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History of BHH

BHH Pilot BeginS in MI expands BHH to 9 Of 10 PIHP
3 Michigan Regional Model Regions Participate
Counties in BHH

2014 2020 2024

Centra Wellness Network (CWN) participated in the initial pilot phase in
Manistee county, along with Grand Traverse county, allowing our
organization to gain early experience implementing the model.




BHH and SUDHH

Health Homes were developed to coordinate care for
people with Medicaid and who have serious and complex
chronic conditions.

Behavioral Health Home (BHH) Substance Use Disorder Health Home
Medicaid beneficiaries with a diagnosis of a (SUDHH)
serious mental illness or serious emotional Medicaid beneficiaries with a diagnosis

disturbance. of a substance use disorder.



Six Required Services

1. Comprehensive Care Management: Health assessments, development of care plan.

2. Transitional Care Management: Tracking client's use of health services, support specialized
transitions (incarceration, inpatient medical/psych, skilled nursing).

3. Care Coordination; Organizing all aspects of client's care, information sharing, maintaining
contact, tracking of referrals and test results.

4. Individual and Family Support: Reducing barriers, increasing client and family skills.
5. Health Promotion: Education, prevention, self-management skills,

6. Referral to Community and Social Support Services: Emphasizing resources with fewest
barriers (food banks, housing, transportation, financial), recovery groups, collaborating with
stakeholders.




Staffing
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Partner, Medical Assistant, SOAR Navigator,

. Initial Care Plan development
. Medication Management
Nurse Care Ma nager *  Monitors assessments and screenings to incorporate into care plan
. High level education
\_ A Oversees weekly huddles with care team to plan care and exchange information
i ) . Administration of Assessments
Behavioral Health Specialist ° chilleeebpimet | | | o
. Attends weekly huddles with care team to exchange information and provide pertinent updates
\_ Y
/ Peer Support Specialist/Peer Recovery )
Coach’ Commu nity Health Worker’ Youth *  Provides education and strategies to implement care plan goals
. . . Community resource linkage and referral
Peer Support Specialist, Parent Support C TmmswerEa

Attends weekly huddles with care team to exchange information and provide pertinent updates

Housing Specialist J

~

Medical and Psychiatric Consultant

Medical and Psychiatric Consultants attend weekly huddles and provide valuable clinical expertise
that supports care teams in making informed treatment decisions, improving care coordination, and
ensuring individuals receive safe, effective, and evidence-based services




CWN Weekly Huddles
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Benefits

Whole-Person Care
Health Homes allow us to treat the whole person by addressing both behavioral health and physical health needs.

Many of the individuals we serve have complex medical conditions alon% with mental health or substance use
disorders, and this model allows us to coordinate care, so nothing falls through the cracks,

Improved Care Coordination o _ , , .
The Health Home model strengthens communication between behavioral health providers, primary care physicians,
hospitals, and community partners. This coordination helps ensure individuals receive the right care at the right time

and reduces fragmentation in the healthcare system.

Prevention and Early Intervention . o .
Through regular_health monitoring, screenings, and care management, Health Homes help identify potential health
concerns early. This proactive approach allows us to intervene sooner and prevent more serious medical or

behavioral health crises.

Reduced Crisis Services and Hospitalizations . o _

By providing consistent care management and ongoing support, Health Homes can help stabilize individuals in the
community, which reduces unnecessary emergency room visits and hospitalizations. This not only improves quality
of life for the individuals we serve but also helps reduce overall healthcare costs.




Benefits

Improved Physical and Mental Health Outcomes

Health Homes support improved overall health by addressing both the physical and behavioral health
needs of beneficiaries. Through regular monitoring, coordination with medical providers, and proactive
care management, individuals receive more comprehensive and integrated care.

SupPorting Individuals with Mild to Moderate Mental lliness

Health Homes allow us to capture and support individuals with mild to moderate mental health
conditions. Our team receives referrals directly from intake clinicians, which allows us to provide care
coordination and support to individuals who may not otherwise meet eligibility for traditional CMHSP
services.

Strengthening Community Collaboration

The Health Home model enhances communication and collaboration with community partners,
including local healthcare providers, health systems, and law enforcement. This improved coordination
helps ensure individuals receive timely and appropriate services while strengthening community-based
support systems.

Pay-for-Performance Investment in Public Health

Health Homes include a Pay-for-Performance component that rewards quality outcomes. These funds
are reinvested back into the public behavioral health system, helping agencies strengthen services,
improve care coordination, and expand supports for the communities we serve.



How can Health Homes Address
Social Determinants of Health

» Connects clients to stable housing and food resources

e Supports transportation to appointments and services

* Links to employment, education, and vocational programs
* Assists with benefits and financial resources

 Builds social connections and community support

* Improves health system navigation and health literacy




Payment Structure

* The Health Home (HH) payment rate is a monthly case for each beneficiary enrolled who receives at least
one eligible HH service during any given month. This sustainable payment model is designed to ensure that
health homes have the resources necessary to deliver coordinated, comprehensive care to their members.

* MDHHS has developed a comprehensive value-based payment model designed to enhance performance
through a 5% withhold of total payments made to Health Home partners. This framework shifts the
emphasis from quantity to quality, motivating Health Home Partners to meet certain health home metrics,

* The integration of a PMPM payment structure, value-based payment principles , and a performance-based
incentive system represent a significant advancement in the way behavioral healthcare is delivered in
Michigan.




CWN Data

2021 2022 2023 2024 2025

Total HH Enrollees: 145 Total HH Enrollees: 193 Total HH Enrollees: 185 Total HH Enrollees: 190 Total HH Enrollees: 182

Total Encounters: 3130 Total Encounters: 5587  Total Encounters:7286 Total Encounters:5263 Total Encounters: 5546



CWN Data
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CWN Data
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CWN Outcomes

Client Condition Improvement Analysis
BHH FY25

Column Clients with Total Clients Percentage (%)
Decrease

Asthma 8 27 29.63
COPD 7 30 23.33
Diabetes 12 31 38.71
Hyperlipidemia 3 12 25.0
Hypertension 17 48 35.42

Obesity 12 35 34.29

ED Visit 25 61 40.98
WSA Risk Score 32 80 40.0

Analysis Summary

This filtered analysis excludes clients with only one data entry.

- ED Visit and WSA Risk Score continue to show strong improvement rates.
- Diabetes and Hypertension maintain positive trends.

- COPD and Hyperlipidemia remain areas with lower improvement.

- Asthma and Obesity show moderate progress.




Performance Metrics

Performance Measure Name and NOF # (if Measure Allocation

Measure applicable) Steward % of P4P

Number Budget

1, Follow Up After Hospitalization (FUH-7) NCOA 50%

2. Increase in Controlling High Blood Pressure | NCOA 200
(CBP-HH)

2, Access to Preventive/Ambulatory Health NCOA 305
Services (AAP)

MDHHS will compare the LE’s regional BHH program metric performance against the
performance of the entire state and the PIHP Region.

The P4P allocation for each metric will be determined as follows:

e 100 percent of the P4P allocation will be awarded if the BHH’s metric
performance exceeds both statewide and regional performance levels.

e 75 percent will be awarded if the metric performance exceeds either statewide or
regional performance, but not both.

e 0 percent will be awarded if the metric performance does not exceed either
statewide or regional performance. Accordingly, the allocation for that metric will
be redistributed among regions that exceeded the BHH metric.




Pay for
Performance

CWN has been awarded pay for performance funds

every year since October 2020. With these funds we

have been able to help clients and the community

by:

* Hosting awareness events: National Overdose
Awareness Day, quarterly health groups.

* Provide clients with self management tools: BP
cuffs, scales, pulse oximeters, light therapy lamps,
copay Costs.

* Other essentials: groceries, winter boots, propane,
clothes, transportation, tents, hygiene items.



Benefits of Health Homes in Rural
Communities

*Improved access to care — Bridges gaps in services where providers are scarce.

*Integrated physical and behavioral health — Reduces travel by coordinating multiple services locally.

- Early identification of mental health needs — Captures mild to moderate issues before they escalate.

- Stronger community partnerships — Enhances collaboration with local health providers, law enforcement, and social
services.

*Support for social determinants of health — Addresses housing, transportation, food security, and employment challenges
ommon in rural areas.

tention of care in the local community — Helps individuals stay connected to familiar providers and supports.
einvestment through Pay-for-Performance — Funding returns to local health systems, strengthening overall community
ealth infrastructure.




Challenges of Health Homes in
Rural Communities

* Limited provider availability — Fewer behavioral health and primary care providers, creating access gaps.
 Transportation barriers — Long distances and lack of public transit make attending appointments difficult.

* Technology limitations — Broadband or telehealth access can be inconsistent, limiting virtual care options.

» Workforce recruitment and retention — Challenges in hiring and keeping qualified staff in rural areas.
Stigma around mental health — Smaller communities may have higher stigma, reducing engagement.

Coordination across services — Integrating behavioral, physical, and social services can be complex when
resources are spread thin.




Health Home Success

Success is measured through several outcomes, including improved engagement in
treatment, reductions in emergency department visits and hospitalizations, and
better coordination between physical and behavioral health care. When individuals
remain stable in the community, it indicates the services are working effectively.

* Male in his late 60s has been a fulltime care giver to his spouse for the past
year and has neglected his own care. Currently he is living with Anxiety,
Diabetes, Heart Disease and is visually impaired. Did not meet criteria for
CMHSP services but was enrolled in BHH. The team has helped him establish
with a new primary care provider, provide transportation assistance, and provide
resources so he could change his wife's health plan to one that will provide
additional in-home supports. These steps have helped stabilize some
immediate needs and reduce caregiver burden. His next goal is to re-establish
with his specialty providers: cardiology, ophthalmology, and endocrinology.

* Female in her 30s living with schizophrenia was incarcerated. BHH was able to
coordinate with the jail so client could receive her prescribed psychiatric
medications that are not on the jail formulary. Copays were also covered at the
pharmacy by performance funding to reduce additional barriers.




Success Cont.

e 8-year-old male living with Autism who is nonverbal. He was urgently
enrolled in BHH following a sudden onset of seizures and a subsequent
diagnosis of Epilepsy. The team has provided support to the mother
including transportation so they could stay connected with pediatric
Neurology. After finding the right medication combination, the client has
now been seizure free since August of last year and is thriving

* Male in his early 30s living with Intellectual & Development Disabilities
and Opioid use Disorder. SUDHH was able to coordinate for client to
receive a long-acting injection of Buprenorphine monthly. Client has since
successfully completed probation and has maintained sobriety.




Questions?

thugeard @centrawellness.org
tpolcik@centrawellness.org

Thank you
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