime, | encourage you
to look at the vision and values articulated in the Interim Report {(January 13, 2017) and to keep them in
mind as you consider funding models and benchmarks for implementation.

My mentor, Ron Lippitt, taught me early on that planned change is most effective when a systemisin
disarray from top to bottom. We have that condition now. There is a huge opportunity to organize and
design a better way to support individuals with behavioral health conditions, substance use disorders,
intellectual/developmental disabilities, autism, long term care services and support needs, and more.
Let’s think about how we can put the people we serve front and center, listen to them, and advocate
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their expressed wishes. If we do this with fidelity, we can create a cost-effective system of services and
supports that makes a positive difference in the lives of people.

The Section 298 Workgroup Report addresses the need to reduce administrative layers in the systems.
Duplication of effort, layers of bureaucracy that lie between the appropriation and the point of service
have always been a sticking point for me. In 1980 | worked for a year as Director of Community
Placement for Wayne County in the Metropolitan Regional Office of the Michigan Department of Mental
Health. | saw first-hand that the Regionai Offices were high cost, paper pushing organizations that
impeded rather than improved progress. | could not in good conscience stay. The Department
eliminated Regional Offices in the mid-1980s. Then, in the 1990s, Governor Engler created the PIHP
system which was {to my mind) the Regional Office structure reincarnate. | served on the work group to
vet the PIHPs (18 at the time) so had access to all the applications and supporting data. It was eye-

popping.

In 2002 | developed a spreadsheet (supported by the PIHP application data) for incoming Governor
Granholm that showed how the state could save hundreds of millions of dollars by contracting directly
with the 94 core providers - essentially eliminating the PIHPs and CMHSPs. | proposed a small cadre of
state employees who would perform contract management and compliance functions. This group
would be less costly since civil service would control the salary and benefit structure. | proposed it again
when | was a member of Governor Granholm’s Mental Health Commission. The response was, “That is
the elephant in the living room.” Needless to say, “the elephant” did not emerge as a recommendation
of the Commission which had a significant number of PIHP and CMHSP executives as members.

The models being vetted by the Section 298 Workgroup all maintain a publicly supported system. This is
essential. Public systems are accountable to the citizens who fund them and governance is transparent.
Private entities are accountable to their shareholders who expect profit. Transparency is in doubt.

While the current hierarchy is slimmer with only 10 PIHPs instead of 18, it defies reason to think that we
can continue to maintain so many layers of bureaucracy at such high cost when the basic human needs
of so many individuals remain to be met. Just think, if we eliminated some of the layers of high cost
bureaucracy, we might be able to compensate the people who provide the supports and services with a
living wage. It is unconscionable that the direct care professionals who provide the hands-on supports
and services too often make less than $10 an hour and work 12 hours shifts; while many in the layers
above are making 6 figure salaries,

Please pay close attention to the recommendations you will receive in the March 15, 2017 report and
vet them with your constituents who use public mental health and health care services {Behavioral
Health, intellectual /Developmental Disabilities Services, Substance Use Disorders, Healthy Michigan,
MiI-Health Link, Home Help, etc.). If you ask them what they need and desire, you will make the best
decisions.
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Recruiting, Retaining, Compensating Direct Support Professionals and other Professionals

Action Alert: The public health and human services system needs workers at all levels. A significant
shortage exists at the direct care, home help, staff ievel. The Section 1009 Report articulates the
recruitment and retention challenges for the workforce delivering the most frequently used supports
and services. This report of the legislatively commissioned workgroup cails for immediate action to
improve wages and benefits. A start has been made in the Governor’s current budget proposal, but it is
inadequate to bring wages to a level that is humane, if not competitive.

The 1009 Report recommends:

* Direct support staff earn a starting wage of at least $2.00 per hour above the state’s minimum
wage. These investments and the starting wage rate should increase as the state’s minimum
wage increases and should include the mandatory employer costs (FICA, worker's
compensation, etc.) associated with employment. Also, direct support staff should earn leave
time at the minimum rate of 1 hour for every 37 hours worked. {10 days per year for full time
employment},

e  MDHHS should use its contractual authority to set Medicaid payment and reimbursement rates
that provide sufficient funding to provide and maintain a starting wage rate of at least $2.00 per
hour above the state's minimum wage, associated emplayer costs, and paid time off to the
direct support workforce

® MDHHS and contracted agencies annually collect and report data on size, compensation, and
stability (turnover rates and job vacancies) of the direct support staff providing the identified
supports and services.

The Section 1009 Report provides statistical backup for all recommendations. It also addresses training
and credentialing issues, recruiting strategies, and more. | witness the need for better support for direct
support professionals first hand as | watch direct support staff working 12 hour shifts often back to back.
Many hold a second job to make ends meet and most have families of their own to care for. We can do
better for these men and women who provide essential, life sustaining, supports and services. i endorse
the recommendations of the Section 1009 Report.

| also want to call attention to shortages at other levels of the services delivery system.

We need more professionals trained in Applied Behavior Analysis (ABA). How can we work with our
institutions of higher education and other educational entities to increase the number of professionals
in this area? Schools need more ABA professionals as do public behavioral health and health care
services providers,

We have a statewide shortage of psychiatrists - especially child psychiatrists. Last Friday
Representative Bizon asked about the number of psychiatrists participating in the Section 298
Stakeholder initiative. That was a time-consuming effort for participants and more time than a
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professional in a shorthanded field may have been abie to contribute. The Section 298 initiative did have
input from psychiatrists and more would have been desired. The fact is there is a shortage of psychiatric
services to the people who need them and we need more effective strategies to éncourage men and
women to enter this field. You may know it requires years of education beyond the medical degree to
become qualified as a psychiatrist. That puts the field beyond the reach of many given current costs of
higher education. Further, opportunities for necessary internships, residencies, and more have been
reduced over the years.

We have a shortage of dentists who will serve aduits with Medicaid coverage. This is especially acute
for adults who require anesthesia to receive hygiene and restorative dental care services. What kinds of
pre-service experiences can be built into their professional preparation to result in an increase of dental
professionals available to vulnerable populations. What changes in reimbursement will make it possible
for people with special needs to access dental care? Some changes in Medicaid reimbursement have
expended services, but more needs to be done.

Here again is a situation in which those of you who serve also on the Subcommittee on Higher Education
of the House of Representatives Standing Committee on Appropriations can make a difference.

In summary:

Approach the need for coordination from the perspective of the people who use the services. The child
with severe emotional disturbance and his/her family may need an array of supports from a variety of
providers, school, medical, psychological, dental, etc. If those services are planned and budgeted with
that single child and family in mind, they will be coordinated from the start.

Let’s set aside thinking about how to preserve/tweak and fund the structures that exist today and ask,
“What can we do differently?” “Better?” Can we design to meet the unique needs of people who use
behavioral health and related public services, rather than fitting them into existing programs? | am
confident that a system designed in response to the needs and expressed desires of the intended
beneficiaries will be effective in every measure: improved personal outcomes, full citizenship, and
reduced costs.

Designing and implementing a better way forward will take effort. | believe it is effort worth exerting.
We can advance the dignity, equality, independence, and expressed choices of individuals. Dare to be

bold. Never fear change. Have courage and persevere.

Thank you.
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Brief Listing of Professional Endeavors

1959 -1973 Speech Pathologist in rehabilitation and institutional settings. (NJ, NY, PA)

1873 - 1975 Obtained Master of Arts degree in Special Education, The Ohio State University

1975 —1978 Teacher Consultant, Special Education and Administrator, Adult Education for persons with
disabilities, dual appointment, Pontiac, M|

1978 - 1980 Director of Training, Michigan Department of Mental Health

1980 - 1581 Director, Community Placement, Wayne County, Department Mental Health, Metro
Regional Office.

1981 — 2001 Incorporated Michigan Protection & Advocacy Service, Inc., Executive Director 1981- 2001

2002 - 2010 Elected Member, Michigan State Board of Education

2012 - 2016 Founder and Board President, W-A-Y Academy Detroit (Southwest and Brightmoor
Campuses, grades 7 -12)

1994 - present, Consultant, Human Rights and Civil Society (many states of USA and 22 countries).

Family: Married George Bauer 1959; widowed 2012. Children: Anna 1963, Rob 1966, Virginia 1967,
Edward 1969
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Chairman Canfield and Members of the Committee:

My name is Alan Bolter, Associate Director of the Michigan Association of Community Mental Health
Boards. Our association represents the 46 community mental health boards, 10 Prepaid Inpatient
Health Plans, and over 90 provider organizations that deliver mental health, substance use
disorder, and developmental disabilities services in every community across thus state.

Direct Care Worker Wage Increase

On behalf of our members, we appreciate the Snyder administration’s attention to the much needed
direct care worker hourly wage increase. As pointed out in the Section 1009 Report of 2016, the
direct support staff workforce is unstable and employers are unable to recruit and retain qualified
workers.

An estimated 44,000 direct-support jobs are funded through Medicaid appropriations to support
and serve people with intellectual and developmental disabilities, mental illnesses, and substance

use disorders. Employers of these workers depend on Medicaid funding provided through the
Michigan Department of Health and Human Services, and unlike other businesses, hayve little to no
ability to increase revenues to meet increased staff costs.

While we certainly support the $45 million gross increase for these workers, it would only result in
a.50 cent/per hour wage increase, the 1009 Report recommended a $2 dollar above minimum
wage increase for these workers.

On behalf of our membership and the Partnership for Fair Caregiver Wages, we ask that you
support the Governor's request and add to it for FY18.

CMH Non-Medicaid Services (General Funds)

State Support for CMH Services
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In 2014, CMH general fund was reduced by $200 million (60% reduction), which served as the state
savings for the Medicaid expansion implementation. As a result, 10,000 Michigan residents (who
do not qualify for Medicaid or HMP) lost their mental health coverage.

Our members certainly appreciate the Legislature’s attention to the general fund needs for CMH
services during the past two fiscal years, however, there is only $120 million available for
Michigan residents without Medicaid coverage and includes services such as: inpatient
psychiatric care, crisis intervention services, psychiatric care and medications, Medicaid spend
down, psychotherapy, residential care, jail based services, and homebased care.

Spend down

As you aware, statewide our members continue to struggle in providing services for persons who
access Medicaid services through a spend down. These individuals do not qualify for Healthy
Michigan because they also have Medicare insurance, but due to the implementation of Healthy
Michigan and the shift away from CMH general fund dollars these individuals have fallen through
the cracks. This population has historically relied on CMH general fund dollars to meet their spend
down requirements (requiring these persons to spend from 60% to 70% of their total monthly
income on health care in order to qualify for Medicaid). In FY13, our members spent over $30
million on the Medicaid spend down population. However, with the reduced general fund support
CMHs have not been able to provide the same level of support and in many cases have been forced
to cut it out altogether.

This change was certainly an unintended consequence. While MDHHS has been looking into the
issue, this issue remains unresolved. It is our understanding that simply changing the income
disregard levels for this group would be too costly to the state, therefore we are suggesting
additional general fund support so our members can provide the much needed care for this
population. The FY17 budget did add $3 million in general fund support for this population,
unfortunately that did not completely close the gap.

CMH GF Redistribution

MDHHS is in the process of finalizing a new CMH non-Medicaid funding formula. While we certainly
applaud the department’s efforts and openness to work in conjunction with our membership on
this important issue, we would request that additional general funds be added to the CMH non-
Medicaid line in order to prevent the loss of GF resources for some of our members that will result
from this GF reallocation. We strongly support the aim of this change, that of increasing funding for
those lower funded CMHs, this long-awaited increase in GF funding should not be at the expense of
persons served by CMHs who have higher funding levels. $25 million in GF revenues would be
needed to prevent funding cuts to those CMHs slated to lose GF dollars with this reallocation.

Section 994 Administrative Burdens (Deemed Status)

Our membership strongly supports boilerplate section 994, which would adopt a “deemed status”
model for reporting requirements, however, we are requesting the language be amended to require
MDCH to grant this provision for our members. Michigan’s CMH/PIHP system has administrative
requirements that do not exist on physical health care for Medicaid services. This change would
significantly reduce thousands of hours our members spend on duplicative state departmental
review requirements.

Deemed status for CMHSPs, PIHPs and provider organizations that have full accreditation by a
national accrediting body would reduce their and the state’s administrative costs, reduce these
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duplicative state reviews and move towards a less complicated system. Our neighboring states,
lllinois and Ohio both have adopted deemed status models, in fact the state of Illinois found-about a
40% redundancy rate between the accrediting bodies’ reviews and state reviews. It will enable us
to redirect funding from these administrative costs to suppoert more services in the community.

Boilerplate Section 298

Our Association supports the 298 language included in the FY18 Executive Budget recommendation
and fully supports the continuation of an advocate lead 298 workgroup process as well as the
Interim Policy recommendations. The 298 policy recommendations must be the basis for any
structural changes to Michigan’s CMH/PIHP system.

In order to improve services for those individuals served we helieve any change to Michigan's
CMH/PIHP system should include the following principles:

o the need to retain the public management of the state’s behavioral health and
intellectual/developmental disability (BHIDD) services and supports system

o the centrality of person-centered planning, community-based care, and inclusion

o the fostering of healthcare integration at the point of service, where the consumer
receives his or her services and supports

o the continued use of a whole person orientation and both traditional and non-
traditional methods that addresses the full range of the social determinants of health,
including housing, employment, education, income, and needs met by social/human
services as well as by BHIDD and physical healthcare resources

o the control of administrative costs

o greater uniformity in access to and the quality of care across the state

o greater uniformity in contracting, reporting, and compliance requirements across the
state

Local Match

Boilerplate Section 928 has been included in the budget for the past several years, which requires
$25.2 million of CMH local county match funds to be used to draw down additional federal Medicaid
resources, approximately $45 million. As you are well aware, CMHs across the state have seen a
significant portion of their general fund resources reduced and local funds reduced or flattened,
which in turn limits their flexibility at the local level to serve the needs of their communities.
Currently, many counties struggle to meet the local match requirements for CMH services.

Last year, the House and Senate included subsection (2) which would direct the department to
reimburse the local funds back to the CMHs if Medicaid funds are lapsed in FY17. Those local
dollars are used to draw down Medicaid funds, if those Medicaid funds are not completely used
those local funds should be returned to the CMHs, not the state. We are requesting enforcement of
section 928 boilerplate language that was included in the FY17 budget and further request that th

language be added to the FY18 budget.

Healthy Michigan

Our membership appreciates Governor Snyder’s continued commitment and advocacy for the
Healthy Michigan Plan, which provides much needed healthcare for over 600,000 Michigan
residents. We strongly encourage the continuation of the Healthy Michigan program. As previously



stated, the state of Michigan assumed $200 million in GF budget savings through the CMH non-
Medicaid line item, replacing those GF dollars with Medicaid expansion dollars. if Healthy Michigan
is repealed there would be a significant hole in CMH services due to the loss of both state general
fund dollars and federal funds.

Respectfully submitted,
Alan Bolter

Associate Director
Michigan Association of Community Mental Health Boards
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February 24, 2017

Representative Edward Canfield, Chairperson
House Appropriations Sub-Committee

Heaith and Human Services

PO Box 30014

Lansing, M| 48909

Dear Chairperson Canfield:

The purpose of this correspondence is to offer testimony regarding the Fiscal
Year 2018 Executive Budget Recommendation for Health and Human Services.
Bay Arenac Behavioral Health (BABH) is a multi-county community mental health
services program serving Bay and Arenac Counties. In particular, BABH strongly
supports the 2018 Executive Budget Recommendation in the following areas:

1} Preservation of the Healthy Michigan Medicaid Expansion

2} ODirect Care Worker wage increase for persons providing critical supparts
and services to people served by the public mental health system

3) Improvement of care in the State Psychiatric Hospital system, including
construction of a new facility to replace Caro Center

4) Expansion of the Medicaid Non-emergency Transportation Benefit to
additional counties

5} Expansion of the Pathways to Potential Program to reduce school
absenteeism

These proposals from the Governor will help protect the heaith and safety of

many vulnerable Michigan citizens and we encourage the Legislature to support
their inclusion in the final Appropriation Act.

If you have questions regarding this information, please contact me at 989-895
2348. Thank you.

Sincerely,

Christopher Pinter
Chief Executive Officer



Testimony on Medicaid

Hello, my name is Renee Uitto. I couldn’t be here today, but I wanted to email my thoughts on
Medicaid. [ get Medicaid dollars to allow me to stay in my home and have staff come in every
morning and help me with various tasks that I cannot do. These tasks include prepare meals,
housework, showering, grocery shopping, housework, and other things. If Medicaid dollars are
no longer available, I might be forced to live in an institution. Our society will be going
backwards. People with disabilities deserve to live in the community just like everyone else.
Please make sure the funding is there for Medicaid dollars. Thank you.



From: "Nelson Grit@gmail.com" <gritnb@gmail.com=>

Date: February 20, 2017 at 9:17:34 PM EST

To: Scott Gilman <Scott. Gilman@network180.org>

Subject: Please submit to the Housec DHHS Budget Committee

It is time to submit some of my beliefs and concerns regarding the financial support the State of
Michigan needs to provide its citizens, especially those who are served by the Mental Health
System.

I have worked for the Department of Social Services (more recently DHS) for 14 years, and
another 10 years for Community Mental Health. and more recently am serving on the boards of
Comununity Mental Health and one of the PIHPs, the Lakeshore Regional Entity.. In all these
roles | served people dependent on the state for their general welfare.

There is much discussion lately advocating changing the way we serve persons with disabilities.
It is crucial that funding levels continue at least at the rate they currently are at. It would be
disastrous if we lowered the income tax; the effect on those we serve would be devastating.

The current carve out for services for those with life-long disabilities needs to remain at ieast at
the current level, and should remain the domain of the CMH system. Yes, there is a need for
more coordination with the physical health providers, and that can continue and should be
encouraged without merging the funding for the two entities.

General Funds have already been cut. There is a serious need for additional general fund dollars
to provide flexibility to serve the population we are charged to serve.

Obamacare has been controversial, but it has been essential to provide health care, including
mental health and substance use treatment, to a huge section of our population. If Healthy
Michigan is to be changed, please assure that there is a better replacement before it is repealed.

The 298 workgroup has worked diligently to come up with recommendations. Please pay
attention to those recommendations, as they represent people served and their advocates. It is
especially important to approve the recommendation found in #1.

It was a good idea to raise the minimum wage, but the state may not have recognized at the time
that there are some 40,000 + employees who serve vulnerable populations who depend on
taxpayer dollars as a passthrough from the state for them to obtain the increased wages.
Currently people can earn more at McDonalds and have jobs with less stress. Please pass a wage
increase for those serving vulnerable populations, including those employed in nursing homes
and foster care.

Where there are mandates from the state or federal government which adversely impact the
services provided through the mental health system, please cither fund those mandates or abolish
the burdensome mandates.

Thank you.

Nelson Grit
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MAHP: Who We Are

The Michigan Association of Health Plans is a nonprofit corporation established to promote the interests of
member health plans.

MAHP’s mission is “to provide leadership for the promotion and advocacy of high quality, accessible health
care for the citizens of Michigan.”

Represents 13 health plans covering all of Michigan and more than 45 related business and affiliated
organizations. Our member health plans employ about 8,000 persons throughout the state.

Member health plans provide coverage for more than 3 million Michigan citizens — nearly one in every
three Michiganders.

Member health plans collect and use health care data, support the use of “evidence based medicine”, and
facilitate disease management and care coordination in order to provide cost-effective care.

9” Michlgan Assoclauon
of Health Plans




Our members

Aetna Better Health of Michigan 123 McLaren Health Plan 1,23

Fidelis SecureCare 3 Meridian Health Plan 123

Harbor Health Plan 2 Paramount Care of Michigan 1

Health Alliance Plan 123 Priority Health 1.3

Molina Healthcare of Michigan 123 Upper Peninsula Health Plan 23
Physicians Health Plan 1 United Healthcare Community Plan 123

Total Health Care Plan 123

Key: 1 = Commercial Health Plan 2 = Medicaid Health Plan 3 = Medicare Advantage or Medicare Special
Needs Plan /.3 h
v‘y Michigan Association

of Health Plans
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MAHP VISION

* By 2020, Michigan will provide health insurance coverage and options to more than
99% of the State’s population.

» By fostering competition, by 2020 Michigan will become one of the top 25 competitive
states for health insurance. Today, we are third least competitive.

 Michigan’s Health Plans will work with partners in government, the provider
community, community organizations, and business to improve the health status of

Michigan residents.
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Managed Care

*Medicaid services are managed and costs are predictable—savings over $400 million/year
(compared to FFS)—Nearly $5 billion in savings to Taxpayers since 2000.

*Managed care provides greater access to care
Primary care providers open to Medicaid
No wait list for Medically necessary and clinically appropriate services

*Smart Incentives built into Medicaid Contracts with private health plans
Provides the structure that generates state savings
Return on Investment (improved health status, access and costs savings)

* Maedicaid services under managed care are accountable
Audited data related to clinical quality of care measures (HEDIS)
Use of external measures to determine customer satisfaction (CAHPS)
Contract performance standards (Status improvement, access measures, etc.)
Reporting requirements as licensed HMOs and Contracted Medicaid Plans
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Medicaid Since 2012
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Composite Shortfall to

FY 17 Monthly Average Rate Development Difference PMPM Budget
Medicaid Health Plan 1,745,271

HMP Health Plan 509,833 490,001 19,832 $455.61 $9,035,749
Medicaid minus HMP 1,235,438 1,138,965 96,473 $310.76  $29,980,012

Note: the composite PMPM for Medicaid Health Plan does not account for CSHCS



Rate Cell

Nursing Facility-Sub tier A
Over 65
Under 65

Nursing Facility-Sub tier B
Over 65
Under 65

Nursing Facility-LOC Waiver
Over 65

Under 65

Community Residents

Over 65

Under 65

TOTAL

FY 17 monthly enrollment:

FY 17 annual cost estimate:

Enroliment

1,646
218

196
13

78
57

12,696
18,557

33,461

36,804
$228,571,748

MI Health Link Cost Summary FY 16

Estimated Monthly  Actual Monthly

Enroliment

35,095

PMPM

$6,006.08
$5,207.17

$9,158.64
$9,254.62

$2,229.41
$2,771.22

5141.93
5121.08

Monthly Total

$9,886,007.68
$1,135,163.06

$1,795,093.44
$120,310.06

$173,853.98
$157,959.54

$1,801,943.28
$2,246,881.56

$17,317,252.60

Estimated Yearly

Total

$207,807,031

Actual Yearly Total
{using PMPM estimate)

Based on Composite
PMPM of $517.54

$217,956,796 $454,700,000 $230,633,300 $187,469,700

FY 16 Enacted FY 17 Enacted
Budget Budget

FY 18
Proposed



Medicaid FFS RX Expenditures

Fiscal Year

Actual Expenditures

Change year to year

2013 [ $248.4 million

2014 $263.7 million 5.8%
2015 $268.0 million 1.6%
2016 $319.4 million 16.0%
2017 $537.5 million (allocated)* 40.0%

Prescription Drug Trends for Michigan Medicaid Managed Care Organizations

TANF 16.4% 8.1% T 12.3%
ABD 32.9% 55% 19.2%
CSHCS 31.5% 14.9% 23.2%




- Drug selected due to high wial pm.nm spendln.

F- Orug selected due to high 7

g per
- Drug seisqed due to Iarge increase In nmrne mst per unlt {weighted),

*This

Abilify Aripiprazole
| H X Dextrosmphetsmine/Amphetamine
Advair Diskus Fluticasone/Salmeterol
Advate Antihemoph.FVillFull Length
U Anucort-HC Hydrocortisone Acetate
Aripiprazole Afipiprazcie
U Ativan Lorazepam
Atripla Efavirenz/Emtricitab/Tenafovir
Avastin Bavacliumab
U Carbsmarepine l:«bnmulplrle
U Clindamycin Phos-Benzoyl Perox  Clindamyein Phos/Benzoyl Perox
U CiobetssolPropionste  Clobetasol Proplonate
bomgiera Emtﬂcllab!ﬂ!lplvmnenenofov
Copaxane Glatiramer Acetate
1 Daraprim Pyrimethamine
U Demerol Maperidine HCI/PF
U Econazole Nitrate Econatole Nitrate
_Enbrel Etanercept
U Epitol Carbamazepine
Engicom Abacavir Sutfate/tamivudine
u Fe.nlan!mltrate Fentanyl Citrate/PF
FloventHFA Fluticasone Proglonate
Gleevec Imatinib Mesylate
U gGlumets. 3 Metformin HQ
U Granisetron HC| Granisetron HC1
H.P.Acthar _Costicotropin
for uniz ges for dith

fill

Brand Name

Generic Name

Total Spending

$2,029,596,059
sa43,00,302
$580,892,328
$359,645,100
§5,024,488
605,129,203
65,263,613
$603,023,281
$187,568,406
$37,741,065
$6,564,980
§143,846,674
$313,442,459
$279,012,518
515,704,936
54,900,383
$46,206,960
$437474,118
$2,706,075
$141,386,148
855,317,741
$441,361,058
$190,583,268
$16,130,816
$7,787,084

Count

g
g

117,317
474,760
2,254,825
20,001
7,673
43,149

and dedage forms of § drug and presents 8 weightad mrucdmupu“mchanps.

Prescription Fill Total Spending Per
Prescription Fill

$5,418
$6,075

3,205

$1,205
s117

$9,529
$2,049
5180

$44,102

Annual Change in Average

Unit Count Cost Per Unit {(Weighted)®

65,711,387 15%
61,283,669 1%
107,436,646 8%
300,873,016 1%
434,496 189%
28,720,496 0%
141,807 1264%
8,096,820 9%
1,329,969 5%
86,153,517 141%
460,002 181%
45,393,879 150%
4,710,501 ™
1,127,085 14%
118,175 874%
136,314 0%
12,779,028 254%
574,449 19%
5,529,061 460%
3,493,055 %
2,798,294 160%
26,376,028 %
820,837 2%
433,709 296%
170,769 312%

2194 5% it

(cms

Proguced by the CMS/OfMice of Enterprise
Data & Analytics (OEDA), October 2016
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 Complers

Brand Name

Percent Change
from 2014 - 2015

* This messure Bccownts for unit cast changas for different strengths and dosage forms of & ¢ ol ighted 0

Xone 518
$1,400,000,000 3,500,000

Daragrlm 520

Demerol $1,000,000,000 2.500,000

Econazole Nitrate $600,000,000 NE00000 $12

Enbrel 00000 st

Epitol $100,000,000 -

ggzimm 011 MMr 1013 2014 2015 011 M1 2013 M4 1015 | 011 2012 2013 2014 015 |

= . — i) - : . . N | | E— = -
Fentanyl Citrate
HEA Additional Mmubrms

Gleevmc = [IRECLTZRIVEVIM Proscription Rl Count 3,651,835 | [IECES 56,628,614 |
e Total Spending Per Prescription Fill -lw- r.n-r T‘H Hml quhlq_-df" 525.36
Slumetzs

Granisetron HCI Dﬂl . 5

Brand Name ntus; Lentus ostar -~

,".,‘-_E,,.,_,_,_a,[ tnsulin Glargine, Hum Rec Anlcg

Harvoni Insutin glergine is used with a proper dict and exercise program to contrel high blood sugar in people with disbetes. Controlling high blood
Herceptin suger helps prevent kidney d herve probl |loss of limbs, and sexual function problems. Proper control of diabetes may
P_!u;n;o-g 5 elso lessen your tisk of & heart attaek or stroke. Insulin glargine is o man-made product that is similer to human insulin. It replaces the Insulin

- that your body would normally make. It acts longer than regular insulin, providing a Jow, steady level of insulin. It works by helping blood

Humira; Humira Pen sugar {glucose) get into cells s0 your body can use it for energy. Insulin glargine may be used with n shorter-acting insulin product. it may also
Hydroxychioroquing Sulfate be used nlone or with other diabetes drugs. NOTE: This is p summary and does NOT have all possible information about this product. This

'l - = Information does not assure that this product Is safe, effective, or appropriste for you. This information is not Individuel medical advice and
Invegy; Invega Sustenna; invega does not substitute for the advice of your health care professional. Always ask your heslth care professionsl for complete information about
Irinza this preduct and your specific heslth needs.

Isentrass LEFETLENIET T Sanofi-Aventis -
TR i e e e T
U evidence-hased Practice Center [EPC) Reports (see maln page for 8 full st of EPC reports with website Enls)
Latuda Diabetes Medications for Adults with Type 2 Diabetes: An Update; Methods for Insulin Delivery and Glucose Monitoring: Compartive f.ﬁe:ﬂvene.ss
Lyrita
* This measure accounts for unit cost changes for different str:

gt

pr 2016
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£+ Drug selecred due to high total program spending.
P - Drug selected due to high annual spending per g

U- Drug selected due o targe increase in average p: Naproxen Sodium

8

“This

=

Brand Name

Fentany| Citrate

Glumetza

Granlset-ron HCI

WP Adhar

-H.aw:onl

Humalog

Hurnira; Humira Pen
Hydroxychlorequine Sulfate
\nvegs; lnvega Sustenna; Invega
Trinza

Isentress

mnhlr La ostar
Latuda

IC!T!stlr-mn
‘Methyiphenidate ER
Morphine Sulfate

Neulasta

MNavoseven AT
Phenergan

Draricta

for unit cost for differant 1

i DRUG DETAILS

MEDICAID DRUG SPENDING DASHBOARD 2015

Percent Change
from 2014 - 2015

512,000,000

$10,000,000 280.000 0—0\.,,—0"’. s

SR000 000 150.000 51

56,000,000

$4,000,000 150,000 50

$2,000,000 50,000 50
| 011 2001 I3 3014 1015 W1 2012 1013 2014 1015 2011 o1: 1013 1014 015 E

: A e B S i | R |
Additions| Measures for 2015
$10,126,814.68

Deug Description

Naproxen Sodium
S Naproxen Sodium
Haproxen I used to relieve pain from various conditions such as headaches, muscle aches, tendonitis, dental pain, and menstrual cramps. It alsa
reduces pain, swelling, and joint stiffness caused by arthritis, bursitis, and gout attacks. This medication is known 2s a nonsteroidal anti-
inflammatory drug (NSAID). it works by blocking your body's production of certain natural substances that cause inflammation. W you are treating
a chrenlc condition such as arthritis, ask your doctor about non-drug treatients and/or using other medications to treat your pain. See also
warning section. NOTE: This is a summary and does NOT have all ible information about this product. This information does not assure that
this product is safe, effective, or appropriate for you. This information is not individual medical advice and does not substitute for the advice of
your health care professional, Always ask your health care professionsl for complete information about this product and your specific health
needs.

LETTREL oA 1 Multiple Manufacturers

{ Evidence-based Practice Center (EPC) Reports fsee main pageforafull it of EPC reports with webdte oks)

erl.ag:rr;e-nt of Gout: Noninvasive Treatments for Low Back Pa in

“Thig Sor unit Sot it T & of a drug pr 2 welgh o

Prestiphon Fll Coent 370,485 | u,ssx,nss*' ;
52793 | 5071

i
r 2016




Brand Mame

Ability

Addersli XA

[ Advair § Biskus
F Advate
U Anycort-HC
s Ariplprazole

U Ativan

i

F Avastin

= N - A SR, e D - i

U Clindamycin Phos-Benzoyl Perox
U Clobetuol Proplonate

F Complera

Lopagone
C [bespom
u _E(onawle Nitrate

Proiczigtion §@ Count

Tnial Sparaching Ped Prowo bpdbon 1@

Uk Comart
B Conl Pre Uit | WickgRd ol ®

v slone (o prevent of trest malats. Pytimetheming belongs to » class of drugs known s

§ _Enbrel Ites, MOTE; This Is @ summary and does NOT have all poasible information about this product. This
U Epitol Information does not assure that this product is safe, effective, or s0propriate for you. This information Is not individual medical sdvice and does
E Epgienm nat substitute for the advice of your health care professional. Always ssk your hea'th care professiona! for complete Information sbout this

product and your specilic heatth needs.

u_FentsmiCitrate Mtedﬂﬁwl.ngr

i

1] 5 mmmmm&mmh.umammm-ﬂ-m
U} Granisetron HCI nfa

F H.P, Acthar,
FThis masserd KOO Kof wiiT tidt chinges for diferent gis

[

dication [such a3 w sulf de) to treat & serlous p i [toxop ) &f the body, brain, or
in people with HIV Infection. Rerely, py h e 13 used with sulfascxine to trest malari, The COC

Wil 2003 mEF 2010 7015 001 I ML} M4 100 Wi 1 013 M i !




AVERAGE ANNUAL BRAND NAME DRUG PRICES CONTINUE TO GROW SUBSTANTIALLY FASTER
THAN GENERAL INFLATION IN 2015

BN Brand Name Drug Prices (268 top drug products) 15.4% 16.1% T

-~ General Inflation (CPI-U)

3.8%

Average Annual % Change

3.2%

1.6%
m Al s N

2006 2007 2010 2011 2012 2013 2014 2015

Note: Calculations of the average annual brand name drug price change include the 268 drug products most widely used
by older Americans (see Appendix A).

Prepared by the AARP Public Policy Institute and the PRIME Institute, University of Minnesota, based on data from
Truven Health MarketScan® Research Databases and MediSpan Price Rx Pro®.



Integration

Managed Care is the predominant financing model for state Medicaid programs, with nearly 40 states contracting
with Managed Care Organizations (MCOs) to provide all or some physical health benefits for beneficiaries.

States are seeking better ways to coordinate physical and behavioral health services with the goal of improving
outcomes and reducing unnecessary utilization.

As of January, 2016, 16 states provide or are planning to offer behavioral health services through an integrated
managed care benefit — the very path originally proposed in the FY 17 Executive Budget Recommendation.

In response to feedback to the FY 17 Executive Budget, Lt. Governor Calley and DHHS convened an Ad Hoc group
resulting in the “Calley Report”. At that time the Legislature did not endorse the report and instead selected to
amend FY 17 boilerplate designed to inform and guide the legislature on a future path towards integration with the
formation of a 298 Facilitation Workgroup.

The Interim 298 Facilitation Workgroup report clearly illustrates that the status quo is unacceptable.

9 Michigan Assodatmn
of Health Plans
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Table 1. Six Levels of Collaboration/Integration {(Core Descriptions)

COORDINATED

KEY ELEMENT: COMEIUNICATION

CO-LOCATED
KEY ELEMENT: PHYSICAL PROXIMITY

INTEGRATED
KEY ELEMENT: PRACTICE CHANGE

- m———ly 1: . lr"" g al 'ﬂllr',!:_'"'_ — — TI'____"'"-"J“"H'--'""F' -
: | - : 1 " ¥
3 : L 1 e 1 VEL 4 L b LE s
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I LEVEL2Z |  LEVEL 1 claos e - £ it
s B BesicCalanoraton | easicCatamoraten. | TRSEURECT L e sas Sl et e
Minimal Caftabaration  |' = Mhc s “ Ons | OnsiewithSoma Appr a Transformed/ Merged
1 AR “""‘ || aa 1 Svstem "9"::I_|l'-_'.:7'!‘ I a0 l'l!.1!"_l i ,49..‘_ 1 "! teqgiate ::'.?r_‘.’_ﬂl W
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In separate facilities,
where they:

- Have sepamate Systems

¥+ Communicate about cases
only rarely and under
compeliing circumstances

++ Communicate, driven by
pravider need

+ May never meet in person

¥+ Have limited understand-
ing of each other’s wles

In separate facilities,
where they:

1+ Have separate syslems

++ Communicate periodically
sbout shared patients

+ Communicate, driven by
specific patient Issues

+ May meet as part of targer
community

v+ Appreciate each other's
oles as resources

In same facility not
necessanly same offices,
where they:

*+ Have separate systems

»+ Communicate regulary
about shared patients, by
phone or e-mall

++ Collaborate, driven by
aeed for each oihers
services and more reliable
referral

1+ Meet occasionally 10
discuss cases tue (o close
proximity

»+ Feel part of a larger yet
non-formal teain

In same space within the
same facility, where they:

+ Share some systems, like
scheduting or medical
records

++ Communicate In peisen
as needed

v+ Collaborate, driven by
need for consultation and
coerdinated plans for
difficult patients

++ Have regular face-to-face
interactions abeut some
patients

++ Have a basic
undesstanding of roles
ang culture

in same space within
the same facility (some
shared space}, where
they:

# Actively seek sysiem
solutions together or
develop work-a-rounds

v+ Communicate frequently
in person

++ Collaborate, driven by
desire 1o be a member of
the care team

*+ Have regular team
meetings to discuss overall
patient care and specilic
patient issues

i+ Have an in-depth un-
derstanding of wles and
culitre

In same space within the
same facility. sharing ali
practice space, where
they:

++ Have resolved most or all
system issues, functioning
as one integraled system

»

Communicate consistently
at the system, team and
individual levels

Coltaboraie, driven by
shared concept of tean
care

++ Have formal and informal
meelings (o suppor
integrated mode! of care

+ Have igles and cultures
that blur or blend
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Table 3. Advantages and Weaknesses at Each Level of Collaboration/Integration

COORDINATED

L
el

L -
Hinimal i}-!l‘ Hhoration

11

— e —

+ Each practice can make

timely and aulonomous
decisions about care

Readily undersiood as
a practice model by
patients and providers

Services may overlap, be
duplicated or even vask
against each othes

¢ Imgoriant aspecls of care

may not be addressed
or lake a long time to0 be
diagnosed

LEVEL 2
St fe Ir_uju.h\-]o.iﬂ-ﬁ

At 6 !'ly.-_o'_o.-u_nq

#+ Maintains each practice’s
basic operating struciure,
so change isnot a
disruplive lactor

r+ Provides some
coordination and
information-sharing that
is helpiu! 10 both patients
and providers

Sharing of information
may nol he systematic
enough lo effect overall
patient care

*+ No guarantee that infor-
mation will change plan or
strategy of each provider

* Relerrals may lail due 10
bamiers. lzading to patient
and provider frusiration

TRl Y e ———

¥

e T

CO-LOCATED

R T

EVEL 3 |
Basto T -rlw:p‘-';- aticon

By

Colocation allows for
more direct inlesaction
and communication
among prolessionals o
impact patient care

+ Referrals more successiut

due 10 proximity

Opportunity 1o develop
closer professional rela
tionships

WECRKIESSES

Proximity may nol lead to
greater collaboration,
hmiting value

+ Efforn s requued 1o

develop relationships

Limited flexibility. If
iraditional roles are
mamntained

Advantages

-

++ Removal of scme system

bariiess, like separate
records, allows closer
collaboration to occur

Both behavioral health
and medical providers
can become more well-
informed about what each
can provide

Patients are viewed as
shared which facilitates
more complete lreatment
plans

System issues may limit
collaboration

» Potential for tension and

conflicting agendas among
providess as practice
boundaries loosen

INTEGRATED

++ High level of coltaboration
leads 10 More responsive
patient care, increasing
engagement and
adherence to ireatment
plans

Prowvider flexibility
increases as system
issues and barriers are
resolved

*+ Both provider and patient
sausfaction may increase

w

Practice changes may
create lack of fit for some
established providers

r= Time s needed 10
collabarate at this high
level and may affect
pracuce productivity or
cadence ol care

—_—————— -

¥

-

1

LEVEL 6

Full Lollaboratmoniin
| Transiormed/ Merged

Iniegraled ’raciicae

Opportunily o truly treat
whole person

+ All or almost all sysitem

barners resolved, allpwing
providers 1o practice as
high funciioning team

All patient needs
addressed as they occur

Shared knowledge base
of providess increases and
allows each professional
io respond mose broadiy
and adequately 1o any
ISSUe

Sustainability issues may
stiess the praclice

+ Few models at this level

with enough expenence to
support value

+ Cutcome expeclations not

yei established



Integration

Suggested Path Forward:

* The FY 18 budget should included boilerplate language which will require the Department to advance
pilot and demonstration models that truly integrate (systems and services) the Medicaid behavioral
and physical health benefit with a goal of achieving total benefit and financial integration by
September 30, 2020.

» The State should only contract with licensed risk bearing entities, that meet all of the solvency and
regulatory requirements provided in the state Insurance Code, and promulgated by DIFS.

= Contracts with the State should ensure continuity of care during any transition.

» Competition and consumer choice of contracted risk-bearing entity should remain key components
in order to achieve the best outcomes through system coordination.

mah
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Budget Concerns

Actuarial Soundness: The 1% increase noted in the Governor’s proposed budget is not based
on any trend information and will need to be revised to account for updated caseload
estimates. MAHP suggests that the Legislature cautiously revise this assumption to align with
current caseload estimates and at least current trend estimates.

Restoration of FY 17 cuts: Despite receiving a 2% increase by the Legislature in FY 17, Health
Plan rates were cut by Department for FY 17, in part due to legislatively required arbitrary
cuts to HMOs (lab fees and ED utilization reductions).

ICO Line Item: As previously noted the FY 18 Exec Rec appears to be based on current
caseload and current (FY 16) rate cells.

ACA Health Insurance Fee: MAHP suggests unrolling this line item, similar to previous years so
as to better track expected expense.

9 Michigan Assodatlon
of Health Plans




Dominick Pallone
Executive Director
Michigan Association of Health Plans
Dpallone@mahp.org
www.mahp.org

()

mahp

Michigan Assodati
of Health Plans

on
20



Michigan House of Representatives
Appropriations Subcommittee on Health and Human Services Committee Meeting
Monday, February 27, 2017
Text of Public Testimony Provided by Lindsay Brieschke, Alzheimer’s Association - Michigan
Chapters

Representative Canfield and members of the Committee,

My name is Lindsay Brieschke. [ am the Director of Public Policy for the
Alzheimer's Association - Michigan Chapters. Thank you for hearing my testimony today.

e Alzheimer’s disease is the sixth leading cause of death in the United
States.Alzheimer’s disease is the only cause of death among the top 10 in America
that cannot be prevented, cured or even slowed.

180,000 Michiganders are living with Alzheimer’s today.

The rate of diagnosis for Alzheimer’s disease is increasing exponentially; it is
estimated that within a decade, more than 220,000 Michigan residents will be living
with Alzheimer’s disease.

® Alzheimer’'s is the most expensive disease in the county. Nationwide, there is a
projected 350% increase in Medicare and Medicaid spending on Alzheimer’s by
mid-century.

For the past three years, the Alzheimer’s Association has contracted with the State of
Michigan to implementa $150,000 pilot program called the Michigan Dementia Care and
Support Program. This program, which is currently in Macomb, Monroe, and St. Joseph
counties, aims to demonstrate that care consultation for caregivers and people living with
Alzheimer's can delay or prevent long-term care placement and ultimately help to reduce
Medicaid nursing home costs to the state of Michigan. The pilot is currently in it's third and
final year.

Data from year two results of the pilot demonstrate success with reduced rates of long-term
care placement in over 9% of clients in the program. This reduction in placement is equal to
over half a million dollars in savings to the state of Michigan in 2016 alone.

At this time, with a demonstrated rate of success and a more than 250% return on
investment to the State of Michigan, we respectfully ask the members of the Appropriations
Committee to fully fund the Michigan Dementia Care and Support Program at $2 million.
This statewide funding would allow over 1,000 families a year to receive services such as
care planning, behavior management, grief and loss counseling, and connecting to already

alzheimer’s Q) association'



available community services. Ultimately these key services would aid in helping to provide
the best possible care to Michiganders with dementia and Alzheimer’s until there is a
treatment or cure that can change the course of this disease.

Investing in care and support for families facing dementia and Alzheimer’'s is critical.
Michigan must make smart choices now to prepare our state for the aging of the baby
boomers and the huge projected increase in Alzheimer’s prevalence in the coming years. As
part of Michigan’s comeback, I sincerely hope that we can be ranked among the top in
supporting families facing Alzheimer's.

Thank you again for hearing my testimony and for your thoughtful consideration of how we
can best support Michigan residents facing Alzheimer’s and dementia. 1 will he be happy to
take questions.

Sincerely,

Lindsay Brieschke

Director of Public Policy

Alzheimer’s Association - Michigan Chapters
Ibrieschke@alz.org

734.320.8898

alzheimer’s Q)Y association'



2017 POLICY PRIORITIES

MICHIGAN MUST ADDRESS
THE ALZHEIMER’S CRISIS..

CONTINUE MICHIGAN DEMENTIA CARE AND SUPPORT PROGRAM

ALZHEIMER'S DISEASE IS THE

= i = e T = 6TH LE ING
UPDATE AND IMPLEMENT THE MICHIGAN DEMENTIA STATE PLAN NU Ei@

DEATH |y

IN THE UNITED STATES . ' '

1IN 3 SENIORS ‘i‘
DIES WITH ALZHEIMER'S

OR ANOTHER DEMENTIA

An updated plan will pre pare Michigan to address a range of issues including:

Improving the -';F\_.l;]ﬁh_.r of the health care system in serving DE ...=|t; with Alzheimer's
|

ncr ,_-!m ] awareness ot Alzheimer's disease among the pL Dlic; encouraging early detection I _

' MICHIGANDERS ARE LIVING WITH ALZHEIMER’S

Better equipping health care professionals and others to care for individuals with Alzheimer's

' Meeting the needs of more than 500,000 unpaid caregivers in Michigan

IN2015,MORETHAN | 5§ 8 MILLION

HALF A MILLION

CAREGIVERS | HOURS OF

PROVIDED AN

estMaTED | UNPAID CARE

BF\’FSS to provndq i
| ”Alzhelme

EVERY

66 SECONDS

RAISE AWARENESS $ 1 2 B I L LI o N SOMEONE IN THE UNITED STATES
® DEVELOPS THE DISEASE
'BY 2025, IT WILL COST MICHIGAN BREAST AND

| ._ $1.7 BI LLIO N PROSTATE CANCER

PLEASE TAKE ACTION TODAY TO SUPPORT

CAREGIVERS AND HELP END ALZHEIMER’S! [ zEes sociTon alzheimer’s QY association’

1 800.272.3900 | alz.org THE BRAINS BEHIND SAVING YOURS!"



THE MICHIGAN DEMENTIA CARE & SUPPORT PROGRAM

PROGRAMS & SERVICES FOR MICHIGAN RESIDENTS

WHAT IT IS

RETURN ON INVESTMENT

533

THOUSAND |

SAVED

IN 2016 ALONE |

WHAT’S NEXT
A 52 million expansion will support over 1,000 families throughout the State each year:

Mcﬁ‘ﬂh@mmmmmmmw
save 56,100,484

2

MILLION
NEEDED

PLEASE SUPPORT A S2 MILLION INVESTMENT

IN THE MDCSP IN THE FY 2018 BUDGET TO ACCOMPLISH THE FOLLOWING:
Provide for 35 Care Counselors to be deployed across the State

Provide for two Outreach Coordinaters to quickly grow awareness and referrals to the program

Help provide a toll-frea 24/7 Helpline

_ 5 IERJ 1 ALV a2 4 - andrsupportfor
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care and mﬂ@i@mmw reduce the risk of dementia through the promotion of brain health:
Our vision is a world without Alzheimer's disease. Our programs and services inctude:

S aPine * Early-Stage dementia programs
® Care consultations. * Support groups
 Education programs for caregivers, persons  ® F ehar
with the disease, and professionals m;mgz: iiﬁmz?iiﬂn
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OUR STORY...

This program needs to be available to anyone that needs it - looking back now as | have
a moment to reflect, it is hard to imagine how we were able to handie each day The turmng point was
reaching out to thu Alzheimer’s Association.



Michigan Senior Volunteer Programs

HOUSE OF REPRESENATIVES TESTIMONY
February 27, 2017

Representative Canfield, distinguished members of the subcommittee, thank you for the opportunity
to speak here today.

Grandma Bonnie is a new volunteer Grandma to the Foster Grandparent Program and just couldn’t
wait to share with NEMCSA FGP staff that the teacher of Mio’s Head Start asked her to increase her
volunteer hours from 15 to 24 stating “the Foster Grandparent Program has changed my life and |
wish | joined up 10 years ago”. At almost 70 years old, Grandma says “she feels like 30” since she
began interacting with the children a few months ago. This has been confirmed by her physician who
encourages her to keep doing what she’s doing as a Foster Granny “because you’re looking younger
every time | see you”. And who doesn’t want to look younger!

We are speaking on behalf of the Senior Volunteer Programs of Michigan, which includes the Foster
Grandparent Program (FGP), Retired & Senior Volunteer Program {RSVP) and the Senior Companion
Program {SCP). Funded by the Michigan Department of Health and Human Services, Aging and Adult
Services Agency, Michigan’s Senior Volunteer programs provide meaningful opportunities for older
adults, age 55 and better, to engage in service to their local communities. Michigan is home to 20
Retired & Senior Volunteer Programs, 19 Foster Grandparent Programs and 14 Senior Companion
Programs. Together, we serve 73 of Michigan’s 83 counties.

Foster Grandparents are low-income older adults, who provide sustained one-to-one attention and
assistance to vulnerable children, with the purpose of improving self-esteem and supporting the
chitd’s ability to learn, and succeed in school and life. Foster Grandparents commit an average of 20
hours per week to provide a stable, caring relationship for children who often come from chaotic and
unpredictable environments. In exchange for their service, Foster Grandparent receive a small, non-
taxable stipend of $2.65 per hour. In 2016, 1,108 Foster Grandparents provide service in 1,476
educational setting to support over 5,557 children who are academically delayed, lacking self-esteem
or motivation, experiencing behavior or social problems and are at risk of dropping out of school, all
of which can cause additional economic stress on our communities.

Senior Companions are low-income older adults who play an important role in supporting frail seniors
and adults with disabilities in their quest to live independently for as long as possible. Senior
Companion volunteers add richness to the lives of their clients, while providing access to their
community, including grocery shopping, transportation to medical appointments, and opportunities
for socialization. Similar to Foster Grandparents, Senior Companions receive a small, non-taxable
stipend for their service. Each year nearly 500 Senior Companions support in-home and long-term




care services for more than 2,000 Michigan citizens at risk of institutionalization. Senior Companions
help seniors live independently in the communities where they choose to reside.

The Retired & Senior Volunteer Program (RSVP), one of the nation’s largest volunteer efforts, invites
older adults to utilize their skills, talents, and life experience to make a difference in their community,
through direct service and collaboration with established non-profits, schools, government, and
public organizations. RSVP Volunteers serve their communities by tutoring and mentoring children,
providing companionship, support, and medical transportation for older adults, protecting the safety
of their peers through partnerships with law enforcement, and supporting the health of our state’s
lands and waters. Each year more than 7,000 RSVP Volunteers contribute in excess of 600,000 hours
of service to nearly 1,254 organizations, projects and communities across Michigan. RSVP volunteers
do not receive a stipend for their service.

For more than 40 years, the Michigan Legislature has recognized the value and importance of one of
our state’s strongest resources, our senior volunteers, An increase of $1,000,000 for expansion of the
three Senior Volunteer Programs would provide for approximately 161,744 additional volunteer hours
and increase the program'’s capacity to better serve the growing population of older adults.
Approximately 66,000 of those hours would come from FGP, 47,000 from RSVP and 48,000 from SCP.
This would provide an estimated value to Michigan communities of nearly 3.8 million dollars*, almost
4 times the cost of the proposals.

In closing, thank you for your support over the years and look forward to your continued support in
the future.

*Based on the independent sector estimated rate for 2015.
Testimony Provided By:

Kristy Sutherland

FGP/RSVP Manager

Human Development Commission
429 Montague Ave.

Caro, M1 48723

(989) 673-4121

kristya@hdc-caro.org

Amy Fuller

RSVP Director

Crawford and Roscommon Counties

Northeast Michigan Community Service Agency
4595 Salling St.

Grayling, MI 49738

989-384-8709 ext. 5126

fullera@nemcsa.org
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The Honorable Edward Canfield, Chair, and
Members of the House Appropriations Health & Human Services Subcommittee
Room 352, House Appropriations, State Capitol Building

Re: FY 2018 Department of Health and Human Services Budget
Dear Chairman Canfield and Subcommittee Members:

On behalf of AARP Michigan, we appreciate this opportunity to highlight the following items in the
proposed FY 2018 Department of Health and Human Services budget. These items particularly impact the
extent to which Michigan’s older adults can continue to live safely, independently, and in good health as
they age:

Non-Medicaid In-Home Senior Services

As part of Michigan’s Silver Key Coalition, AARP supports the Governor’s recommendation to invest an
additional $1.5 million for Home Delivered Meals in the Nutrition line item of the Aging and Adult
Services Agency (AASA) budget, and an additional $2.1 million for other In-Home Services in the
Community Services Line Item of the AASA budget. This $3.6 million in funding is needed to reduce the
current waiting lists for in-home senior services administered by AASA and delivered through local Area
Agencies on Aging across the state.

These services are extremely important to older adults and their families. Often, simply providing
assistance with the “activities of daily living” — help with things like shopping, laundry, and cooking meals
— can be the difference that allows someone to remain in their own home, rather than go to a nursing home.
These services can also be the difference that allows an individual’s family caregiver to remain in the
workforce, avoiding lost productivity for Michigan businesses.

MI Choice Medicaid Waiver
AARRP also urges Michigan lawmakers to continue to increase access for older adults to home and
community-based services through the MI Choice Medicaid Waiver program.

MI Choice provides home and community-based services (HCBS) for older adults who qualify for
Medicaid and who, without those services, would need to move into a nursing home. Increasing access to
MI Choice is a win-win for our state. AARP research shows that the overwhelming majority of Michigan
residents prefer to “age in place” in their own homes and communities. In addition, continuing to rebalance
Michigan’s long term care system — that is, continuing to allow a greater share of the people needing
services to remain in their homes — can also save taxpayer dollars. Medicaid dollars can support nearly
three older adults or people with disabilities in home and community-based services for every one person in
a nursing home.



Healthy Michigan
AARP supports the Governor’s recommendation to continue the Healthy Michigan Plan, which is

particularly important to Michigan residents who are over age 50 but still under 65, so not yet eligible for
Medicare.

The Governor recommends total funding for the Healthy Michigan Plan at $4.1 billion, which includes a
6% state general fund match of $200.4 million. As the executive budget recommendation reflects, that
general fund cost will be more than offset in the FY 2018 budget by the state savings resulting from those
federal dollars now being available to pay for corrections health care and other health care services for
which state general fund dollars would otherwise pay. But when it comes to older adults in particular, there
also are long-term savings — or costs — at stake to the health care system.

In our current economy, older workers increasingly find themselves in lower-paying service sector jobs
without employer-provided insurance. Older adults are particularly vulnerable to deterioration in function
and health status if they don’t have health coverage, and that in turn increases their need for more costly
health care and long term care in the future. The availability of health coverage for low-income workers
ages 50-64 through the Healthy Michigan Plan helps them maintain better health now, and allows our
health care system to avoid additional higher costs down the road.

Increased Staffing for Adult Protective Services

AARP supports the Governor’s recommendation to invest an additional $11.3 million to improve staffing
for adult protective services, adult community placement services, and independent living services. Current
staffing levels have fallen short to meet the need for these services which help elderly persons and people
with disabilities to live safely and independently, and which help protect vulnerable adults from abuse and
exploitation.

We appreciate this opportunity to share AARP’s priorities with the subcommittee, and thank you for your
work on these issues. If you have any questions or if there is further information we can provide, please
feel free to contact Melissa Seifert at 517-267-8934 or mseifert@aarp.org.

Respectfully,

liva DeddunliopeR SIARRS I

Lisa Dedden Cooper Melissa Seifert

Manager of Advocacy Associate State Director, Government Affairs

AARP is a nonprofit, nonpartisan 501(c)(4) social welfare organization that advocates on issues that matter the
most to people age 50 and over, and their families. AARP has approximately 1.4 million members in Michigan.
AARP does not endorse candidates for public office or make contributions to political campaigns or candidates.
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Insight on the Issues

Stretching the Medicaid Dollar:
Home and Community-Based
Services Are a Cost-Effective
Approach to Providing Long-
Term Services and Supports

Jean Accius and Brendan Flinn
AARP Public Policy Institute

INTRODUCTION

Approximately 17.4 million children and adults with disabilities and
older adults rely on Medicaid for health care and assistance with long-
term services and supports (LTSS}. Of these 17.4 million Medicaid
enrollees,” approximately 5 million receive LTSS through Medicaid.*

LTSS include assistance with daily tasks such as eating, bathing,
dressing, lransportation, and managing medications and finances.
LTSS can be delivered in institutional settings (such as nursing
facilities) or through home and community-based services (HCBS).
However, an overwhelming majority of people would prefer to live

in their homes and communities for as long as possible.? Related to
those preferences, they want to maintain their independence and have
control over their own decisions.

The Medicaid program is the largest payer for LTSS, covering 51 percent
of national LTSS expenses in 2013.* Over the past 30 years, Medicaid
LTSS dollars have increasingly gone toward HCBS, allowing more
people to stay in their homes and integrated within their communities.
However, the pace has not been fast enough, particularly in light of the
increase in the aging population. Importantly, HCBS are not only the
preference of most people, they are cost-effective. HCBS are typically
less expensive than nursing facility care, so increasing investments in
and access to HCBS could allow the Medicaid program to serve more
people without increasing costs.
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Despite these realities, however, certain federal
Medicaid rules make nursing facilities more easily
accessible than HCBS. For older people and adults
with physical disabilities, nursing facility care still
accounts for 59 percent of Medicaid LTSS spending?

WHAT ARE HCBS?

Many people with physical, cognitive, or mental
impairments need assistance with activities of daily
living (ADLs) such as bathing, dressing, and toileting,
or instrumental activities of daily living (IADLs) such
as shopping, managing money, and preparing meals.
The term HCBS refers to assistance with ADLs and
IADLs, which generally helps older adults and people
with disabilities maintain employment or remain in
their homes and communities. HCBS also promote
community integration through transportation and
employment supports.

People of all ages with disabilities who use these
services live in a variety of settings: their own
homes or apartments; nursing facilities; assisted
living facilities and other supportive housing
settings; and integrated settings, such as those that
provide both health care and supportive services.
HCBS can come in many forms, and the services an
individual uses are specific to functional needs.

MEDICAID HCBS SPENDING

Medicaid spent $152 billion on LTSS in fiscal year
{FY) 2014;" a majority of the expenditures, in fact,
have gone toward HCBS.” These figures, however,
mask substantial spending variations, both by

state and by demographic group. In short, older
adults and people with physical disabilities are still
disproportionately served in nursing facility settings.
In FY2014, the majority of Medicaid LTSS funds for
older adults and people with physical disabilities went

TABLE 1
HCBS and LTSS Expenditures, FY2014

Older adults and people with physical disabilities
Al LTSS recipients

to nursing facilities, with just 41 percent of the LTSS
funds going toward HCBS" (see table 1).

MANAGED LTSS AND MEDICAID HCBS

Another trend of note is that states are increasingly
turning toward managed care models to offer LTSS,
including HCBS. Currently, 24 states have at least
one managed LTSS (MLTSS) plan,” and MLTSS
spending accounted for $22.5 billion in FY2014, a
55 percent increase from the $14.5 billion in MLTSS
expenditures in FY2013.""

A 2017 report of select MLTSS plans found that
states adopted a variety of policies to promote HCBS
and reduce costs by delaying or preventing nursing
facility placements. Some states, for example, adopted
rate-setting methodologies that blend HCBS and
nursing facility costs to encourage plans to use HCBS
when possible. Some states provided other incentives
to their MLTSS plans (such as bonus payments)

to increase HCBS use and transition people from
nursing facilities to their homes and communities.™

Some MLTSS states extended HCBS eligibility 1o
people who have lower care needs but are “at risk” for
a nursing facility placement. By offering HCBS to this
population, these states and MLTSS plans found that
they could save money by delaying and potentially
preventing more expensive nursing facility care.”

IMPACT OF MEDICAID'S INSTITUTIONAL BIAS ON
HCBS

Because Medicaid is a federal-state partnership
administered at the state level, where people live
affects their abilily to access publicly funded HCBS
to meet their LTSS needs.

Under current rules, states must offer Medicaid
enrollees a certain package of services. These

HCBS All LTSS Expenditures % of LTSS
Expenditures (HCBS and non-HCBS) as HCBS
$37.9 billien $93.1 billion 40.7%

~ $80.6 billion $151.8 billion 53.1%
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mandatory benefits include hospital, physician,
and nursing facility services.” States also have the
discretion to offer additional services, or optional
benefits, to their enrollees. HCBS is an optional
benefit in the Medicaid program, and states

have substantial flexibility to design their own
HCBS offerings and set eligibility criteria at their
discretion.” This split in optional and mandatory
benefits for Medicaid LTSS creales a structural bias
toward nursing facility care and can limit one’s
ability to receive services in the setting of one's
choice.

Every state has mechanisms through which

they can offer HCBS, mainly through a variety

of waiver and state plan options. Many of these
programs limit enrollment to a certain number

of “slots,” which results in waiting lists for most
HCBS programs. In 2015, more than 640,000
people were on an HCBS waiver waiting list."* In
comparison, there are no waiting lists for Medicaid-
funded nursing facility care, which as a mandatory
Medicaid benefit is an entitlement for people who
meet their state’s eligibility criteria. This creates a
bias toward placement in institutions.

This institutional bias is a costly component of
Medicaid LTSS. Medicaid pays nearly three times as
much for each person served in institutional settings
as it does for each person served in the community.
This is true across populations, including older people
and adults with physical disabilities as well as people
with intellectual disabilities.”

ADDITIONAL HCBS SPENDING

Programs under the Older Americans Act (OAA)
provide home-delivered meals, in-home assistance
(such as chore or homemaker), and adult day
services for people ages 60 and older. OAA
programs target people with the “greatest social or
economic need.” OAA was reauthorized in 2016,
and for FY2016, Congress appropriated $1.2 billion
for OAA meals and supportive services, such as
family caregiver supports. OAA funds can serve as
a safety net for older adults who are not yet eligible
for Medicaid LTSS but still need some basic services
(such as home-delivered meals). Studies have shown
that increasing investment in OAA programs can
realize savings for the Medicaid program.”

FOCUSING ON THE RETURN ON INVESTMENT:
INVESTING IN HCBS IS COST-EFFECTIVE

There is significant evidence that investing in HCBS
is cost-effective and can slow the rate of Medicaid
spending growth.

* On average, Medicaid dollars can support nearly
three older people and adults with disabilities
with HCBS for every person in a nursing facility.
In 2011, Medicaid spending for HCBS for older
adults and adults with physical disabilities
receiving services averaged $10,418 per person,
compared with $29,855 for each person receiving
services in a nursing facility.” See table 2 for
state-level, per-user average costs for Medicaid
HCBS and nursing facility care.

¢ A meta-analysis of 38 studies including state-
specific public studies, evaluations, and fiscal
analyses that examined the cost-effectiveness of
HCBS programs consistently found that states
that expanded HCBS experience a slower rate
of Medicaid spending growth.* In Ohio, for
example, the older adult population grew by
15 percent between 1997 and 2009. The state,
however, actually spent approximately $100
million less on Medicaid LTSS for this population
because it increased HCBS enrollment and
reduced nursing facility placement.™

¢ Statistical modeling found that increasing the
portion of Medicaid LTSS dollars toward HCBS
by 2 percentage points annually can reduce
overall Medicaid LTSS spending by 15 percent
over 10 years. Spending cuts to HCBS would
actually increase overall Medicaid LTSS spending
because individuals would now receive these
services in institutional settings.”*

* The Money Follows the Person Rebalancing
Demonstration Program encouraged states
to transition Medicaid beneficiaries living in
institutional settings back to their homes and
communities. Independent evaluations of the
program suggest that the cost of serving people
who transition decreases once they are in their
homes and communities. Among older adults in
particular, there is an estimated cost decrease of
16 percent, which is an annual savings of $11,012
per person.*’
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¢ States that offer MLTSS spend less per organizations to offer HCBS through incentives
beneficiary receiving HCBS than they do for and benchmarks, and from 2010 to 2013, the
those living in institutions. MLTSS plans in portion of these populations receiving HCBS
these states typically offer comprehensive health increased from 17 percent to 4o percent.”
care and LTSS services to their beneficiaries.
For all populations, the monthly cost per In short, redirecting more resources to provide
HCBS beneficiary was $1,949, and the cost for Medicaid HCBS instead of nursing facility
institutional care was $5,745. Among older adults services is cost-eflective compared with nursing
only, the monthly per beneficiary costs were facilities. In addition, HCBS are more responsive

$1,153 and $3,381 for HCBS and nursing facilities 10 the preferences of older adults and people
in 2015, respectively with disabilities to remain in their homes and

communities, and have the potential to improve
the quality of life of people receiving these critical
services.

e Tennessee delivers all LTSS for older adults
and people with physical disabilities through
MLTSS. The state incentivized its managed care

TABLE 2
Expenditures for Medicaid HCBS and Nursing Facility Care per Person in 2011, by State

Location Aged/Disabled Nursing Facilities
Home Health _Personal Care
United States $7,323 $10,954 $12,945 $29,855
Alabarma $4,362 N/A $11,079 $31,612
Alaska $1,242 $24,359 $25,020 $96,445
Arizona $21,561 N/A N/A $25,214
Arkansas $2,610 $5,397 $10,792 $19,606
California $4,946 $9,527 $10,942 $33,335
Colorado $13,393 N/A $9,653 $33,384
Connecticut $8,334 N/A $12,221 $34,132
Delaware $4,483 $0 $11,509 $48,751
District of Columbia $4,413 $3,287 $25,456 $71,838
Florida $16,514 $21,904 $9,327 $32,983
Georgia $623 N/A $10,563 $29,378
Hawaii $2,010 N/A N/A N/A
Idaho $2,394 $7,396 $11,394 $20,904
lllinois $3,867 N/A $10,478 $21,173
Indiana $14,055 N/A $11,984 $28,351
lowa $9,148 N/A $6,472 $29,390
Kansas $2,579 $16,193 $15,347 $24,017
Kentucky $2,436 N/A $7,348 $21,811
Louisiana $4,048 $10,258 $19,531 $28,999
Maine $432 $10,243 $17,713 $26,861
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Location Aged/Disabled Nursing Facilities
Home Health  Personal Care 1915(c) Waivers
Maryland $721 $5,744 $22,052 544,268
Massachusetts $7,182 $20,226 $7,808 $36,111
Michigan $823 $4,208 512,265 $35,099
Minnesota $10,076 $18,631 $17,382 $30,170
Mississippi $855 N/A $8,599 $32,662
Missouri $1,047 §7,192 $6,311 $24,779
Montana $1,211 $13,032 $15,420 $34,312
Nebraska $4,458 $5,505 $11,735 $28,614
Nevada $41,053 $13,039 $4,160 $38,283
New Hampshire $1,361 $28,969 $13,353 $29,286
New Jersey $3,298 $12,266 $15,160 $34,133
New Mexico $1,022 $16,927 $10,101 N/A
New York $17,514 $30,197 $2,018 $31,106
North Carolina $3,548 $6,456 $17,715 $29,339
North Dakota $8,922 $16,630 $10,688 $37.624
Chio $6,404 N/A $13,940 $29,133
Oklahoma $2,682 $3,201 $8,803 $25,991
Oregon $160 $1,199 $11,194 $31,596
Pennsylvania $8,577 N/A $19,928 $30,517
Rhode Island $1,741 $0 N/A $48,337
South Carolina $4,455 N/A $10,461 $30,257
South Dakota $2,814 $1,538 $9,213 $25,757
Tennessee $17,463 N/A N/A N/A
Texas $2,886 $7,945 $16,807 $20,605
Utah $6,179 $3,304 $15,666 $31,627
Vermont $1,999 $8,864 N/A 528,102
Virginia $1,663 N/A $18,701 $31,186
Washington $1,272 $13,319 $13,816 $22,393
West Virginia $1,684 $6,422 $15,884 $44,136
Wisconsin $3,213 $10,580 $23,090 $25,881
‘Wyoming = ~ $4,102 N/A _ $7,962 ~ $31,002

Source: Ng et al, "Medicaid Home and Community Based Services Programs: zo11 Data Update” (HCBS} and 2013 Medicare
and Medicaid Statistical Supplement {Nursing Homes}.

Notes: For HCBS, Home Health and Personal Care reflect ull populations; Aged/Disabled 1915{c} Wuivers reflect older adults
65+ and people with physical disabilities.
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Making Michigan a No Wait State
Testimony for the Silver Key Coalition
Christine Vanlandingham, Fund & Product Development Officer Region IV Area Agency on Aging

Aging and Adult Services Administration (AASA) Budget Testimony:

Aging and Adult Services Administration (AASA) services provide Michigan with a strong
return on investment allowing older adults to live in their own home and communities and
prevent or delay accessing Medicaid-funded long-term care.

I am Christine Vanlandingham, Fund and Product Development Officer at Region IV Area
Agency on Aging serving Berrien, Cass and Van Buren counties. My Silver Key Coalition
colleagues have aptly illustrated the need for additional resources to meet the needs of
Michigan’s older citizens and make Michigan a No-Wait State for Aging Services. I'd like to
illustrate the return on that investment.

AASA in-home services are provided efficiently:

In FY 2015 the Aging Network received a $5 million increase in funding for in-home services.
This 7.5% increase in funding led to a 10.5% increase in seniors served. The $5 million FY 2015
increase was intended to serve 4,500 of the individuals who were on wait lists during FY 2014.
With these funds the Aging Network increased FY 2015 serving levels by 6,985 individuals;
serving 55% more individuals than expected.

AASA services help fill gaps families cannot manage:

Studies suggest that 80% of all care received by disabled older adults is provided by unpaid
family and informal caregivers. However, many caregivers are not physically able or have other
responsibilities that prevent them from being able to provide all the assistance needed.

The clear majority of AASA service recipients have lower incomes and cannot afford to privately
pay for needed care. AASA services provide a very limited amount of assistance that helps
prevent the caregiver burnout that often leads to nursing home placement.

No one knows that better than Terry Rose* of Watervliet in Southwest Michigan.

Terry, a 62-year-old former post office worker, has multiple sclerosis and needs nursing home
level of care. Terry's daughter provides care for Terry in the evening and on weekends, but



needs to work during the day. Terry’s sister helps with shopping and transportation to the
doctor and other appointments but is not able to provide the hands-on assistance Terry needs.

AASA funded services fill the gap for Terry and her family. Ten hours of personal care a week
provide Terry with the support she needs to continue to live in her own home. An aid comes
each weekday morning to help Terry get up, dressed, be sure she has something to eat and is
set for the day. This combined with the supports provided by her family is enough allow Terry
to continue living independently.

Terry's income is just slightly above the MI Choice Waiver allowable limits. Without AASA
funded services, Terry says she would have no other option than to move to a nursing home
and utilize Medicaid through a spend-down.

The cost of Terry’s AASA care plan is $29 a day as compared to $175/day for Medicaid funded
nursing home care. Recognizing the value of the care she receives and the positive impact on
her life, Terry contributes $240 month toward the cost of her care. This reduces the state’s cost
for Terry’s care to just $7,705 per year.

Like Terry, 79% of seniors receiving AASA funded-services in Region IV contribute toward the
cost of their care — increasing the aging network’s capacity to serve other seniors.

AASA services are cost effective:

In addition to providing seniors like Terry with on-going services through AASA to help them
remain at home, the aging network extends the reach of AASA services and reduces the wait list
by providing seniors with Care Management services. Seniors receive an in-home consultation
to assess needs and are connected to existing community resources to meet those needs. 51%
of AASA clients served in Region IV in 2016 were able to be connected to other community
resources to meet their needs without tapping into AASA-funded ongoing services.

In conclusion, AASA services are efficient, effective and fill critical gaps for Michigan’s older
adults and their caregivers. | respectfully ask that you support the Governor’s recommendation
of $3.6M additional investment in Aging and Adult Services Agency to continue progress in
making Michigan a No-Wait State for Senior Services.

Thank you.

Christine Vanlandingham, Fund & Product Development Officer
Region IV Area Agency on Aging

2900 Lakeview Ave., St. Joseph, MI 49085

(269) 983-0177

*Client story shared with permission.



My name is Kelly Arndt, | am the director of the East Lansing Prime Time Senior Center, today |
am speaking as the President of the Michigan Association of Senior Centers.

Senior Centers — we all have a concept of what that is . .. a gathering place for our aging
population, a place for wellness, services which allow our residents to age in place ... AND the
single most point of entry for services, information, and engagement for local retirees.

Relative to other supportive-service resources, senior centers are the single largest in terms of
people served, over ten million nationwide, yet senior centers are at the bottom of the list —
seventh, in terms of funding according to the National Council on Aging.

There are approximately 300 senior centers across the great state of Michigan — and up until
2005, the state included between 1.0 to 2.5 million dollars toward funding local senior centers
thru “senior center staffing funds”. When the state was hit hard several years ago, this funding
was eliminated. The impact of losing this support was felt throughout smaller communities with
a one-person staff person running the center. We rely on seniors as an integral part of our
communities and they rely on their local community senior center.

Eliminating funding to local senior centers is not a wise strategy as Michigan ranks among the top
13 states in the nation regarding residents over the age of 65.

The directors of the Michigan Association of Senior Centers realize the economy is recovering
and we are now respectively requesting our legislators reinstate these funds in the amount of 2.
million dollars. Senior Centers are located within the communities where seniors live and thus
have direct access to services, social engagement, recreation, life-long-learning opportunities,
vocational training, and opportunities to give back to their communities through volunteer
programs facilitated at your local senior center. All of these dimensions are required for healthy
aging, and that’s what we want to keep our retirees healthy and active.

Attached is a list of senior center directors across Michigan, and Members of the Michigan
Association of Senior Centers — | know all of your communities are represented here. Please call
the directors in your area —we all have our stories and we’d love to share what makes us a good
investment.



Name
AAAL-B
AAA-Region 9
AgeWell Services of West Mt
Alpena Area Senior Center
Auburn Hills Senlor Center
Barry COA
Bedford Senior Center
Benzie COA

Big Rapids city of

Bloomfield Twp Senior Center
Buchanan Area Senlor Center
Cadillac Senlor Center
Caledonia Rescurce Center
Canton Lelsure Services
Carman Ainsowrth Senior Ctr
Cass County COA
Charlevoix County COA
Cheboygon COA
Chelsea Senior Center
Chesterfield Senior Center
Civic Park Senior Center
Clinton Twp Senior Center
Clio Area Senior Center
Crawford COA
Davison/Richfield Senior Center
Dearborn Heights Senior Center
Dearborn Senilor Services
Dublin Comm Senior Ctr
East Lansing Prime Time Sr Prgm
Eastside Senior Center
Eaton Area Senior Center
Ecumenical Senler Center
Edna Burton Senior Center
Farmingtan Hills Senior C
Flushing Area Senior Center
Forks Senior Center
Four Pointes Center
frenchtown Senior Center
Friendship Centers of Emmet County
Friendship Center of Harbor Springs
Georgetown Senlors
Gladwin COA
Grand Traverse County Senior Ctr
Gratiot Community Senlor Center
Great Nlles Seniar Center

Address

29100 Northwestern-5te 400 Southfield

2375 Gordon Rd

560 Seminole Rd

501 River St

1827 N Squirrel

320 W Woodlawn Ave
1653 Samaria

10542 Main St

226 N Michigan Ave
4315 Andover Rd
810 Rynearson St
601 Chestnut St
9749 Duncan Lake Ave
46000 Summit Parkway
2071 S Graham Rd
POBox 5

218 W Garfield

1531 Sand Rd

512 Washington 5t
47275 Sugarbush Rd
15218 Farmington Rd
40730 Romeo Plank Rd
2136 W Vienna Rd
200 W Michigan Ave
10135 Lapeer Rd
1801 N Beech Daly
15801 Michigan Ave
685 Union Lake Rd
819 Abbot Rd

3065 N Genesee Rd
804 5 Cochran Ave

702 N Burdick St

PO Box 929 345 Ball St
28600 W Eleven Mile Rd
106 EIm ST

101 N Albion

1051 S Beacon Blvd
2786 Vivian Rd

1322 Anderson Rd

305 E Main Street
7096 Bth Ave

215 5 Antler 5t

801 E Front St

1329 Michigan Ave PO Box20 St. Louis

1109 Bell Rd

City ST Zip E-mail Address Phans No Contact Name

MI 48034 tabbatemarzoif@aaalb.com 24B-357-2255 Tina Abbate Marzolf
Alpena MI 49707 sauerl@nemcsa.org 989-356-3474 Laurie Sauer
Muskegon Ml 49444 sharon@agewellservices.org 231-733-8630 Sharon TerHaar
Alpena M! 49707 smoe(@alpenaseniorcenter.com 989-356-3585 Sarah Moe

Auburn Hills M1 ##H# kadcockf@auburnhyills.org 248-370-9353 Karen Adcock

Hastings M| 49058 tpennington@barrvcounty.org  269-948-4856 Tammy Pennington
Temperance  MI 48182 dianne.carroll@mybedford.us 734-856-3330 Dianne Carroll
Honor Ml 49640 bouramrad@benziecoa.org 231-525-0601 Douglas Durand
Big Rapids  MI 49307 hbowman®@cityof br.org 231-592-4038 Heather Bowman

Bloomfield TwMI 48302 ctvaroha@bloomfieldtwp.org 248-723-3500 Christine Tvaroha

Buchanan Mt 49107 bascdir@comeast.net 269-695-7119 Monroe Lemay
Cadillac MI 49601 cadillacsenlorcenter@hotmail 231-779-9420 Diane Patterson
Caledonia  MI 49316 stehawers@calschools.org 616-891-8117 Sherry Stehawer
Canton MI 48188 stephanie.diago@canton-mi.org  734-394-5481 Susan Doughty
Flint MI 48532 cascflintwp@yahoo.com 810-732-6290 Pam Luna
Cassopolis Ml 49047 bobc@casscoa.org 269-445-8110Bob Cochrane
Charlevoix Ml 49720 gillesples@charlevoixcountv.org 231-237-0103 shirley Gillespie
Cheboygan Ml 49721 gtinker{@3coa.com 231.427-7234 Gail Tinker
Chelsea MI 48118 tpifer@chelseaseniors.org 734-475-9242 Trinh Pifer
Chesterfield MI 48047 crose@chesterfiledtwp.org 586-949-0400 Carol Rose

Livonia Ml 48154 kpeters@ci.livonia.mi.us 734-466-2556 Karl Peters

Clinton Twp Ml 48038 mmakowski@clintontownship-MI.586-723-8131 Matthew Makowski

Clio MI 48420 clioseniorcenter@gmail.com 810-687-7260 Theresa Burton

Grayling MI 49738 director@crawfordcor.org 989-348-7123 Alice Snyder
Davison MI 48423 kathv@davison-sg.ore 810-65B-1566 Kathy Davis
Dearborn Hei¢t Ml 48127 kconstan@ci.dearborn-heights.mi,313-791-3600 Kim Constan
Dearborn Heic Mt 48126 tgraves@ci.dearborn.mi 313-943-2412 Teresa Graves
White Lake Ml 48386 inear@whitelaketwp.com 248-698-2394 Kathy Gordinear
East Lansing M| 48823 karndt@ci.east-lansing.mi.us §17-337-1173 Kelly Arndt

Flint Mi 48506 debrad52@gmail.com 810-250-5000 Debra Gilbert
Charlotte MI 48813 eaton.area.senior.center@pmaijl.c517-541-2934 Cindy Miller
Kalamazco MI 49007 director@ecumenicalsc.com 269-381-9750 Denise Washington
Octonville MI 48462 abeach@brandontownship.us 248-627-6447 Anette Beach

Farmington Hill: Ml 48336 mkoet@fhgov.com 248-473-1821 Marsha Koet

Flushing Ml 48433 cendirector@flushingseniorcenter 810-659-4735 Gary Dearing
Alblon MI 49224 executivedirector@forksseniorcen 517-629-3842 Thomas Hunsdorfer
Grand Haven M| 49417 fourpointes@fourpointes.org £16-842-9210 Briget Hassig
Monroe M! 48162 bmazor@frenchtownsenior.com 734-243-6210 Barbara Mazor
Petoskey MI 49770 sue@emmetcoa.org 231.347-3211 Susan Engel

Harbor Springs MI 49740 jsutkay®hotmail.com 231-526-0601 Jennifer Sutkay

Jenison MI 49428 haverdinkp@gmail.com 616-457-1170 Pam Haverdink
Gladwin Ml 48624 lauren@gladwinche.net 989-.426-5721 Lauren Essenmacher
Traverse City M| 49686 lwells@grandtraverse.org 231-922-4688 Lori Wells

Ml 48880 no email 989-681-4341 Jamie Bolsby
Niles Ml 49120 nilesseniorcenter@sbeglobal.net 269-683-9380 Kathryn Ender



Hamburg Senior Center

Hannan House

Hartland Senlor Center

Heart of Senlor Citizen Serv Kraphol
Highland Activity Center
Hillsdale County of Senior Sarvices
Independence Twp Senior Center
Isabslla COA

Kalkaska County COA

Leelanau County Senlor Services
Lenawee COA (affilate)

Loose Senior Ctr

Ludington Area Senlor Center
Manistee COA

Manistee County COA

Mecosta County COA

Meridian Senior Center

Milford Senior Center

Missaukea County COA

Monroe Center for Aging
Montcalm County COA

Negaunea Senior Center
Newaygo County COA

North Berrien Senior Center
Northview Senlor Center

Novi Senlor Center

Oceana Gounty Council on Aging
Ogenaw COA

Older Persons Commission
Osceola COA

Otsego COA

Pittsfield Twp Senior Ctr
Portage Senior Center

Putnam Township Senior Center
River ValleySenior Center
RomeofWashington Senlor Center
Royal Oak Senior Center

Saline Area Senior Ctr

Senior Neighbors, Inc

Senior Sve of Van Buren Cnty
September Days Senior Center
Services for Older Citizens
Shelby Twp Senior Center
Shiawassee COA

5t Clair COA

PO Box 157 10407 Merrill Hamburg

4750 Woodward Detroit
9525 Highland Rd Howell
5473 Bicentenial Dr Mt. Morris
209 N John St Highland
320 W Bacon St Hillsdale

6483 Waldon Center Dr  Clarkston

2200 S Lincoin Rd Mt Pleasant
PO Box 28 Kalkaska
8527 E Gvrmnt Center Dr 5-1{ Suttons Bay
1040 5 Winter 5t Ste 3003  Adrian

707 N Bridge 5t Linden

308 S Rowe St Ludington
457 River 5t Manistee
457 River 5t Manistee
12954 80th Ave Stanwood
4000 Okemos Rd Okemos
1050 Attantic Milford

PO Box 217 Lake City
15275 South Dixie Hwy Monroe

613 N State 5t PO Box212  Stanton

410 Jackson 5t Negaunee

83 S Gibbs, PO Box 885 White cloud
Next-Your Place to stay Active & Connected 2121 Midvale St

PO Box 7306648 Ryno Rd  Coloma

4365 Hunsberger NE

45175 Ten Mile Novi

621 E Main St Hart

1528 5 M-33 West Branch
650 Letica Dr Rochester
432 W 7th St Evart

120 Grandview Blvd Gaylord

701 W Elisworth Rd Ann Arbor
320 Ubrary Lane Portage

350 Mower S5t Pinckney

PO Box 275 Harbert

361 Morton St Romeo
350 Marais Royal Oak
7190 N Maple Saline

678 Front Ave NW 5te 205  Grand Rapids
1635 76th St South Haven
46425 Tyler Rd Belleville
158 Ridge Rd

51670 Van Dyke Ave

300 N Washington 5t Owaosso

600 Grand River Port Huron

Birmingham

Ml 48139 choskins@hamburg.mi.us
MI 48201 pbaldwin@hannan.org

MI 28343 kimladd@hartlandschools.us
MI 28458 karen.reid@haartscs.org

MI 48357 hbey haac@comeast.net

M1 49242 tvear@hillsdaleseniors.org
MI 48347 kadcock@auburnhuills.org

Mi 48858 marcyhosking@isbellacounty.org

Ml 49646 well@kalkask: s
MI 49682 amissias@co,leelanau.mius

MI 49221 crebottaro@lenaweeseniors.org

MI 48451 carl@loosecenter.org
MI 49431 vcolli i

MI 49660 showardmanistee@®@hotmalil.com

MI 49660 s.howardmanistee@hotmail.com
M1 49346 beth.whyte@mecoasc-org

M| 48864 cherie.wisdom@okemosK12.net

810-222-1140 Christine Hoskins
313-833-1300 Pat Baldwin
810-626-2135 Kim Ladd
810-785-2270 Karen Reid
248-887-1707 Heidi Bay
517-437-2422 Teresa Vear
248-625-8231 Karen Adcock
989-772-0748 Marcy Hosking
231-258-5030 Julie Rrepecki
231-256-8121 April Missias
517-264-5280 Cari Rebottaro
810-735-9406 Car) Gabrietson
231-845-6841 Vickie Collins
231-723-6477 Sarah Howard
231-72-6477 Sarah Howard
231-972-2884 Cynthia Mallory
517-706-5045 Cherie Wisdom

MI 48381 scactivities@milfordtownship.com 248-685-9008 Debbie Shew

MI 49651 coadirector@missaukee.org
MI 48161 sandie@monroectr.org

MI 4888 limplom@co.montgalm.mi.ug

231-839-783% Pam Blevins
734-241-0404 Sandie Pierce
989-831-7476 Laurl Czarnecki

MI 49866 seniorcenter@citvofnegaunee.con906-475-6266 Kristy Bassko-Malmsten

MI 49349 [psephf@co.newaygo.mi.us

Ml 48009 chraun@birmingham.K12.mi.us

MI 49038 nbsc2@iZk.com

Grand Rapids M| 49525 cfriedt@nvps.net

MI 5E+05 kkapchonick@ci Vi,
M| 49437 premer@oceanacoa.com
Ml 48661 director@opemawcoa.org

231-689-2100 Joseph Fox
248-203-5270 Christine Braun
269-468-3366 Debbie Ziemke
616-365-6150 Christine Friedt
248-347-0415 Karen Kapchonick
231-873-4461 Kathleen Premer
989-345-3010 Carol Gillman

Ml 48307 renee cortright@opcseniorcenter. 248-608-0255 Renee Cortright

Ml 49631 sschrver@osceolacoa.org
M1 49735 dena@occoaolline.org

M| 48108 presleye@pittsfield-mi.gov
M] 49002 phillipk@portagemi.gov

MJ 48169 seniordirector@putnamtwp.us

MI 49115 rusc@comcast.net
Mi 48065 hoppb@rwbpr.org
MI 48073 paigeg@roml.gov

231-734-6002 Scott Schryer
989-732-1122 Dona Wishart
734-822-2117 Christy Mattson
269-329-4553 Kimberly Phitlips
734-878-1810 Beverly Smith
269-469-4556 Tim Hawkins
586-752-6543 Becky Hopp
248-246-3900 Paige Gembaorski

MI 48176 ch lineschools.or; 734-429-9274 Rina Chemin
MI 49504 toousterbaan@seniorpeighbors.org 616-233-0279 Tom Dosterbaan

MI 49090 jcarver@ss-vbe.org
MI 48111 |jordan@vanburen.mi.org

Grosse Pte FaM| 48236 ddietoresocservices.org
Shelby Twp Ml 48316 senlors@shelbytwp.org
MI 48867 cmayhew@shiawasseecoa.org

269-637-3607 lennifer Carver
734-5699-8918 Lynette Jordan
313-882-7600 David Dietes
586-739-7540 Amy Drake

989-723-8875 Rebecca House

Mt 48060 scrawford@thecouncilonaging.org 810-987-8811 Scott Crawford



St Patrick Senlor Center

St. Joseph County COA

St. Joseph-Lincoln Senior Ctr

Swartz Creek Senlor Center

The Commaons of Evergreen
Wawatam Area Senior Center

West Bloomfield Twp Senlor Center
Westiand Friendship Center

Wixom Senior Center

Wyoming Senior Center

58 Parsons St

103 S Douglas

3271 Lincoln Ave
8095 Civic Dr

480 State St

PO Box 615

4315 Andover Rd
1119 N Newburgh Rd
49045 Pontiac Trail
2380 DeHoop Ave Sw

Detroit Mi 48201 src.betts@stpatsretr.org
Three Rivers MI 49091 molivares@siccoa.com
St Joseph Mi 49085 directors[lsc@comeast.net

Swartz Creek MI 48473 msoper@myscasc.org

Holland MI 49423 millarda&evergreencommons.org
Mackinaw City M! 49701 dianefry@sbcglobal.net
Bloomfleld Hill: Ml 48302 ctvargha@bloomfisldtwp.org
Westland MI 48185 bmarcum@citvofwestland.com
Wixom MI 48393 kmartin@wixomeov.ore
Wyoming Ml 49509 mywsc@wyomingmi.gov

313-833-7080 Satrice Coleman-Betts
269-429-7768 Lynn Coursey
269-429-7768 Shirley Reichert
810-635-4122 Melinda Soper
616-396-7100 Amy Millard

231-436-5323  Diane fry

248-723-3500 Cathy Tvaroha
734-467-3259 Barbara Marcum
248-624-0870 Kathy Martin
616-530-3190 Molly Remenap
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February 27, 2017

Members
House Health and Human Services - Appropriations Subcommittee

On behalf of the Safe Homes/Safe Kids: Michigan Alliance for Lead Safe Homes (MIALSH) coalition we
thank you for your time and attention. Our coalition has members throughout the state and includes
health departments, lead-abatement contractors, small business owners, parents, homeowners,

landlords, and other service providers. MIALSH works to end lead poisoning in the state and is before

you today to thank you for your past funding support and in support The Governor’s FY 2017-18 Budget
recommendation for lead poisoning prevention and support services.

As you are all well aware, the call to end lead poisoning in Michigan is stronger than ever. Michigan
ranks high nationally in our number of lead poisoned children and that is before the situation in Flint
came to light. Studies link lead poisoning to 1.Q. loss, poor test scores, violent crime, incarceration,
infant mortality and new research is looking at lead as a possible contributor to the development of
Alzheimer’s and Parkinson's disease as victims’ age. Adding to the crisis, scientists at Centers for
Disease Control have concluded that there is “no safe level” of lead in a child’s bload.

MIALSH supports Governor Snyder’s FY 2017-18 budget recommendation to:

¢ Maintain general funding {GF) for lead abatement at $1.75 million. These monies have been
used to leverage federal funds, sustain the department between federal grant lapses and
provide assistance to lead impacted families when no other monies exist to help.

* Include $2 million in one-time monies to support implementation of the Governor's Lead
Poisoning Elimination Board’s recommendations issued in November of 2016. There are over
100 recommendations to get to work on and these dollars will help kick start implementation.

* Continue funding support for public health surveillance, nurse case management and outreach
to both prevent [ead poisoning and to help impacted families thrive.

* Provide State match to leverage federal Medicaid dollars coming to Michigan in a first in the
nation program, to provide on the ground support to families.

Thank you for your consideration and please do not hesitate to contact me with any questions you may
have.

\;lacerelv,zg\/lW

Tina Reynolds
Health Palicy Director
Michigan Environmental Council

602 W. lonia Street, Lansing, Mi 48933 | 517-487-9539 | www.mileadsafehomes.org
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Michigan Alliance for Lead safe Homes (MIALSH)
2017 Policy Priorities

Lead Testing

s Universal lead testing for all Michigan kids at ages 1 & 2.

Landlord/Sales

e Switch the burden of proof to the landlord to demonstrate his unit has been made lead
safe after the unit poisoned a child.

¢ Require a one time lead inspection risk assessment (LIRA) of an owner occupied or
rental property before the transfer or leasing of a pre-1978 home.

¢ Stop retaliatory evictions by putting a freeze on the eviction process when lead hazards
have been found on the property or a child has been identified lead poisoned in the unit.

* Bring Renovate, Repair and Paint (RRP) authorization to Michigan from the federal
government so Michigan can ensure properties are maintained and repaired in a lead safe
way proactively protecting residents.

e Require local units of government to verify a RRP certification before they issue a
permit on a job subject to the RRP requirements.

Communication and Education

e Make proactive lead poisoning prevention the clear and guiding state policy.

* Ensure that pre-school, childcare providers and state licensing staff, receive proper
training to evaluate lead inspection reports and understand state requirements to protect
our youngest residents under their care.



Sustainability

Explore the feasibility of making lead poisoning a “local public health service” so there
would be fairness and consistency in lead response statewide.

Continue to advocate for state general fund (GF) dollars for the lead program to ensure
state priorities and federal match requirements can be met.

Establish a permanent Lead Commission in statute, to coordinate all efforts to eliminate
lead poisoning in the state.

Engage in policy discussion on these issues (above) and others, as they relate to ending
lead poisoning in Michigan.



Lead poisoningis still a
problem in Michigan

Why? About 70% of the housing stock in Michigan
was built before 1978, the year in which lead paint was
banned. Because of these high numbers, in 2012, over
787 Michigan children under 6 years old were diagnosed
with lead poisoning while another 5,706 children were
found to have blood lead levels of 5 to 9 ug/dL. It is dif-
ficult to gauge the full extent of lead poisoning because
only half of the kids who should be are tested each year.
We expect the number of lead poisoned kids to be higher.

Conservative estimates show that childhood lead poi-
soning costs Michigan at least $3.2 — $4.85 billion for
just the annual costs of lifetime earnings for children
with lead poisoning. This estimate does not include the
cost of medical treatment, special education, increased
encounters with the juvenile system, or reduced high
school completion. This loss of tax dollars hurts schools,
roads, and other state priorities.

| Michigan Alliance
for
Lead Safe Homes

602 W. lonia Street
Lansing, MI 48933
517-487-9539

www.mileadsafehomes.org

Safe Homes/Safe Kids

Michigan Alliance for
Lead Safe Homes

Thousands of children learn less
due to lead poisoning

Complications from lead poisoning include behavioral
problems such as aggressiveness, hyperactivity, and leth-
argy, all of which can result in learning struggles, organ
damage, hearing deterioration, slowed growth, appetite
and weight loss, digestive problems, headache, and fa-
tigue. These complications are not reversible and hamper
1Q_and school performance and can lead to a higher rate
of incarceration for lead-poisoned individuals.

Coalition forms to end lead
poisoning in Michigan

To help unify and strengthen regional and statewide en-
tities working to end lead poisoning, the Safe Homes/
Safe Kids: Michigan Alliance for Lead Safe Housing
coalition formed in 2010. We are a group of concerned
health, housing and environmental professionals, local
business owners, community and child advocates, parents
and others. We are committed to eliminating childhood

lead poisoning in Michigan by identifying stable funding
and policies to provide education, prevention, testing of
children, and abatement of lead hazards,

To learn more about lead poisoning, please check out our
coalition website, www.mileadsafehomes.org. You can
also subscribe to our blog to stay up to date on coalition
activities.

printed on 100% post-consumer recycled paper



Percentage of Housing Built Before 1978
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Built Before 1978
39.0 - 49.9

The use of lead in residential paint

was banned by Federal law in 1978.

Source: US Census Bureau, Census 2010
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Childhood Lead Exposure

Amid growing evidence that even low levels of lead exposure can cause long-term damage to children’s
development, the American Academy of Pediatrics urges stronger federal action to eliminate exposure.

Level of lead exposure considered
safe for children

$50 hillion

Annual cost of childhood lead exposure

. ¥ e in the United States
TR = $17 to $221

Money saved for every $1 invested to
reduce lead hazards in U.S. housing

Common sources of lead in the home: 535 000
e Dust * Dishware [
* Soil » Fishing sinkers Estimated number of U.S. preschool
’ : children with blood lead levels high
» Water in lead pipes : E”“%ts ; ; - enough to call for medical management
* Toys esidue from parent occupations (more than 5 ug/dl)

* Nutritional supplements  ® Paint/hobby materials

23 millien

-39 | _ Estimated total loss of 1Q points among
. g U.S. children today from lead toxicity

1ind

Attention Deficit Hyperactivity Disorder
cases attributed to lead exposure
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American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™




House Testimony
Monday, February 27, 2017

Representative Canfield and subcommittee members: | am Linda Smith-Wheelock, Chief Operating Officer, with the
National Kidney Foundation of Michigan (NKFM).

We're here to update you on diabetes and kidney disease in Michigan.
e 10 % of adults in Michigan have diabetes AND 35% have prediabetes that will result in a diagnosis of type 2
diabetes — unless steps are taken.
* Obesity, diabetes and hypertension continue to be the leading causes of kidney failure.
» Diabetes and kidney disease cost Michigan $9.6 Billion annually in Michigan.

The good news is that we have programs that:

* Address childhood obesity by teaching children to make healthy lifestyle changes.
e Teach adults to prevent type 2 diabetes

e Teach people with diobetes to better manage their health avoiding the complications of blindness, amputation,
heart attack, stroke, kidney disease and failure.
* Provide adults with proven physical activity programs that increase balance, strength and reduce depression.

Thank you for your support that has allowed us to improve health in MI. | will highlight a few of our programs
referenced in the attached handout.
¢ Good News: Kidney failure incidence, due to diabetes, is declining at a higher rate in Michigan. This is occurring
due to the investment that the Michigan Legislature has made to diabetes and kidney disease within the Health
and Weliness Line for Diabetes and Kidney Disease.
e For children:

o We provide a number of early childhood programs- the childhood gbesity rate has trended from 13.9%
(in 2008) to 13.4% (in 2014) — this has been credited by MDHHS to the NAPSACC (Nutrition and Physical
Activity Self-Assessment for Child Care) program... the NKFM provides this program with state funding
but has also received additional funding from other sources as part of our private public partnership.

o We also provide Regie’s Rainbow Adventure, that educates kids 3-5 years old about eating fruits and
vegetables, serving 180 preschools. This program has received many accolades and is one of the tools
day care centers can use to improve their star rating within Michigan’s Quality Rating and Improvement
System.

e For adults:

o We have many evidence-based programs but we would like to highlight the Diabetes Prevention
Program (data provided in the handout). The DPP is a lifestyle change program recognized by the CDC to
prevent or delay type 2 diabetes. Over 1,400 people in Ml have taken this NKFM program with an
average of 6.1% weight loss. Over 11,000 pounds were lost and 188 people prevented diabetes by taking
this class. The NKFM was the first in Ml to be certified by the CDC Recognition Program and has served
46% of the people who have taken the program in the state of Michigan. Cost savings are $2,650,000
annually. This will increase as service expands.

¢ Another note of interest: NKFM is in the top 1% of all charities per Charity Navigator. In January 2017, the NKFM
was in the top 5 of organizations in the country in the area of Diseases, Disorders and Disciplines. The legislature
has made an excellent investment.

We support the governor’s budget that provides stable funding for our diabetes and kidney disease programs. We are
funded from the Health and Wellness line. Please also consider increased funding. Questions? Contact: Ismith-
wheelock@nkfm.org.




Chronic kidney disease (CKD) is a condition in which your
. . - kidneys are damaged and cannot fiiter blood as well as healthy
Chr onic Kldnev D 1sease kidneys. Because of this, wastes from the blood remain in the
body and may cause other health problems.

Facts People with an increased risk for
chronic kidney disease include:

e

>900,000
More than 900,000 Michigan aduits

have chronic kidney disease, and most don't know it.

......................................................... Individuals with diaketes Individuals with high
blood pressure
Diabetes and high blood pressure cause more than African Americans Hispanics

70% of all kidney failure cases in Michigan. American Indians Asians

Pacific Islanders Arab Americans

T’f i?

Older individuals Individuals with a family
history of kidney failure

---------------------------------------------------------

[ n
. . 1in 3 American adults is at
Over 70% of kidney failure cases caused by . ;
diabetes and/or high blood pressure WO FCLTL L A L)

i 5 risk i
could have been prevented or delayed. c!lsease Therisk LU
1 in 2 over the course of a lifetime.

_.__,.,...a-'"’_ e . .
K,-r-'"‘" M‘\ By using a simple blood test, your doctor can determine your
e ABOUTYOURKIDNEY FUNCTION clomerular filtration rate (GFR). Your GFR tells your doctor
——— ___,___,....---"“""f about your level of kidney function.

Early detection and treatment can slow or prevent the progression of kidney disease.

By making healthy lifestyle choices and taking prescribed medicine,
you can slow the progression of CKD.

4 | 1@!

Once your kidneys fail, you either have to have

o ] There are more than 2,800 people waiting for a
regular dialysis, In which a machine filters your lifesaving kidney transplant in Michigan.
blood like healthy kidneys would, or have a
kidney transplant. . .
Every day 12 people die waiting for a kidney. ]
National
Kidney
Sources: National Kidney Foundation of Michigan, Centers for Disease Contro! Foundation™ | michigan

and Preventlon’s 2014 National Chronic Kidney Disease Fact Sheet, Gift of Life Michigan. www.nkfm.org
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" PREDIABETES

: and most don't know it .
. Prediabetes is a condition where people have higher than : lt b e
- normal blood glucose levels, but not yet high enough to ® & O

- be diagnosed with diabetes. People with prediabetes are .
at high risk for developing type 2 diabetes. c YO U ?

----------------------------------------------

aa s e

1in3

people have prediabetes, C ould

»
*
*
*
.

Risk Factors
You could be at risk for developing type 2
diabetes if you... > 2.6 million ‘

are overweight/obese

----------------------------------

Over 2.6 miflion adults in Your doctor can test your blood
'a.re. over the age Df 45 ................ Michigan have prediabetes, to find out if your blood glucose
and most don't know it levels are higher than normal

"""""""""""""""""" Type 2 Diabetes Prevention is Possible

----------------------------------

have African American, Hispanic/Latino,

American indian, Pacific Islander, or another
racial/ethnic minority background

were diagnosed with gestational diabetes

duri regnanc Adapt a healthy, Lose 5-7% of your Be physically active for

. urln gp 3 g .a. y ................... . balanced diet body weight 150 minutes per week
DIABETES . Adults across Michigan have made the necessary lifestyle
PREVENTION . changes to prevent type 2 diabetes by joining our g
: Diabetes Prevention Program. .
PROGRAM S O :

%
>1,250 >11,000 6.1% |
participants since 2012 participant pounds lost average participant average minutes of
weight loss physical activity per week

After completing the first 16 weeks of the program, actively engaged participants
said they were confident to make lifestyle changes to meet their weight goals.

1% of porticipants are 86% of participants are
91 % confident in their abifity 86% confident in their ability to be
to eat healthier active 150 minutes per week

) Learn more at www.nkfm.org/dpp
Diabetes P revention Center Sources. National Kidney Foundation of Michigan,

A DIVISION OF THE NATIONAL KIDNEY FOUNDATION OF MICHIGAN Centers for Disease Control and Prevention
Updated: January 2017



Do you want to become fit and have fun at
the same time? Start with Enhance Fitness,
the exercise class with you in mind!

What is Enhance Fithess?

Enhance Fitness is an evidence-based,
physical activity program that has
been tested and studied to show its
effectiveness for older adults to improve
functional fitness and well-being.

The U.S. Department of Heaith and Human
Services recommends 2.5 hours of
moderate-intensity exercise weekly for
adults.

Regular exercise has been found to
decrease the risk of developing chronic
diseases, such as type 2 diabetes, high

blood pressure, and heart disease.

Over 7,000 people have participated
in NKFM Enhance Fitness classes
between 2008 and 2016.

Seniors can improve their health
and maintain their independence.

---------------------------------------

- to help motivate you. Having people there
- to coach us and assist us to get started
made it fun and easy to exercise”

---------------------------------------

--------------------------------------

- *I am thankful for the trainer of the class
and the NKFM's Enhance Fitness for

helping me stay mobile.” - Mollie,

: Turner Senior Resource Center Participant,_:

: who recently turned 100 years old!

--------------------------------------

‘ National Kidney Foundation®

of Michigan
nkfm.org/enhance-fitness

ENHANCE
FITNESS® 25+ classes

offered across Michigan
through the National
Kidney Foundation of
Michigan

Of participants:

64%

have maintained
orimproved in
measures of upper
body strength and
endurance

74%

report a positive change
in physical ability after
participating in EF classes,

with 3 8 %

of that group reporting
“great improvement”

/2%

have maintained or
improved in measures
of lower body strength
and endurance

69%

have maintained
or improved in
measures of balance

What you can expect

Enhance Fitness classes are held 2-3 times a week.

They are taught by certified fitness instructors who are trained
in the Enhance Fitness procedures and exercise program.

Participants are a diverse group of women and men, usually
between 50-95 years old. Anyone is welcome!

Classes range from 10-60+ people in a class.

Classes focus on balance, strength,
endurance, and flexibility exercises and are
adjustable to all levels of fitness.

* EF is partially funded through the generasity of the following funders: Area Agency
on Aging 1-B, The Senior Alliance, Region 7 Area Agency on Aging, Health Alliance
Plan, & Michigan Department of Health and Human Services.

Sources: The National Kidney Foundation of Michigan, Project Enhance, & Sound

Generations. Updated: January 2017




NATIONAL KIDNEY FOUNDATION OF MICHIGAN 2015 EvALUATION FINDINGS

REGIE’S RAINBOW ADVENTURE'

3% of chicrenin te S, NKFM IS WORKING T0 DECREASE THE NUMBER OF KIDS WHO
daily sarving of vegetables. DON'T MEET BASIC NUTRITION OR HEALTH GUIDELINES
2,181 children from 27 head start centers participate in a
seven-week nutrition and physical activity education program.
48% of Datroit children

WEEK1 WEEK 2 WEEK 3 WEEK 4 WEEK 5 WEEK & WEEK ?

ara averweight or obese.

60% of children in the us
d°a°“ Lo ol ”ﬁm":‘w“'““d’d Each session includes reading a book and
YEord S trying a naw fruit or vegetable.

(0 ® ©

HIGH ENGAGEMENT IN THE CLASSROOM

Ateacher talked about a student who would draw Regie with Spiderman
every day. When asked why he drew Regie with Spiderman, the student said,

“When broccoli is
served at iunch, the
children say, ‘Broccol,
iika Regie's Rainbow! !

“Because Regie is going to make sure Spiderman eats right love broceoli!’ They are
because Spiderman needs his energy to fight the bad guys!” much betler atiout

ealing many
vegefables now.”
- Preschool Teacher

PROFESSIONAL DEVELOPMENT FOR TEACHERS

(RRA) staff provided materials and trained 131 teachers who implementad
the program in their classrooms during the 2014-2015 school year.

WHAT ARE THE OUTCOMES FOR CHILDREN AFTER COMPLETING RRA?

Parents reported a significant

0

82% of parant.s reported an increase @ increase in the number of hours their
in their children's fruit consumption,

children were physically active.

Parents reported a significant
(8- decraase In children's TV time
and time playing video games.

75% of parents reported an increase
in their children's veggie consumption.

113
i
¥

B et b

aig TO -
(Ye—




National Kidney Foundation of Michigan’s Evidence Based Programs

INational Diabetes Prevention Program (NDPP)

‘Personal Action Toward Health (PATH) and Diabetes
PATH (for mdwi:luals ‘with diabetes)

The NDPP, is a proven lifestyle change program for
people with prediabetes and others at high risk,
including those with obesity. Trained lifestyle coaches
lead year-long groups to encourage proven lifestyle
changes - losing 5-7% of weight and increasing physical
activity to 150 minutes per week. Participants will
reduce their risk for type 2 diabetes by 58%. For
individuals aged 60 or older the risk reduction is 71%.
Treating 4,000 high risk aduits:

e Prevents 600 cases of type 2 diabetes.!

s Prevents 6,480 missed work days.

¢ Avoids the need for medication for high blcod

pressure and high cholesterol in 440 people.?
s Avoids $3,656,000 in health care costs. ¢

*  Adds the equivalent of 20 years of health for every
100 served.®
® Saves $2,650 ) per person (CMS, 2016)

The PATH program is the Stanford Chronic Dtsease Self
Management Program which has undergone rigorous
evaluation. Results of a randomized study involving more than
1,000 people with chronic disease demonstrated that
participants “whao took the program, compared to those who
did not, had significant improvements in exercise, cognitive
symptom management, communication with physicians, self-
reported general health, health distress, fatigue, disability, and
social/role activities limitations. They also spent fewer days in
the hospital, and there was also a trend toward fewer
outpatients visits and hospitalizations. These data yield a cost
to savings ratio of approximately 1:4.”
(http://patienteducation.stanford.edu/programs/cdsmp.html)
Using 2007 MI hospitalization cost® and 2010 health care
dollars for emergency room visits’, cost savings per
participant® are between $2,010 and 2,141 per person over a
2-year period after subtracting for the cost to run the
program®,

Enhance Fltness

IEnh_ance Fitness implemented in vulnerable communities proviﬁes a safe, low cosl, and effective exercise progra_m 3x a week.
«  14% improvement in physical functional performance on the CS-PFP10 (The Continuous Scale Physical Funclional Performance) ;

26% improvement in balance and coordination;
18% improvement in endurance;

33% improvement in general health on the SF-36 (Short Form, Health Survey);
40% improvement in mental health (reduction in symptoms of depression); and
89% improvement in social functioning

Using physical inaclivity calculator'® and supplying county level data' 12, eslimated cosl savings for Michigan residents who go from being inactive to
physically active was $755 per person.

! DPP Research Group. N Engl ) Med. 2002 Feb 7 346 (6): 393-403

DPP Research Group. Diabetes Care. 2003 Sep; 26 (9): 2693-4

¥ Ratner, et al. 2005 Diabetes Care 28 (), pp. 888-894

4 Ackermann, et al.2008 Am J Prev Med 35 (4), pp.357-363

¥ Herman, et al. 2005 Ann Intern Med 142 (5), pp. 323-32

® Corteville, Lori. Data Analyst at Michigan Department of Community Health. Personal Communication. Mean hospital cost per day
of hospitalization of chronic disease based on 2007 Michigan Inpatient Database.

72010 American College of Emergency Physicians. http://www.acep.org/practres.aspx?id=45887. Final Rules for 2010 Medicare
Physician Fee Schedule.

¥ April 2002 AHRQ Publication No. 02-0018. Agency for Healthcare Research and Quality, Rockville, MD.
http://www.ahrg.gov/research/elderdis.htm. Preventing Disability in the Elderly with Chronic Disease

? CDSMP (PATH, Diabetes-PATH and TCDSS) cost between $70 and $200/person to administer.

'® Quantifying the cost of physical inactivity calculator. East Carolina University. https://www.ecu.edu/picostcalc.

' http://www.census.gov/acs/www. American Community Survey 2008 for Wayne County.

2 Fussman, Chris. Michigan Behavioral Risk Factor Surveillance System Coordinator/Epidemiologist. Personal Communication.
Percent of People Physically Inactive in Wayne County based on BRFSS 2009 Estimated data.
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. American American Diabetes Assoclation
' Diabetes 2451 Crystal Drive, Sulte 900
: .Association. Arlington, VA 22202

1-800-DIABETES (800-342-2383)

National Diabetes Prevention Program Named the First
Preventive Health Initiative Eligible for Medicare Coverage
via CMMI Expansion

Alexandria, Virginia

March 23, 2016 Contact

. . - . . Michelle Kirkwood
The American Diabetes Association Applauds Historic mkirkwood@diabetes.org

Announcement 703-299-2053

In a landmark advancement for preventive health care and the 86 million

Services Secretary Sylvia Mathews Burweli today announced

(http://www.hhs.gov/about/news/2016/03/23/ independent-experts-confirm-diabetes-prevention-model-supported-affordable-
care-act-saves-money.html) the National Diabetes Prevention Program (National DPP) will be eligible for Medicare
coverage. This is the first time since the passage of the Affordable Care Act six years ago that a preventive health
program has become eligible for expanded coverage under Medicare. The American Diabetes Association
applauds today's announcement, which noted that new regulations to expand coverage of the National DPP for
Medicare beneficiaries will be rolled out later this year by the Centers for Medicare and Medicaid Services (CMS)

The American Diabetes Association has long supported the National DPP, a network of community-based,
lifestyle intervention programs administered by hospitals, health care centers and community organizations that
meet Centers for Disease Control and Prevention (CDC) standards. Sec. Burwell revealed data produced by a2012
Health Care Innovation Award (HCIA) grant, from the Center for Medicare and Medicaid Innovation (CMMI) to the
YMCA, confirming the significant health care savings of the National DPP. During the 15-month peried of the
program, Medicare saved $2,650 for each person enrolled.

"The Association has spent the last eight years diligently advocating for Medicare coverage of the National DPP,
and today's announcement is a powerful endorsement of the value of preventive health care for people who are at
risk of developing type 2 diabetes,” said Kevin L. Hagan, chief executive officer for the American Diabetes
Association. "The evidence shared today confirms the National DPP delivers cost savings to individuals who are
at risk for developing diabetes and to our health care economy. Most importantly, the National DPP showed
improved health outcomes for participating individuals, demonstrating that interventions like the National DPP
can help prevent many of our country's seniors from developing type 2 diabetes and its horrible complications,
which can include blindness, amputation, heart disease, stroke and kidney failure.*

The CDC {http://www.cdc.gov/diabetes/pubs/statsreport] 4/national-diabetes-report-web.pdf) estimates that, if current
trends continue, one in three American adults could develop diabetes by 2050. More than 29 million adults and
children in the U.S. have diabetes, representing 9.3 percent of the population. Every day, more than 3,700 people
are diagnosed with diabetes In the U.S., the equivalent of about one new diagnosis of diabetes every 23 seconds.
In addition, 86 million Americans have prediabetes, a condition that can lead to type 2 diabetes. 11 percent of
people with prediabetes will develop type 2 diabetes within five years of a prediabetes diagnosis unless they
participate in intensive, early intervention such as the National DPP.

The potential for Medicare coverage expansion announced today by Sec. Burwell achieves the goals of the
Medicare Diabetes Prevention Act of 2015 (S. 1131/H.R. 2102), introduced by Senators Al Franken (D-MN), Susan

http://www.diabetes.org/newsroom/press-releases/2016/national-dpp-named... 2/21/2017
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Collins (R-ME), and Charles Grassley (R-|A) in the Senate, and Representatives Susan Davis (D-CA} and Peter King
(R-NY) in the House of Representatives.

*“Thank you, Sec. Burwell, for your leadership today, and thank you Sens. Franken, Collins and Grassley, and Reps.
Davis and King, our fong-time champions for diabetes prevention and care,” continued Hagan. "Making the
National DPP accessible to Medicare beneficiaries is an important step in our shared national imperative to end
the diabetes epidemic.”

The HCIA grant of $12 miillion over three years from CMMI covered the costs for qualified Medicare participants
(adults age 65 or older, screened for and diagnosed with prediabetes) 1o complete this lifestyle intervention at one
of the YMCA's 17 participating community centers. The CMMI grant to the YMCA was the first ever investment by
CMS to test the success of a community-based diabetes prevention program.

"Approximately one in two seniors has prediabetes, and early intervention is critical to preventing or delaying the
onset of type 2 diabetes. Medicare coverage of the National DPP, including the YMCA's program, will provide
critical access to an intervention that can reduce the risk for our nation's seniors,” said Robert E. Ratner, MD, chief
scientific and medical officer for the American Diabetes Association. Ratner served as the lead investigator at
MedStar Health Research Institute, one of the participating centers for the Diabetes Prevention Program Research
Group's historic clinical trial, which led to the creation of the National DPP.

in 2002, the Diabetes Prevention Program Research Group's randomized clinical trial, "Reduction in the Incidence
of Type 2 Diabetes with Lifestyle Intervention or Metformin (http://www.nejm.org/doi/pdf/10.1056/NEJMaa012512) *
also known as the Diabetes Prevention Program (DPP), demonstrated that intensive lifestyle intervention was
effective and successfully reduced risk for developing diabetes by 58 percent for the entire study population; and
for those over the age of 60, risk for diabetes was reduced by 71 percent.

These powerful findings were later translated to a community classroom setting, where lifestyle interventions
were replicated at a lower cost. This led to the creation of the National DPP, which is overseen by the CDC. The
National DPP consists of an intensive, 12-month, evidence-based intervention program that includes 16 weekly
core sessions followed by monthly maintenance sessions. Delivered in a classroom setting by trained coaches,
the National DPP provides a supportive, small group environment to promote healthier eating habits and increase
physical activity, with goals of reducing body weight by 5 to 7 percent and increasing physical activity to 150
minutes per week. In 2010, the National DPP was authorized by Congress as part of the Affordable Care Actto
build an infrastructure of programs across the country. The cost to participate in the National DPP is not currently
covered by Medicare. Today's announcement creates the pathway for Medicare to cover National DPP certified
programs, thereby opening access to millions of Americans at risk for type 2 diabetes.

Health care costs for people with diabetes are 2.3 times higher than for individuals who do not have diabetes. In
2012, the cost of diagnosed and undiagnosed diabetes and prediabetes escalated to $322 billion, a 48 percent
increase in just five years. This equates to one in every 10 health care dollars being spent treating diabetes and its
complications, and one in five health care dollars being spent to care for people with diabetes. For Medicare
beneficiaries, the numbers are greater, with one in every three Medicare dollars spent on care for people with
diabetes.

For more information about diabetes and information about prevention programs, visit diabetes.org
{http://www.diabetes.org/) .

About the American Diabetes Association

More than 29 million Americans have diabetes, and every 23 seconds another person is diagnosed with diabetes.
The American Diabetes Association (Association) is the global authority on diabetes and since 1940 has been
committed to its mission to prevent and cure diabetes and to improve the lives of all people affected by diabetes.
To tackle this global public health crisis, the Association drives discovery in research to treat, manage and prevent
all types of diabetes, as well as to search for cures; raises voice to the urgency of the diabetes epidemic; and

http://www.diabetes.org/newsroom/press-releases/2016/national-dpp-named... 2/21/2017
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Good afternoon. My name is Keith Morris and | am the President of Elder Law of Michigan, Inc. We are a
statewide nonprofit that provides assistance to seniors through its various programs, like the Legal Hotline for
Michigan Seniors, the Mid-America Pension Rights Project, and the MiCAFE program. MiCAFE stands for
Michigan’s Coordinated Access to Food for the Elderly. | wouid like to take just a few minutes to update you on
the work of the MiCAFE program and the MiCAFE Network, composed of 120+ partners across Michigan, which
the MICAFE program oversees.

I'd like to start with a quick story about one of our MICAFE clients, Mary from Jackson. She lived in a subsidized
senior apartment complex and had very limited access to transportation. She struggled monthly to find enough
money for food. She was also unable to apply for any food assistance because she could not get to the
Department of Human Services Office and wasn’t able to use a computer to fill out the application herself.

Mary attended a MiCAFE Network presentation at her apartment complex and immediately scheduled a phone
appointment. Our staff helped Mary complete her application, gather her documentation, and submit the
application. This was done by phone and with a follow up visit to her apartment by one of our staff.

Mary began receiving her benefits shortly after that. She shared that the fact that MiCAFE was willing to come to
her apartment was instrumental in her getting the food assistance that she needed.

With the new food benefit, Mary can buy more nutritious fruits and vegetables and eats a balanced, healthy diet
— something she wasn’t able to do before getting this benefit. Mary said, when we last talked with her, that she
was “grateful beyond words” for the help that MiCAFE gave her.

This story is pretty typical of the clients that MiCAFE helps each year. In fiscal year 2016, we educated over
20,000 likely-eligible seniors about the Supplemental Nutrition Assistance Program (SNAP). We screened over
5,000 of these seniors for the SNAP benefit and other benefits. Of those, we assisted over 1,100 seniors apply
for this federal benefit, with 3 out of 4 being found eligible and receiving an average benefit of $91/month. That
may seem like a small amount of money to many of us, but for many of our clients, it is a huge increase in their
monthly available income and gives them the ability to buy the food needed to eat a healthier diet.

Mary’s story exemplifies why Elder Law of Michigan, Michigan’s Department of Health and Human Services, and
over 120 local senior-friendly community locations have sustained a partnership for the past sixteen years to
educate seniors about this federal benefit, to help each senior individually complete the application, and then to
provide ongoing support with any issues that they may have.

Only one in three eligible seniors in the United States participates in the SNAP program. In Michigan, 60% of
those eligible seniors are not participating. The reasons that prevent them from applying and using the benefit
range from lack of knowledge, lack of transportation, stigma, etc. MiCAFE was conceived to try and address
these barriers and to bring the service to the senior. This program started in Genesee County, and it has since
expanded to partners located in 34 counties throughout the state. It is our hope to continue expanding to cover
the entire state in the near future.

1|Page
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The concept is basically this: by reaching out to educate seniors that may have misconceptions about the SNAP
benefit, then allowing them to go to a community center near where they live to apply, and also providing them
with one-on-one help to fill out the application, the senior would be able to overcome several obstacles that
may have kept them from applying.

The partners that formed the MICAFE Network worked together to first identify people that were likely to be
eligible for the benefit and then designed and tested outreach materials and messages to get the attention of
these seniors and explain the program to them. These senior-specific messages are designed to explain the
benefit ta them in a way to dispel misconceptions.

Another obstacle that keeps seniors from applying is the embarrassment of having to ask for help. Many of
these seniors always paid cash for everything and always paid their debts. The thought of asking for a handout
was not something they would entertain. Oh, and not to mention the thought of their neighbor seeing them at
the welfare office.

We probably all know someone like that. Someone that would never ask for help if they were sick or even as
they got older, wanted to try and take care of everything themselves. So, if you think about it, these stigmas and
misconceptions are real reasons that would keep a senior from taking the step to apply.

Additional obstacles included the inability to physically travel to the office and the inability to complete the
application on their own due to limited literacy, cognitive impairments or other disabilities, or simply just not
being able to understand it.

The MICAFE Network set up a model that addresses each of these obstacles. By training and supporting
community partners and application assistants that help seniors at these locations, MiCAFE has been able to
provide a senior friendly, easy-to-get-to location that someone would not be embarrassed to be seen at.
Additionally, having someone work with them one-on-one to explain the benefit, to walk through the questions,
and then to help gather the paperwork over came other obstacles.

MICAFE is successful because of the partnerships with the Department of Health and Human Services, who has
worked with us to test several ways to increase access to the benefit for seniors, and its Aging and Adult Services
Agency, formerly the Office of Services to the Aging, which provided the original web system that we used to do
an electronic application. Together, we are able to provide education and access to the benefits through a
senior-friendly community location, individualized application assistance, and supporting all this through
technology.

I'd like to tell you a quick story about Patty, one of our clients. She is 71, divorced, and living alone. Her only
income is a very modest social security check of about $1100 a month. While she didn’t consider herself to be
poor, she realized that she had to watch every penny and struggled each month to pay all of the bills.

MICAFE reached out to Patty through a letter campaign in partnership with her local DHHS office. She called our
toll-free number and was excited to learn that she might be eligible for this help. With the help of a nearby
senior center, Patty applied for SNAP and she received nearly $200 a month in benefits. MiCAFE also helped her
understand how to use her new card. A year later, MiCAFE also helped her go through the recertification

2|Page
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process so that she could keep her benefit.

Patty IS our typical client: a woman in her seventies, living alone due to the death of a spouse or a divorce. She
takes medications, when she can afford them, for four or five chronic illnesses. She is under nourished and at
risk of continuing nutritional deficiency. She pays nearly 80% of her gross income (often nothing more than
survivor’'s Social Security) for housing and medical care. As a result, our typical client receives $91 a month to
buy food.

From a purely economic standpoint, MiCAFE is goad for Michigan’s economy. In October 2016, there were over
6,000 seniors in Michigan who are receiving benefits because they were assisted by MiCAFE over the past few
years. The average benefit for these cases is $91 a month. That equates to nearly $550,000 in federal SNAP
benefits being brought into the state each month. Over a twelve-month period, these cases will generate nearly
$7 Miilion in benefits for Michigan’s poor seniors.

We ask that you fund this program at the amount in the Governor's recommended budget.

Thank you again for the opportunity to address the committee today, and on behalf of the Michigan seniors that
we have already helped and those that we will be helping in the coming year, thank you for your support of the
MiICAFE program.

Any gquestions?

3|Page
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Did you know? ¢

4 in 10 SNAP-eligible
seniors only receive
the minimum monthly
SNAP benefit of $16.

“MiCAF E

hetwerk

www.micafenetwork.org | 877.664.2233

Did you know that nearly
160,000 Michigan seniors
face hunger everyday?

Thousands of these seniors have to choose
between food, medicine, and utilities on a daily
basis. MiCAFE, a program of Elder Law of Michigan,
Inc., and the MiCAFE Network, a network of 125
community organizations across Michigan, work
to connect eligible seniors with food assistance
benefits. These benefits are vital to the health

of these seniors, empowering them to purchase
healthy foods that they otherwise could not afford.

Since 2001, the MiCAFE
Network has helped seniors
access over 22 million meals
they could not otherwise
afford to purchase.

In fiscal year 2016, the MiCAFE Network:

* Educated over 20,000 likely-eligible Michigan
seniors on benefits programs and how to apply;

* Screened nearly 5,000 Michigan seniors for
benefits eligibility;

* Supported over 3,000 Michigan seniors in SNAP
benefit recertification;

* Assisted over 1,100 seniors from 40 Michigan
counties apply for SNAP benefits; and,

* Helped 831 Michigan seniors receive an average
SNAP benefit of $91 per month to purchase
food they otherwise could not afford.

Due to the efforts of the
MIiCAFE Network, thousands
of seniors have beat hunger.

Elder Law of Michigan, Inc. (ELM), is a nonprofit organization whose mission is to
advocate for, educate, and assist our target populations. While our services address
the needs of many different people, we continue to target our services ta older adults
and persans with disabilities. For 25 years, we have provided no-cost counseling on
legal, pension, housing, nutrition, and benefits access. MiCAFE, a program of ELM,,
helps individuals apply for benefits that meet their basic needs including food,
utilities, housing, medical assistance, and prescriptions. For more information about
ELM, contact us at 866.400.9164 or visit us at www.elderlawofmi.org.



Participate in the MiCAFE Network in your own way!

MICAFE Network Partners are found all across Michigan in various shapes and sizes,
so it is important that each Partner supports the Network in a way that works for their
organization. To facilitate this, there are varying levels of participation your organization
can have as part of the MiCAFE Network, all of which are very important to getting
benefits to seniors in your community who are in need.

If your organization has a dedicated staff person who can focus on seniors a few hours
a week or if your organization can just help spread the word about benefits access,
you can be an integral part of the MiCAFE Network. Every effort helps as the MiCAFE
Network aims to provide food assistance and other benefits to the nearly 160,000
Michigan seniors who face hunger every day.

Completing Partner
- Complete benefit applications with seniors (with possible reimbursements available
to your organization for application completion);
» Reach out to potentially eligible seniors through co-branded mailings; and,
- Also serve as an Assisting, Finding and Referring, and Educating Partner.

Assisting Partner
« Assist seniors with signing and submitting benefits applications electronically;
« Receive continuing education credits for participation in training events; and,
« Also serve as a Finding and Referring and Educating
Partner.

Finding and Referring Partner
« Use the MiCAFE Network's Mi-SOAP Portal to find
potential eligibility through the Key Benefits Screening;
+ Refer seniors to complete benefit applications;
+ Participate in monthly Network conference calls; and,
+ Also serve as an Educating Partner.

Educating Partner

« Display materials about the MiCAFE Network,
SNAP, and benefit programs;

» Host community outreach events; and/or,

» Speak to seniors about benefit programs.

@MiCAFE

netwerk

www.micafenetwork.org | 877.664.2233

Generously supported by:

USDA Community
mDHHS NCOo = Foundation Senter Regtonal Eallaborative

National Councll on Aging #OR SOUTHEAST MICHIGAR
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Statewide Parent to Parent Program Report
HB 5274
October 1, 2016 — January 31, 2017

Executive Summary:

In the first four months of the contract cycle, AFSN's Statewide Parent to Parent
Program has served 838 unduplicated adoptive families in the state of Michigan.

2616 total contacts were made with adoptive families in the first four months, averaging
1 hour total contact per family.

70 % of the families seeking services from AFSN are families who have adopted at least
one child from the child welfare system, the remaining 30% families have adopted
internationally, privately, and through kinship adoptions outside of the child welfare
system are also seeking crucial support services. These families are often isolated and
lack access to needed services and support groups due to program eligibility
requirements, while AFSN assists ALL adoptive families.

The three most common reasons given by families for connecting with AFSN's Parent to
Parent Program are; interest in support groups/connection to other adoptive families,
attendance at parent and family networking events, and families seeking resources to
assist them with their child’s challenging behaviors (including referrals for adoption
competent therapists, school advocacy and respite).

Despite AFSN's reduction from ten to five Adoptive Parent Consultants for FY 2016~
2017, Adoptive Parent Consultants (staff and volunteer) are facilitating 26 different in-
person monthly adoptive parent support groups serving families in 14 different counties.
26 adoptive parent leaders completed an 18 hour leadership certification program
between May and July 2016. As a result of that training, AFSN was able to expand
services throughout the state despite a 30% budget reduction for the current fiscal year.
In the first quarter, 98% of families surveyed had all of their adopted children under the
age of eighteen remaining in the home after receiving services from AFSN.

98% of first quarter survey respondents were "satisfied” or “very satisfied” with the
support they received from AFSN's Parent to Parent Program.

99% of first quarter survey respondents “agreed” or “strongly agreed” with the statement;
“l feel more able to access needed support and resources for my family since connecting
with AFSN.
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Type of Adoptive Families Served

(may include more than one type of adoption)

® Foster Care to Adoption H International B Private Domestic
H Kinship/Guardianship M Recruited Waiting Child H Foster pre-adopt/In process
1% 3%

Program Outreach and Events:

During this reporting period, Parent to Parent Program staff have attended and/or made
presentations about AFSN’s services to 23 different community groups, agencies and schools in
18 counties.

Additionally, Parent to Parent Program Staff have organized and hosted 13 family
fun/networking events and attended 12 community events with participants from 25 different
counties. These events provide opportunities for families in surrounding areas to connect to one
another.

Finally, Parent to Parent Staff facilitated 26 in-person support groups and educational forums
serving families from 14 counties.

Website Usage:

www.afsn.org had 5,911 visits from 2224 users from October 2016 through January 2017, 64%
of which were new to the site. 23% of the website traffic came through referrals from other
websites, including state and national adoption support agencies, Michigan’s Post Adoption
Resource Centers and family resource guides, MARE and MSU School of Social Work.
Website traffic came from 38 countries, 41 states and 209 cities in Michigan, showing the wide
reach of AFSN's networks and demand for post adoption information.

Social Media Presence:



AFSN has a strong facebook presence, with 2,571 “likes” for the agency. AFSN's facebook
pages feature trainings, events, program announcements and educational resources, as well as
encouragement and mutual support of adoptive families. “Friends” of the AFSN facebook pages
come from over 150 cities in Michigan.

AFSN operates and moderates 13 closed/secret online support communities for adoptive
families with 2,040 total support group members. These groups include online support for
Parent to Parent Statewide Adoptive Families 1635, Cedar Springs Parents 31, Parent to Parent
Leaders 79, Adoptive Intentional Parent Book Club 135, Transracial Adoptive Families 564,
LGBTQ adoptive families 41, Adoptive families who completed the Advanced Parenting for
Challenging Children educational series 92, Singles in Support 77, Raising Healthy Families 54,
Adoptive Dads 93, Special Needs Adoptive Families 47 and Mid-East Michigan AFSN Families
46

AFSN also has staff serving as contributors/administrators to other groups not initially started by
AFSN. Those groups include; West Michigan Families Who Adopt- 374, Michigan Area
Adoption Support Group- 504, Michigan Foster Care/Adoption- 2,637 Southeast Michigan
Foster, Adoptive and Kinship Social Group 106.
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HOMES AND HOPE FOR CHILDREN SINCE 1887

February 27, 2017

Human Services subcommittee of the Standing Committee on Appropriations, Rep. Edward
Canfield, Chair

Testimony for Continuation of Parent Lead Support

The Adoptive Family Support Network has worked tirelessly to ensure a well-planned expansion
of our statewide Parent to Parent Program model to now be nearly entirely run by volunteer
adoptive parent leaders. We could not have done this without the continued legislation provided
through both the Michigan House and Senate. Our efforts ensure there will be as much time as
possible to provide direct support to adoptive families and provide technical assistance to parent
leaders throughout Michigan. To date, we have supported a total of 1,661 families from 70 of
83 counties in Michigan. Yet our work has just begun.

Allow me to speak to the need for continuation of funding for this crucial program for next
fiscal year. Establishing trusting relationships in communities takes time. Families often feel
isolated and alone in their struggles, leading them to wait to reach out until they are in crisis.
Ever-changing agency staff, contracts, eligibility requirements, and community resources
exacerbate this problem. What is unique, cost effective and enduring about the Parent to Parent
model is that we are focused on training parents to advocate, lead and support parents in their
own communities with skills that cannot be taken away when the funding ends. The passion that
these leaders have to support families throughout the adoption process and long after the
agencies have closed their cases, cannot be replaced even by the best social work. Other
adoptive parents can give hope and courage to adoptive parents who face the very real
challenges that come with parenting children who have experienced trauma and loss in profound
ways.

Parents tell us: You could have said see ya next month. But you didn't, and through that my
hope was renewed. We were at owr wits end, but afier meeting with you I got connected to
support groups. We are not alone and knowing other parents get this crazy journey we are in,
that brings a comfort and strength that is hard to describe. I appreciate all that AFSN provides
through the many resources and services available, But you, our Jearless leader, are one of a

kind,

Indeed, 42% of families who contact the Parent to Parent Program are seeking to join support
groups and connect directly with other adoptive parents in their area. Adoptive Parent



Consultants throughout the state are reaching out to existing groups to provide support, training
and technical assistance to these leaders to strengthen their efforts, while developing new leaders
and groups where there is a gap. To date, AFSN is currently facilitating 21 groups across
Michigan.

But, we need more time to continue to empower, educate and train strong volunteer
community leaders in ALL areas of our state so that the we have an organized and trained
“army” of dedicated adoptive parents equipped with the tools to lead and mentor other
parents for the long haul, decreasing the need for costly agency and system intervention. We
know we are moving families from crisis to stability every day. We also know it takes the
technical assistance and ongoing leadership of AFSN to keep a volunteer’s passion fueled and
their skills up to date. We are now focusing our work on create trainings our volunteer leaders
can train themselves. We create events with locations across the state from SE Michigan to the
Upper Peninsula, and all volunteer run. AFSN continues to maintain a Warmline 24/7 to support
families anytime they need. We do not want to see this support for ALL Michigan adoptive
families end.

I would like to end with an example of what AFSN is doing every day. This is a recent post
from an adoptive parent in AFSN’s Adoptive Parent, Intentional Parent online book club
currently being offered to more than 100 adoptive families. The discussions are led by the
parents themselves and also includes no cost webinars with the author.

1 get NOTHING for letting you know about it (AFSN), except for maybe helping a family, like Carrie
Burrows, helped our family by connected us to resources. Our family was over! Our marriage was on the
edge of failing. One of our adoptions was on the brink of being a failed adoption. We had lost most of
our friends. We were going INSANE! No doctors, psychiatrists, counselors, teachers, specialists, helped
us. Seven YEARS we tried everything. Seven YEARS!!!!! No one had given us ONE SINGLE TOOL to help us.
We now have TOOLS! The next morning, when the kids got up, we used those TOOLS!!! Our lives were
changed overnight! Happy to say, we are still married, our adopted daughter is still our daughter!!! is
our life PERFECT? OH, HECK NO! Do we now know how to help our daughter and family? YOU BETCHA!!

| wouid like to close by saying thank you on behalf of the more than 1,600 Michigan foster, adoptive and
kinship families we work with every day. Together we are bringing hope and stability to families.

Brooke Van Prooyen, Program Manager

Adoptive Family Support Network



Introducing the Parent to Parent
Program from Adoptive Family
Support Network

What is the Adoptive Parent to
Parent Program?

This program provides a listening ear,
knowledgeable guidance and community
connections to any member of an adoptive -
family, Our services are offered at no charge,

through consultants located throughout the

state, We are here to serve any adoptive family >
member who has adopted in Michigan.
[ ]
What Do We Offer?
oy |

Matching your family to one. ofour trained
adoptive parent consultants whose
adoption experience » and background
most closely fits your situation,

¢  Providing personal contact and supportin.
whatever way and for however long you i
need it {(phone, email, in person, etc.).

®  Connecting your family to other'adoptlve / p g
families so that you caniall support each f y 4
otheras you grow together, . f

4

Free Support Available 24/7: 855-MICH-P2P

Email: Parent2Parent@afsn.org

' child needs in school?

When Should You Call?

Call us any time you have a question about
adoption, such as: y

Identity. How do | answer my child's 5
questions about his/her Idel}ti’tyf}"

Behavior. My child is exhibiting some
difficult behaviors (mood swings, temper,
disobedience, etc.). Wh‘a‘\r can | do?

Resources. What kinds of medical,
emotional and financial support are
available to us as an adogdv{famlly?

Advocacy. How do | obtain the H’eip my

Referrals. Can youl helpmefinda _
physician, therapist or other speclalist
with experience in ado tloﬁ’lpssues?

Peer support. Cadil'connect with another

_a}:IB'p]:iv'e family? Is there someone else
~ out there like us?

Grltf‘é#t;-!oss. | have heard that there are

rtain ages when children more
commonly have questions about their
adoption. How do | respond?

MRDHHS

Michigan Dapariment o Healths Human Services

This program is funded by the Michigan
Department of Health & Human Services.

.



House of Representative Hearing Testimony
February 27, 2017

Barbara Fowkes
320 W. Huron Street
Milford, MI 48381
Spectrum Community Services — Executive Director
28303 Joy Road, Westland Michigan 48185

House of Representative Subcommittee Members:

My name is Barbara Fowkes and [ am the Executive Director for Spectrum
Community Services, a non profit Human Service agency. Spectrum
Community serves over 700 children and adults with intellectual and
developmental disabilities including autism, and mentally ill adults in
residential settings, support coordination and enhanced health services. We
provide these services throughout the state to include: Antrim County,
Berrien County, Ionia County, Kent County, Manistee and Benzie County,
Mason County, Missaukee County, Oakland County, Otsego County,
Washtenaw, Wayne, and Wexford Counties. 1am here today on behalf of
the people I employ and the people I serve.

Spectrum Community employs nearly 1,100 people. 60% of our employees
work part time. We currently have 125 full time positions for direct care
staff that we have had difficulty hiring people to fill. More than 50% of the

people we employ have one or two more jobs to assist them to pay their



bills. They feel they need to work multiple jobs as the rate of pay for this
position is not adequate and is within the poverty level. Over the last few
years it has become more and more difficult to recruit and hire for the direct
care position. This is a position that requires people to be dedicated and
engaged with people who have special needs. It has not been easy to find

people with these qualities who are willing to work for the current pay.

My staff is very hard working people and very dedicated to improving the
lives of our most vulnerable citizens. However when they have to work for
multiple companies to make ends meet, they are not always at the top of
their game. The need to pay people who serve our disabled population
needs to be recognized as a crisis in our field. In all the counties Spectrum
Community provides services in, the story is the same. We are not able to
find anyone who is willing to work for the low wages we are able to pay.
There is a lot of responsibility that comes with providing day to day hands
on services to the individuals we provide serves. The people who apply to
work for us need to qualify with having the following: no criminal history, a
valid driver’s license with a good driving record, a negative drug screening,
and a clearance on the DHHS child abuse registry. Another area of concern

is transportation to get to the program site. Many staff does not have good

2



reliable vehicles. Most can not afford car payments and rely on older
vehicles.

The Direct Support Staff have a lot of responsibilities. They are working
with people who may have high medical needs or have high behavioral
challenges. This can be very stressful for the employee. Often times stress
for employees is just as much with their co workers and the fear of not
knowing if they will be able to go home at the end of their shift. We provide
24/7 residential services in most of our sites so staffing is required around
the clock. If staff calls in for the shift, then some one has to stay and work;

either the home manager or the staff on shift.

I have been providing services to people with disabilities for more than 40 years. [
have dedicated my life to help and advocate for our most vulnerable citizens. For
the last 35 years I have worked for Spectrum Community and have worked at all
levels of the agency. What I am secing currently in finding people to work is at its
all time low. Our state is at a critical point in providing good quality services
because of the over worked employees and the inability to hire new employees to
relieve our existing employees. Our staff wants to do a good job and they do enjoy
working with our individuals but they are tired. We need your help to fix this

problem.



In closing, [ would request that you consider approving the Governor’s
recommendation to increase the direct care wage by 50 cents and increase this by
another $1.50 so that we may be able to attract people who want to make this a
long term career in the human service field and more quality people applying for a
position. Having a pay scale $2.00 above minimum wage would have a great
impact on our hiring of quality people. I know that my employees would be very

grateful for any kind of a wage increase from you.

Thank you for allowing me to share with you my views. Please, continuc
your commitment to those with disabilities and we will honor that

investment. Thank you.
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February 27, 2017

Chairman Canfield and other distinguished committee members, thank you for the opportunity to provide
testimony on the Fiscal Year 2018 Michigan Department of Health and Human Services budget. My
name is Karlene Ketola, Executive Director of the Michigan Oral Health Coalition. The Michigan Qral
Health Coalition serves as the collective voice of oral health— as our members include dental
professionals as well as universities, community health centers, insurers, professional associations and
local health departments who together work to improve the oral health of Michigan’s nearly 10 million
residents.

We applaud the Legislature for its support of Healthy Kids Dental—making it a statewide program in
Fiscal Year 2017. The program has improved access to dental care for Michigan’s one million Medicaid-
enrolled children.

Medicaid is also the primary insurer of dental care for almost 700,000 low-income adults, who are
pregnant, disabled, homebound or institutionalized. The current Medicaid fee-for-service Adult Dental
program has struggled to attract enough dentists to serve such a large population. Due to the low number
of participating dentists, adult Medicaid beneficiaries have great difficulty in accessing dental care. Many
simply go without or end up visiting a hospital emergency department. Most emergency departments are
not equipped to handle dental treatment, so Medicaid beneficiaries often just receive pain relief
medication and an antibiotic. Unfortunately, this does not treat the underlying dental disease, so patients
experience only temporary relief. In the end, the poor access to care simply results in return trips to the
emergency department, unnecessary suffering and health care dollars unwisely spent,

As you develop your Fiscal Year 2018 budget proposal, we request that you provide funding to reform the
Medicaid Adult Dental program. We believe an investment in Michigan’s Medicaid Adult Dental
program will eliminate unnecessary suffering, improve the likelihood that Michigan’s vulnerable adults
can find employment and generally improve their oral and overall health.

Respectfully Submitted,
Karlene Ketola, MHSA, CAE
Executive Director

Enclostre

Michigan Oral Health Coalition | 106 W. Allegan Street, Suite 310, Lansing, Ml 48933
Tel 517.230.4381 | E-mail kketola@mohc.org | Web www.mohc.org



CALL TO ACTION

Bringing Michigan's Medicaid adult dental coverage in
line with the state's Healthy Kids Dental and Healthy
Michigan Plan will greatly expand access to critical
oral health care for Michigan's low-income residents.

Today in Michigan, dentists who treat children receive
higher payment rates than those who treat adults.
Similarly, Michigan's adult dental payment rates are
far lower than other states.

Michigan should bring those payments in line, and
simplify the administration of the Medicaid Adult
Dental Program, making it easier for providers to
contract with Medicaid.

BACKGROUND

Access to dental care is limited or nonexistent for
nearly one million Michigan residents, creating
serious oral health care issues that can lead to tooth
loss, pain and potential life-long ramifications.

Poor oral health elevates risks for chronic conditions
such as diabetes and heart disease, and leads to lost
workdays and reduced employability.’ It can also
lead to the preventable use of costly acute care.

A recent study identified $2.7 billion in dental-
related hospital emergency department visits in the
U.S. over a three-year period. 30 percent of these
visits were by Medicaid-enrolled adults, and over

40 percent were by individuals who were uninsured.?

+ Low-income adults, who are disabled, homebound,
or institutionalized, suffer a disproportionate share
of dental disease >*

« More than one-third of all Michigan seniors have
lost six or more natural teeth due to tooth decay
or gum disease. Low-income seniors are more than
three times as likely to have lost six or more teeth
due to tooth decay and/or gum disease.

« Poor oral health in pregnant women is linked to a
high risk of pre-term birth and low-birth-weight
babies.

 UMICHIGAN
f %] Oral Health Coalition

Adult Comprehensive Oral Exam (DCI150)
Medicaid Payment Rate, 2017

CHALLENGES TO ORAL HEALTH CARE ACCESS
AND UTILIZATION FOR LOW-INCOME ADULTS
IN MICHIGAN

Barriers to Care: While comprehensive dental
coverage is provided for children enrolled in
Medicaid, Medicaid-eligible adults in Michigan only
have access to limited preventative and restorative
services and care is difficult to access because

of low payment rates for providers, and
bureaucratic hurdles,

Provider Availability: Medicaid enrollees often have
difficulty finding dental providers. Only 20 percent
of dentists nationwide accept Medicaid, due to
burdensome administrative requirements, lengthy
payment wait times, low payment rates, and more.

Sources:

1 http://www,nashp.org/sites/default/files/Adult%20Dental %20
Monitor.pdf

2 https://www.ncbi.nlm.nih.gov/pubmed/24686965

3 https://kaiserfamilyfoundation.files.wordpress.
com/2013/03/7798-02.pdf

4 https://www.hrsa.gov/publichealth/clinical/oralhealth/
improvingaccess.pdf

* http;//www.midentalaccess.org/research

Michigan Oral Health Coalition = 106 \W. Allegan Street & Suite 310 m Lansing, Ml m 517.827.0466 & www.mahc.org




STATE OF MICHIGAN

DEPARTMENT OF EDUCATION

RICK SNYDER BRIAN J. WHISTON
GOVERNOR LANSING STATE SUPERINTENDENT

2015-2016 Annual Legislative Report

Public Act 84 of 2015

Sec. 1007. (1) From the increased funds appropriated in part 1 for child
development and care - external support, the department shall create
progress reports that shall include, but are not limited to, the following:

(a) Both the on-site and off-site activities that are intended to improve
child care provider quality and the number of times those activities are
performed by the licensing consultants.

(b) How many on-site visits a single licensing consultant has made since
the start of the 2015-2016 fiscal year.

(c) The types of on-site visits and the number of visits for each type that a
single consultant has made since the start of fiscal year 2015-2016.

(d) The number of providers that have improved their quality rating since
the start of fiscal year 2015-2016 compared to the same time period in
fiscal year 2014-2015.

(e) The types of activities that are intended to improve licensing consultant
performance and child care provider quality and the number of times
those activities are performed by the managers and administrators.

(2) The progress reports shall be sent to the state budget director, the house
and senate subcommittees that oversee the department of education, and the
house and senate fiscal agencies by April 1, 2016 and September 30, 2016.

Executive Order

Executive Order No. 2015 - 4 transferred the Office of Chiid and Adult
Licensing (OCAL) from the former Michigan Department of Human Services
(DHS) to the Michigan Department of Licensing and Regulatory Affairs (LARA).
LARA effectively took over day-to-day operations of OCAL in the 37 quarter of
2015. For purposes of this report, the “*department” means the Department
of Licensing and Regulatory Affairs.

STATE BOARD OF EDUCATION

JOHN C. AUSTIN — PRESIDENT « CASANDRA E. ULBRICH — VICE PRESIDENT
MICHELLE FECTEAL — SECRETARY « PAMELA PUGH - TREASURER
LUPE RAMOS-MONTIGNY = NASBE DELEGATE « KATHLEEN N. STRAUS
EILEEN LAPPIN WEISER « RICHARD ZEILE

608 WEST ALLEGAN STREET « P.O. BOX 30008 = LANSING, MICHIGAN 48909
www.michigan govimde « 517-373-3324
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Appropriated Funds

The Michigan Department of Education - Office of Great Start (MDE-OGS)
entered into an agreement with the Michigan Department of Licensing and
Regulatory Affairs (LARA) to implement the hiring of the additional child care
licensing staff to ensure health and safety of children, as well as to reduce to
the ratio of child care licensing staff; providing mutually agreed-upon support
functions to the Child Development and Care (CDC) Program, and maintaining
clear communications between both agencies in the interest of the citizens of
this State in need of early childhood development and child care programs.
The agreement is for a maximum appropriation of $16,340,200.00 and is
intended to support the ongoing work of child care licensing as well as
increase licensing consultants to reduce current caseloads.

In an effort to reduce caseloads and ensure the increased ability to do health
and safety monitoring and support providers as they increase quality, LARA
has begun to hire additional staff. At the beginning of the fiscal year there
were 67 child care licensing consultants and six area managers across the
state. Through Phase I hiring will increase front line staff to 88 child care
licensing consultants and eight area managers to bring staffing to 96 and
reducing caseloads to an average of 111 from approximately 150.

Due to the decline in licensed and registered programs and additional federal
requirements that are still being assessed, LARA will continue to analyze the
ratios and work with MDE to determine the actual needs to complete the
legislative intent.

Reporting Requirements

Please note: this report reflects the activity of current child care licensing
consultants as LARA is in the process of hiring and training the additional child
care licensing staff.

(a) Both the on-site and off-site activities that are intended to improve
child care provider quality and the number of times those activities are
performed by the licensing consultants.

Overview: There are a variety of activities Child Care Licensing Consultants
perform that are intended to improve child care provider quality as it relates
to child care rules and requlations. These include activities such as, providing
in-service trainings to licensees/registrants and trainings at conferences;
providing child care center orientation; and participating on committees
established to improve child care quality.

These types of activities were performed 160 times from October 1, 2016
through February 29, 2016. In addition, Child Care Licensing Consultants
provide technical assistance and consultation to registrants/licensees on how
to apply and comply with the licensing rules on a daily basis. This is the first
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time that some of these activities have been tracked/counted. The chart below
provides the breakdown.

Activities to Improve Quality as it Relates to Child Care
Licensing Rules and Regulations that were Performed
by Licensing Consultants
October 1, 2015 through February 29, 2016

Number of
Child Care Licensing Consultant Times
Activities Performed
In-Service Trainings for 20

Licensees/Registrants
Child Care Center Orientations Provided 16

Trainings Provided at Conferences 7
Committees Established to Improve 43
Quality

Trainings Attended 79
Technical Assistance and Consultation Unlimited
Provided to Registrants/Licensees

Total 165

(b) How many on-site visits a single licensing consultant has made since
the start of the 2015-2016 fiscal year.

QOverview: Child Care Licensing Consultants must have a Master’s degree in
Child Development, Elementary Education, Early Childhood Education, Social
Work, or Guidance and Counseling. Child Care Licensing Consultants conduct
on-site inspections of child care facilities to assess compliance with the Child
Care Organizations Act (1973 PA 116) and the applicable child care licensing
rules. They incorporate the findings of these inspections into a licensing report
and set time limits for the registrant/license to come into compliance. In
addition, Child Care Licensing Consultants provide technical assistance and
consultation to registrants/licensees on how to apply and comply with the
licensing rules.
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On-Site Inspections Per Child Care Licensing Consultant
October 1, 2015 through February 29, 2016
Total Number Total Number
Consultant of Consultant of
Inspections Inspections
1 65 35 68
2 63 36 60
3 40 37 34
4 24 38 48
5 43 39 43
6 41 40 22
7 58 41 44
8 39 42 27
9 62 43 41
10 51 44 31
11 62 45 60
12 47 46 51
13 52 47 29
14 42 48 44
15 48 49 39
16 50 50 37
17 61 51 43
18 66 52 48
19 51 53 32
20 67 54 42
21 50 55 13
22 60 56 61
23 60 57 45
24 75 58 73
25 44 59 41
26 53 60 59
27 | 38 61 38
28 43 62 42
29 47 63 49
30 59 64 55
31 51 65 35
32 40 66 50
33 48 67 55
34 22
Total 1722 Total 1459

(c) The types of on-site visits and the number of visits for each type that a

single consultant has made since the start of fiscal year 2015-2016.
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Overview: Child Care Licensing Consultants conduct a variety of different

types of on-site inspections:

 Renewal Inspection: Conducted prior to renewing a child care facility’s
registration/license.
* Follow-Up Inspection: Conducted when a child care facility is put on
increased monitoring due to serious or multiple violations or to ensure
compliance with a corrective action plan.
» Interim Inspection: Conducted from 30 days before to 2 months after
the midpoint of the license.
» Modification Inspection: Conducted when the registrant/licensee
requests a change to the terms of the registration/license, such as
increasing the capacity, changing the age range of children served, etc.
» Original Inspection: Conducted prior to issuance of the original license.
* 90-Day Inspection: Conducted within 90 days of the issuance of the
original registration for family home providers.
* Special Investigation: Conducted to investigate complaint allegations.

On-Site Inspections By Type Per Child Care Licensing Consultant
October 1, 2015 through February 29, 2016

Consultant | Renewal fsll::ow Interim | Modification | Original QD(;; ?:‘?:;:: gation
1 30 2 11 2 2 2 13
2 35 5 0 5 0 0 13
3 25 0 5 0 2 2 6
4 17 1 0 1 2 2 1
] 25 1 4 2 3 3 6
6 19 1 2 S 0 0 6
7 32 6 5 0 3 3 9
8 17 3 3 2 1 1 10
9 28 4 9 0 0 0 19
10 20 1 12 2 5 5 11
11 25 2 16 1 5 ) 8
12 14 3 12 2 1 1 10
13 17 4 16 3 2 2 7
i4 14 2 0 1 4 4 16
15 24 0 12 2 4 4 3
16 28 2 6 0 2 2 8
17 37 4 12 2 0 0 4
18 23 0 14 0 2 2 23
19 22 1 13 0 5 5 8
20 29 5 17 1 2 2 9
21 27 0 7 1 2 2 9
22 25 0 24 1 ] 0 4
23 25 4 13 9 2 2 6
24 31 2 11 6 3 3 15
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On-Site Inspections By Type Per Child Care Licensing Consultant
October 1, 2015 through February 29, 2016

Consultant | Renewal flc'o:’low Interim | Modification | Original gg; ?:\?::tl: ion
25 21 c 8 0 5 5 8
26 31 1 2 10 5 5 3
27 20 0 8 2 0 0 8
28 22 1 11 0 4 4 )
29 18 2 0 4 5 5 12
30 30 2 10 2 1 1 14
31 23 0 10 2 2 2 12
32 27 1 3 2 1 1 4
33 28 2 8 1 4 4 4
34 12 3 1 1 0 0 5
35 29 4 24 4 0 0 4
36 25 2 3 5 3 3 21
37 11 4 Y 3 1 1 15
38 26 6 4 0 4 4 5
39 21 0 7 1 4 4 8
40 11 1 6 0 G 0 2
41 28 1 6 2 1 1 5
42 13 1 0 0 1 1 11
43 11 0 5 4 3 3 17
44 20 1 0 0 2 2 6
45 31 0 17 2 0 4] S
46 21 2 2 8 2 2 16
47 9 4 6 1 1 1 7
48 22 5 9 0 4 4 0
49 21 1 0 0 0 0 12
50 16 1 0 0 13 13 6
51 25 2 7 3 0 0 4
52 18 3 6 5 3 3 9
53 18 2 4 1 0 0 4
54 27 1 2 3 2 2 4
55 5 0 3 0 2 2 1
56 25 1 12 2 3 3 14
57 8 5 0 0 1 1 25
58 40 2 16 2 4 4 8
59 20 0 2 0 7 7 8
60 24 9 4 5 7 7 8
61 23 0 0 0 7 7 8
62 21 1 5 2 1 1 6
63 24 3 7 5 1 1 7
64 33 4 0 2 2 2 9
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On-Site Inspections By Type Per Child Care Licensing Consultant
October 1, 2015 through February 29, 2016

Follow " . A S 90- | Special
Consultant | Renewal -up Interim | Modification | Original Day | Investigation
65 20 0 8 0 2 2 3
66 16 4 13 0 1 1 12
67 28 4 12 1 2 2 9
Totals 1511 139 475 137 163 163 582

(d) The number of providers that have improved their quality rating since
the start of fiscal year 2015-2016 compared to the same time period in fiscal
year 2014-2015.

Total Programs and Providers with Published Ratings by Star Rating

The chart below compares the total number of programs and providers with
published ratings in March of 2015 to March of 2016. In March of 2015,a
total of 2,183 of 9,390 eligible programs and providers had a published rating
of 1, 2, 3, 4, or 5 Stars. In March of 2016, a total of 2,962, out of 9,137
eligible programs and providers had a published rating of 1, 2, 3, 4, or 5
Stars. It is important to note that Great Start to Quality data currently
available through the STARS platform is point in time. At this time data is not
available to show program level growth over time. Enhanced reporting
capabilities are in development and will be available by the end of FY16.

1500

1000

500

Programs and Providers with Published Ratings

66 89
|

1 5Star

295

142

o B
2 Star

1203

1040 o
763 i

3 Star

1212

4 Star

W 2015 ®2016

172 163
[ i |
5 Star

Data Source: Great Start to Quality STARS Platform, Program Profile, SAS
Rating and Overview Report (March 2015 and March 2016)

(e) The types of activities that are intended to improve licensing consultant
performance and child care provider quality and the number of times those
activities are performed by the managers and administrators.
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Overview: There are a variety of activities area managers and administrators
perform that are intended to improve child care provider quality, such as
providing in-service trainings to licensees/registrants and trainings at
conferences; participating on committees established to improve child care
quality; holding staff meetings, and conducting on-site inspections with
licensing consultants. These types of activities were performed 345 times
October 1, 2015 through February 29, 2016. The chart below provides the
breakdown.

Activities to Improve Quality Performed by Area Managers and
Administrators
October 1, 2015 through February 29, 2016
. T Number of Times
Area Manager and Administrator Activities Performed
In-Service Trainings Provided for 2
Licensees/Registrants
Provided Trainings Provided at Conferences 1
Committees Established to Improve Quality 15
Trainings Attended 11
One-on-One Staff Meetings Held 262
Group Staff Meetings Held 20
On-Site Inspections Conducted with Licensing 21
Consultants
Training Sessions Provided for New Licensing 8
Consultants
Total 345




STATE OF MICHIGAN
DEPARTMENT OF EDUCATION

BRIAN J. WHISTON
Rl%'gsgﬂ:?JER LANSING STATE SUPERINTENDENT
MEMORANDUM
DATE: April 1, 2016
TO: State Budget Director, Members of the Michigan House and Senate

Education Subcommittees, and the House and Senate Fiscal Agencies

FROM: Kyle Guerrant, Deputy Superintendent@‘i“l"{@:
Administration and School Support Services

SUBJECT: 2015-2016 Nonpublic Mandate Report

Pursuant to P.A. 84 of 2015, which included appropriations for the Department of
Education including section 236, the Michigan Department of Education (MDE)
prepared this report to meet the requirements of the section,

For additional questions, please contact the following MDE staff by email:

Caroline Liethen
Legislative Analyst
Michigan Department of Education

liethenc@michigan.gov

To contact by telephone, please call the MDE Legislative Affairs unit at (517) 241-
4395,
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NONPUBLIC MANDATE REPORT

TO THE STATE BUDGET DIRECTOR, THE HOUSE AND SENATE APPROPRIATIONS SUBCOMMITTEES
RESPONSIBLE FOR THE DEPARTMENT OF EDUCATION, AND THE SENATE AND HOUSE FISCAL AGENCIES

House Bill 4097 of 2015

Summary of Lepgislation

Sec. 236 of (House Bill 4097 of 2015} from the funds appropriated in part 1, the department shall
compile a report that identifies the mandates required of nonpublic schools. in compiling the report, the
department may consult with relevant statewide education associations in Michigan. The report
compiled by the department shall indicate the type of mandate, including, but not limited to, student
heaith, student or buiiding safety, accountability, and educational requirements, and shall indicate
whether a school has to report on the specified mandates. The report required under this section shall
be completed by April 1, 2016, and transmitted to the state budget director, the house and senate
appropriations subcommittees responsible for the department of education, and the senate and house
fiscal agencies not later than April 15, 2016.

Summary of Data Collection of Nonpublic School Mandates

The list of Michigan Compiled Laws (MCL} and Michigan Administrative Regulations (R) that impose
mandates on nonpublic schools is the product of a thorough search conducted by the Library of
Michigan through Lexis. The Library of Michigan reference staff researched hundreds of pages of results
one page at a time, screening the most recent edition of the Michigan Association of Nonpublic Schools
(MANS) Manual, as well as the list compiled by the Michigan Cathaolic Conference and the School Legal
Obligation Compliance Checklist. The research did not include federal law, nor did it inciude Pre-K or
post-secondary provisions unless they also applied to K-12.

The list is comprehensive, but it is not exhaustive. As evidenced by examples, such as requirements
regarding underground storage tanks and blood borne pathogen training, not all of these mandates are
relevant based on the nonpublic school setting. They apply only because a school, as an institution, has
to comply with laws regarding employment practices, envireonmental regulation, building codes, etc.,
just as any other institution or place of business would.

&
e
e S s |
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Summary of Nonpublic School Mandate Report

The laws found to be pertinent are presented in the table below. The report includes the MCL citation,
a brief description of the law, the category assigned to the law, and a deliverable column. A deliverable
represents if the mandate requires a report(s), the submission of a form(s), or other types of documents
to be produced.

The categories used are listed and defined below:

* Accountability: pertaining to student, school, or other records
¢ Building Safety: pertaining to building and structural requirements
* Educational Requirements: pertaining to curriculum, teacher certification, instruction hours, ete.

* School Operations: pertaining to concerns such as fair labor practices, taxation, environmental
regulations

* Student Health: pertaining to the physiological or mental health of students
« Student/Staff Safety: pertaining to the providing a safe environment for students and staff

_
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NONPUBLIC MANDATES !

MCLS RULE DESCRIPTION CATEGORY DELIVERABLE
28.721 Sex Offenders Registration Act . . Student/Saff Safety no
Schoot Operations -
29.5p Harardous Chemicals—Empioyee Right 1o Know studeny/Staff Safety no
29.19 Fire/Tarnado Drills/Lockdown/Shelter in Place Istudent/Staff Safety yes
i7.274 intarnet Privacy Protection Act School Oparations noe
1205.184 |Auction events Tax Credit School Operations no
207.1035 Exclusion-Motor Fyual Tax 5chool Dperations no
257.710e Child Vehicie Restraints ; Student/Staff Satery no
157.715a state Police inspection 12+ passenger motor vehicles Student/Staff Safety ne
57,801 510,00 Mator Vehicte Tax on nonpublic school vehleles used
e - |ior transportation of pupilks ; Schoot Operations no

{Pugil Transportation Act)-Scheo] bus owned/opersted by
257 1B67—257.1873 nonpublic schoo! must meet or exceed fedaral and state

mator vehicle safety standards Student/Staff Safety no

: : : Schpol Dperatlpnis «
289.1103-289.8111 Foad Law S jer/Staft Safery <
324.8316 Notice of pesticide application at schoal or day care center Student/Staft Safety -
i 4 i et School Operations - Building

32421102 Underground storagetank regi;tration : safety . e
333.5105 Heatth examinations/services provided on equal basts Swident Health no
333.9155 Concussion education ; o [Student Health no
333.9208 Immunizations Srudent Health no
33317609 Licensure of school speech pathologist |Student Health no
380.1135 Scudent records Accountabllity YES
3801137a Release of student informiation ta parent siibject to PPO Accountability i
381151 English as baske language of Instruction Educational Requirsments o
3801166 . Cons_mu'dnn and governments mandatory courses Educational Requiremants =
380.1177--380.1177a Immunization statements and vision streening Swdent Heajth yes
38q1179 Possesslonfuse of inhalers and epinephrine autu-mjecmr%: Student Health 5

Required criminal background check by State Palice/FBL,
380.1230-320.1230h unprofessional employment history check; registered

educational persanngl Swient/Staff Safety yes
3801274b Produces containlng mercury; prohibit inschools Surdent/Staff Safety no
3801233 Teaching or counseling as nancariificated reacher ; special

permits Educational Requirements no
3801258 scape of auxiliary services Educational Requirements s
3801305 Baomb thieat: search by untrained empioyee Student/Staff Safety no
3803312 Corporal pupishment Student/Staff Safety o

{1) Compiled October 2014 by Library of Michigan Reference Staf!
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NONPUBLIC MANDATES !

DISCIUPNON
380.1473 Manner of providing collega<devs| courses Educational Requirements
380.1531—380.1538 Teacher certification-and administrator certiftcatas F
E . |Educational Requirements yes
380.1539b Notification of conviction of listed offense Student/Sioff Safety yes
3801581 Compuisary schoal attendance Edwational Alorirenieats i
3801578 Attendence records Acrtountabliity yes
388514 Pastsecondary Enrollment options Ecational Remiroments yes
E8.519—388 52 s ] informati j

386.519—3BR.520 Postsecondary Enrollmnent Act infi tion and counseling ¢ducational Requirements no
385.551—3B8.557 {Private, Denominationa! & Parochial Schoals Act Schoof Operationz ng
358.851—3BE.855b Canstructon of schoo! bulldings Suilding Safety no
3BS 863 Compliance with federat asbastos building regulation Bulldlng Safety no
9881904 Career and technical preparation progrem: snroliment; records Educational Raguirements s
388.1909—388.1910 - |Career and Technlcs! preparation information and counseling Educational Requirements Bt
408.411—408.424 Warkfores Cpportunity Wage Act {minimum vage) |school Operations no
408.681—408.687 Playpround Equipment Safety Act ; " |student/Staff Safety no
409,104 106 Youth Emplayment Standacds A<t; work permits in student )

fiies Schoo! Qparations no
4233501 —423512 _Butlard—?lawe:k: Employee Right to Know Act {employas flles) |schaot aparations 5
445.81 Soclal Security number privacy Schoo| Qperations no
6002165 Nondisciosure of student records by schoo! personnel _ Accountability ‘no
722.112 Child care organimtions Schooi Oparations yes
722115 Child care ergonization criminai history =nd criminal : :

3 background checks’ Student/SfF Safety yes
72Z621—722 638 Chitd Protection Law Student/Statf Safaty yes
R 20574 i Collertion of retall sales taxes: School Operations - no

Ia 257,955 Annuat school bus Ingpections Student/Staff Safety no
R 285.637 Pesticide use Student/5taff SBfgtv no
R 289.370.1—289.570.6 Food establishment manager certification School Operations no
R325,70001—325.70018  |Bloodhorne Pathogens ' ; Student/Staff Safety ves
R340.281 Transporiation of nanpublic school children School Operations yES
hzsan,zss : hmﬂaﬂontndlsmct of awiliary services nesded Educational Requt o
A34D.464 Beoarding schoal requirements Schoo! Operations - includes

aspects of 8]l categories no
|R390.1146 Mentor teachers for noncertificated instructors Educational Requiremients n
|£390.1147 Certification af school counselors Educaticnal Requirements no

{1} Complled Dctober 2014 by Ubrary of Michigan Reference Staff

R TR T e —
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mggvssﬁng : DEPARTMENT OF EDUCATION MICHAEL P. FLANAGAN

LANSING STATE SUPERINTENDENT

October 27, 2014

MEMORANDUM

TO: Members of the Michigan House and Senate Appropriations
Subcommittees on Education, House Fiscal Agency and Senate Fiscal
Agency

FROM: Susan Broman, Deputy Superintendent
Office of Great Start

SUBJECT: Annual Education Report (P.A. 252 of 2014)

Pursuant to P.A. 252 of 2014, which included appropriations for the Department of
Education including section 1001, the Michigan Department of Education (MDE)
prepared this report to meet the requirements of the section.

For additional questions, please contact the following MDE staff by emall:

Benjamin J. Williams
Legislative Liaison
Michigan Department of Education

Williamsb7@michigan.gov

To contact by telephone, please call the MDE Public and Governmental Affairs Office
at (517) 241-4395.

STATE BOARD OF EDUCATION

JOHN C. AUSTIN — PRESIDENT « CASANDRA E. ULBRICH - VICE PRESIDENT
DANIEL VARNER - SECRETARY = RICHARD ZEILE - TREASURER
MICHELLE FECTEAU ~ NASBE DELEQATE « LUPE RAMOS-MONTIGNY
KATHLEEN N. STRAUS « EILEEN LAPPIN WEISER

608 WEST ALLEGAN STREET » P.Q. BOX 30008 = LANSING, MICHIGAN 48800
www.michigan.gov/mda  (517) 373-3324



P.A. 252 of 2014, which included appropriations for the Department of
Education includes section 1001, which requires the following: By
November 1, 2014, the department shall submit a report to the house and senate
appropriations subcommittees on the department of education budget and the
house and senate fiscal agencies on the number of eligible child care providers by
type recelving payment for child care services from the department on October 1,
2014,

Boilerplate Section 1001

Number of eligible child care providers by type receiving payment for child care services from
the department on October 1, 2014.

CDC Providers Receiving Payment
First Major Payroll Run in FY 2015

{(Oct 2, 2014)
Distinct
Provider Type Providers
Child Care Center 1,008
Group Child Care Home 767
Family Child Care Home 810
Unlicensed Child Care Provider o*
Center Located On Federal Land : 5
TOTAL : 2,590

*payments for care provided by Unlicensed Child Care Providers are made the parent of the
children in care (CDC client). 3,078 parents received a CDC payment to reimburse their
approved, unlicensed child care provider on October 2, 2014.
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7| 1.65 million
) ‘ + have type 2 diabetes
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Preventing Diabetes
and Kidney Disease
Saves Money, Saves Lives
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“Diabetes is one of the most serious 0 preyent 5
health challenges in America today. =
The Diabetes Prevention Program

is a powerful answer because it provides participants with the
tools to take greater control over their health and work toward
staying diabetes-free”

-James K. Haveman, former Director of Michigan Department of
Community Health

The Cost of Diabetes to Michigan

1,023,000 ‘11
o 2 O $7.2 billion
- ; Diagnosed type 2 diabetes
e preciabates $1.1 billion
and most don't know Prediabetes
$1 billion
Undiagnosed type 2 diabetes

(("’1 ST Om_'? 1% of charities
RN rcceive 4 stars from
-'"" WONCSI ()2rity Navigator 9 years

Four S*ar (hartty 1',1 a row.

. National Kidney Foundation’ www.nkfm.org
of Michigan 800-482-1455




The NKFM is leading the charge
against diabetes and kidney disease

The Diabetes Prevention Program at the NKFM serves
1000 adults with prediabetes each year:

1 88 » Prevented 188 #NewCases of type 2 diabetes

11,000 ) Participant #PoundslLost

8 O » 80 fewer patients using #BPLowering medication
40 Y 40 fewer patients using #LipidLowering medication
6_1 » Reduced participants’ #8odyWeight by 6.1%

$2 650,000 » = sy &

$2,650,000 Net Savings in healthcare costs®

* Outeome data hased upon 1258 NKFM DPP participants. Cost data is over 15 months, Centers for Meditare and Medicald Services (CMS) All other references avallable upon reduest

NKFM reached last year:

{programs} {public events} {public education}

'\ T Only 1% of charities
(EWRLNORY receree 4 stars from
(B * * * Y Charity Navigator 9 yeans

Chaity Gy TN

National Kidney Foundation® www.nkfm .org
af Michigan 800-482-1455




The NKFM has been leading the charge to
prevent kidney failure from diabetes in
Michigan through our evidence-based

programs.

Diabetes Prevention Program
* Serving 1,000 annually
- Saving $2.650,000

150 Personal Action Toward Health (PATH)
T Program and Diabetes PATH
= 823 servedin FY 2016
ke - Saving $1.7 - $1.89 Million
5§ EnhanceFitness
. = 2,586 served in FY 2016
im Saving $1.4 - $1.9 Million
-55 4,667 people served annually in Michigan
;m $6,442,900 cost savings in Michigan
155
= <@ Incidence of end stage kidney
145 disease in Michigan is on the decline.
- [From 2010 to 2013 alone, this decline
2007 2008 2008 20t 2011 22 2013 has resulted in a healthcare cost
savings of $2,568,000.

2015 USRDS Annual Report, Incidonce Table A.9{2)

For the 9th consecutive year, the National Kidney Foundation of Michigan (NKFM) has been
recognized for its sound fiscal management and performance by receiving the coveted

4-star rating from Charity Navigator. 100
9%
+  Charity Navigator is the leading This exceptional ranking =
charity evaluatorin America and only demonstrates that the o
gii:vt?]s th'? 4 ::_nut f;f 4-s!tartratings to 25% NKFM outperforms 8 Z
Or the charities it evaluates. the majority of other z
+  Only 1% of these charities have nonprt:ﬁt at;ancies i
received the prestigious 4-star rating in America in fiscal g s
for nine consecutive years. i ~
5 rati is i responsibility and =
1 M ] rica. Performance. T
msumumsmumnmume&m
Accountabllity & Transparency Score
b — - Only 1% of charities
‘ National Kidney Foundation www. nkfm.org ‘\ ALY . ccive + stars from
8 e 800- 482-1455 -It- IR R ® J Charity Navigator 9 years

Four Star Charny o a rotw.,




State brogramsto preventand manage diabetes
andkidney disease serve almost
80,000 Michiganders annually.

Regie’s Rainbow Adventure’ teaches
preschool-aged children healthy living through a
storybook hero named Regie.

Healthy Families Start with You educates
parents and kids in preschool programs how to
make healthy lifestyle changes.

PE-Nut(Physical Education and Nutrition)
motivates youth and parents to be physically
active and eat healthier by presenting simple,
consistent nutrition and physical activity
messages to elementary age youth.

Kids Campis designed to provide an
opportunity for kidney patients between the
ages of 8 and 16 to experience a week away

at camp with their healthy peers. Medication
compliance, diet and a positive attitude all result
from this experience,

Nutrition And Physical activity Self-
Assessment for Child Care (NAPSACC)is an
intervention for early childhood educational
settings that is aimed atimproving nutrition and
physical activity environments, policies and
practices through self-assessment and targeted
technical assistance.

T On/y 1% of charities
s ¥ _ www.nkfm.org 1\ N m"q’ 4.::";:\' fFrom
National Kidney Foundation® e . . :
: . = 800-482-1455 |k kkk harity Navigator 9 years

af Michigan oy Siar ihaty [ a rotw.



!Rmbnmgmmsunwmmnumdnmmmpdhbmns
and kidney disease serve almost
80,000 Michiganders annually.
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Empowering people with kidney disease Managmchmcooncﬁhonssavasmney
through programs and services. and improves quality of life.

Peer Mentors can help empower kidney patients to
move forward with their lives after being diagnosed with
kidney disease,

The Luann Scheppelmann-Eib Emergency Fund
provides a one-time help of up to $100 for the urgent
needs of people with kidney disease.

CKD Intemn Program provides part-time employment
(2-8 hours a week) with an NKFM office for people living
with chronic kidney disease,

Kidney PATH provides an accountable and supportive

environment to leam new techniques to manage a varigty
of problems associated with kidney disease.

Worksite WellnessInitiatives create a healthy
environment at work, encouraging employees to make
healthy habits at work and at home.

Community Coalitions are formed with NKFM support
by representatives from key community stakeholders to
improve the community’s health and well-being.

Personal Action Toward Health {(PATH) helps adults to
navigate the health care system and manage chronic
conditions. Specific programs include:

» Cancer Thriving and Surviving (CTS)

* Building Better Caregivers

= ChronicPain PATH

* DiabetesPATH

EnhanceFitnessis a physical activity class for those with
chronic conditions.

Healthy Hair Starts with aHealthy Body” and Dodgethe
Punch: Live Right’ provide health information to African
American adults through their salon stylist or barber.

Diabetes Seif Management Education (DSME)teaches
people with diabetes the skills to manage their condition

and prevent complications.

Diabetes Prevention Program is a year long iifestyle
change program that brings the proven success of the
diabetes prevention clinical trial to people in communities
around the country.

HealthMatters is a collaboration between academnia and
community-based organizations that aims to improve
health of people with developmental disabilities.

Walkwith Ease provides information on physical activity
andiis proven to reduce the pain of arthritis and improve
overall health,

A Matter of Balance s an evidence-based program
designed to reduce the fear of falling and increase activity
levels of older adults who have concerns about falls.

www.nkfm .org CliARITY 2::?’ v‘: fg‘b"ﬁﬁ"
National Kidney Foundstion’ [ ANNIGATCH - Nm:ﬁ” o 9
— — 800-482-1455 B o 22712y Navigator 9 years

of Michigan

Four Star Chanity i” a row.




Silver Key Coalition
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House Appropriations Subcommittee on Health and Services
February 27, 2017
Testimany for the Silver Key Coalition

My name is Katie Cahill and | am the Advocacy Specialist at the Area Agency on Aging
1-B serving Livingston, Macomb, Menroe, Oakland, St. Clair and Washtenaw

counties. | am speaking to you today with my Coalition colleagues from across the
stata as the Advocacy Committee Chair of the Silver Key Coalition, which was founded
to advocate for siate support for nen-Medicaid senior in-home services provided
through the Aging and Adult Services Agency (AASA).

The Silver Key Caalition is made up of maore than 45 service agencies that deliver key
in-home services such as meals on wheels, personal care, housekeeping, chore, and
caregiver respite that help physically frail older adults remain living indepandantly in
their homes for as long as possible.

The Caoalition was pleased to hear the Govemnor state his support for making Michigan a
no-watt state in his State of the State address. We support the Governor's proposed
funding increaze of $3.6 million, which includes a $1.5 million increase for hame
delivered meals and $2.1 million for other in-home services. This increase, in addition
to the $2.5 million appropriated in FY 2017 will enable the aging network to serve the
6.800 older adults that were waiting for in-home services at the end of FY 2016,

AASA in-home services offer a great value lo seniors and taxpayers. Sentors who have
limitations in their ability to perform necessary activities of daily living and cannot afford
to pay for needed sarvices al private market rates often end up casting mare in health
and public services when their health declines. A recent study in southeast Michigan
found that those whao languished on wait lists and never got help were five limes more
likely to enter a nursing home than their counterparts who went on a wait list but did
recelve services, They also had a much higher mortality rate and they extracted a
significant burden on their family caregivers.

While this funding increase would enable the aging network to serve the older aduits
currently waiting for services, it is important to note that the aging network will face a
number of challenges in coming years and further investment will be needed to support
continuing growth in demand for in-home services due to population growth, and to
address the shortage of direct care workers, who are essential to mainlaining senvice

quality




