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The Community Mental Health Association of Michigan is a trade
association, representing 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. Last year over 350,000 persons received services from
Michigan’s community-based mental health and substance use
disorder system. Those services assist individuals in achieving,
maintaining and maximizing their potential and are provided in
accordance with the principles of person centered planning.



Community Mental Health Organizations are required to serve individuals with a
severe mental iliness or disability regardless of their ability to pay. An individual can
not be denied a service that is medically necessary because of inability to pay or lack
of insurance. The Michigan State Constitution lays out the state’s commitment
and responsibility for mental health services.

1850 Xlll/10 1908 Xl/15, 1963 VIi/7, VIII/8

Article 8 - Section 8 of the Michigan Constitution reads:
the

Institutions, programs, and services fc_) 1e care, treatment,
educatlon, or rehabilitation of thos _h bi t _n_ ts who are

alv_vaxs b_ms_t_eLed_ _a_nd_ su_pport_e_d.



Transfer of Autho Yy

Transfer of
Authority

* The State duty begins with the constitution as

implemented in PA 258
The County duty begins with PA 258 section 202.

* The PIHP duty is created in PA 258 Section 204

when CMHSPS are permitted to form a Regional
Entity .

The State may contract with a duly formed PIHP to
manage the Medicaid benefit.

The PIHP may then contract with the participating
CMHSPs for delegated and provider functions.

* | e Constitutional Mandate

* Implemented through Public Act

~

* Responsibility Passed onto Charter
County via Public Act L

A

e Authority Enabling Language
e Single Line Appropriation

 Regional entity formed by CMHSPs
in accordance with PA 258 330.1204b
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“This Targeted Populations /Local Management/Consolidated Funding Model has successfully concentrated community
interest, stakeholder involvement, professional expertise, service delivery development, and resource deployment on the
specific needs and interests of persons with mental illness, developmental disabilities and addictive disorders. The focus on

situations,”
5
MDHHS: Application for Participation Implementation Guide, October 2001



admlssmns to state facmtles, acts as the smgle pomtJentry m;co the1pubhc-r*rnental'health .
system, and manages mental health benefits (for persons not eligible for Medicaid
enrollment) funded through the state’s general fund allocation.

The local CMH system has the unique statutory roles of public safety net and state facility
gatekeeper.

CMHs provide community based care, addressing a wide range of human needs. Some of
the social care services include:

Behavioral health care (including developmentalfintellectual disabilities and substance
use disorder services).

Physical healthcare

Housing, employment, and income supports

Extensive use of health care integrators (case managers/supports coordinators)
Peer support services

Community linkages and collaboratives
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Healthcare makes up only 20% uof the medlflable determmants of
health. The other 80% are linked to social determinants of health.

What Affects Health? R
Researchers at the University Determinants

of Wisconsin Population of Health

Health institute estimated

the percentage of people’s o B Social and economic
health—including length and 40% factors

quality of life—that is affected _

by factors that can be changed ® Health behaviors

or modified (i.e., excluding
genetics).

M Clinical health care

B Physical

Source: Park, H., Roubal, A.M., Jovaag,
environment factors

A., Gennuso, K.P, and Catlin, 8.8., 2015.




- q‘_""\—u-t:ziﬁr_ o =_...-_-:-__—-"-."E_r'-l,I ?;- -

story of addressing social
determinants. The rest of the health care world is only now catching up.

Income level/poverty

Housing

Access to food

Employment

Race

Family functioning
Violence/crime in environment
Access to transportation
Education




Local CMHs are public entities, either an official county agency or an authority, which
is a public governmental entity separate from the county or counties that establish it.

Local County Boards of Commissioners appoint each of the CMHs’ 12 person Board.

The composition of a community mental health services board shall be
representative of the populations they serve.

At least 1/3 of the membership (4) shall be primary consumers or family members,
and of that 1/3 at least 1/2 of those members (2) shall be primary consumers.

PIHP boards are made up of appointees from the CMHs within their respective
regions.

Additionally, local County Boards of Commissioners are responsible for appointing
local representatives to the substance use disorder advisory council for each PIHP.



Children with Serious Emotional Disturbances (examples T@bsesswe-Comrulswe*: —
Disorder {OCD) or Attention Deficit Hyperactivity Disorder (ADHD)

People with Substance Use Disorders
People with Developmental/intellectual Disabilities
Adults with Mental lllness.
Michigan is the ONLY state that serves all 4 populations in a managed care
setting.
Managed care was established in 1998 for behavioral health services.

Mental Health Spectrum

CMHs State GF  Commercial
Medicaid population Insurance &

Not in need
of services

benefit

Serjous & Complex Mitd/Moderate
mental health needs mental health needs

Psychological Resources

——rr————

(Wed bervg nsniute, Unnersity of Combndge, 2011)
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Center for Healthcare
Integration & Innovation

Community Mental Health Association of Michigan

Bending the Healthcare Cost Curve:
The success of Michigan’s public mental health

system in achieving sustainable cost control
March 2017
11
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A.Cost control ability of
the public system:CHI2
study: Bending the cost
curve

https://cmham.org/wp-
content/uploads/2019/03/CHI
2-bending-the-cost-curve-

final.pdf




- When compared against Medicaid rate increase in the
rest of the country, Michigan’s public mental health
system saved over $5 billion dollars since 1998

When compared against the rate increases of
commercial health insurance companies, Michigan’s

public mental health system saved over $13 billion
dollars
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Investment

MIChI gan s publlc mental healthﬁs?;' =
system dominated by state hospital care to a
community-based system of care

If the CMH/PIHP budget of $2.5 billion were used to fund
inpatient care in the state psychiatric hospitals and
developmental disability centers, 8,500 persons would
be served each year

The CMH/PIHP/Provider system serves over 350,000
persons each year

13



This represents a 35 fold increase in the number of pe'rsons
who can be served through community-based care when
compared with state institutional care

For every person provided community-based care rather
than state facility care, 34 other people can also be served

This rate of return, unheard of in most healthcare arenas,
greatly expanded the ability of the system, even with serious
fiscal constraints, to reach those previously unserved
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Where is the future headed?
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Applies a whole person approach to healthcér ey o

Recognizes that healthcare costs can be controlled and health status
improved through the integration of primary and behavioral healthcare

Real health care integration is not the consolidation of funding

Real health care integration is provided at the clinical level, where the
client/patient receives services and supports

Integration can NOT be a one-sided conversation — the focus CAN NOT
simply be moving behavioral health into a traditional physical health care
model.

The more complicated one's care is the less coordinated their care will be.
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Integration is a range of specific clinical work behaviors
- Single point of accountability for overall care coordination and management
- Single treatment plan

- Treatment team that is both medically and behavioral health competent

Integrated funding can be helpful, but is neither necessary nor sufficient
- Separate funding can be effectively blended

- Integrated funding all too frequently ends up funding separate care
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CHI? of Mlchlgan 3 publlc mental health

Center for Healthcare system
Integratlon & Innovation ® Most recent study found over 570
Community Mental Health Association of Michigan healthcare integ ration EffO rts

Healthcare Integration and Coordination —
2018/2018 Update: Survey of Initiatives of

Michigan's Public Mental Health System
January 2019
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healthcare system' =

Real health care integration is not the consolidation of
funding

Real health care integration is provided at the clinical
level, where the client/patient receives services and
supports

Structures and financing approaches are then designed

to support clinical integration
19



System fosters public-private partnerships and the best that
these sectors bring to the table while retaining public sector’s

majority role in governance

System fosters person-centered planning
Supports a clinically and fiscally strong provider network

- The full range of roles of the public safety net system remain
strong (system organizer, community convener and
collaborator)

20



than fee-for-service fund the local public system -

allowing for shared risk, flexibility and focus on whole
person care

Full breadth of persons covered:
Persons with mental illness — mild through serious

Persons with intellectual & developmental disabilities
Persons with substance use disorders

21



Recognizing that statewide Medicaid integration efforts are in their
early days:

Some states seem to be meeting some or all of these standards
North Carolina
Arkansas

Some states that focused on INEGRATED FUNDING have seen
dramatically weakened provider network, weakened access and quality
of care, loss of public oversight, loss of cost control

lowa
Kansas

22
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As anlntegra|n ncePtlmodel“Sectlenz,.. 3 i plyn funding
from the PIHP to the Medicaid Health Plans. :

It did very little to integrate care - the focus was integration of
the funding.




State of
Michigan

100% of : o T
funding

Medicaid

CMH& : '
Provider | | Physicfan
Network Offices
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’/_Medicaid Health Plans\
could only manage
50% of total Medicaid
Behavioral Health
dollars

" J

Management of
Unenrolled
Population—40% or
more of total Medicaid
dollars

SUD funding—mix of
local dollars and a1
Medicaid funds L Physician

Provider | Offices

10% of total

Network ' SERRC|

Of the total $14 billion of Medicaid physical healthcare
Medicaid Health Plans manage $8 billion/57%, the remainder

are unenrolledffee-for-service.
25




Funding Challenges




Michigan created PIHPs in the early 2000’s to manage behavioral health and
developmentf/intellectual disabilities services and supports.

From 2002 - 2014 there were no funding crisis or questions about long-term stability

WHAT CHANGED?
2 Key Factors — Healthy Michigan Plan (HMP) & Medicaid Autism benefit

Medicaid Autism benefit began on April 1, 2013 and HMP began on April 1, 2014



N -

1. State savings for Healthy Mlchlgan was s $200 mllhon‘reductlon nCM GF 5

(going from $300+ million to $97 million).

2. HMP provided a venue for 40,000+ individuals who were previously on
traditional Medicaid as Disabled, Aged or Blind to shift to HMP or TANF
during their redetermination process - result was over $100 million loss.

3. Underestimated both demand for benefit and the intensity of services
needed.

Original estimates for HMP were 425,000 people vs. almost 700,000 in the benefit
currently.

HMP rates were built on the assumption that people seeking services would have
modest needs and service requirements.

SUD services have far outpaced demand and intensity of services.

4. People entering into Medicaid through HMP are staying and not moving to
traditional DAB/Medicaid program.

Avoid hassles of traditional Medicaid and DAB determination process, etc
28



Autism benefit

Benefit started on April 1, 2013 for children o-5
January 1, 2016 program went to 0-21

Lack of provider networks for ABA services and underestimating demand for services.

Autism rates were prematurely developed without a full understanding of the cost of
the program for a 0-21 benefit. (program started out being cost settled at the end of the

year)

FY16 - budget appropriation $36.4 million, state funding provided $61.9 million,
Autism service spending reported $76.1 million = ($14.1 million loss).

Fy17 - budget appropriation $61.1 million, state funding provided $88.4 million, Autism
service spending reported $119.2 million = ($30.8 million loss).
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Community Mental Health Association of Michigan

Alan Bolter Robert Sheehan
Associate Director Executive Director
abolter@cmham.org rsheehan(@cmham.org

(517) 374-6848 (517) 374-6848
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