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CMHSP’s A Cliff note Version. 

1. The 1963 Michigan Constitution effective January 1, 1964 states in Article IV
Section 51, “The public health and general welfare of the people of the state
are here by declared to be matters of primary public concern. The legislature
shall pass suitable laws for the protection and promotion of the public health.”
and Article VIII Section 8 “Institutions, programs and services for the care,
treatment, education, or rehabilitation of those inhabitants who are physically,
mentally, or otherwise seriously disabled shall always be fostered and
supported.”

2. In the 1963 Michigan Constitution Article IX Section 18 Note 6. Purchases in
order to shield the State from financial risk and save its credit by sharing the
risk with the local CMHSP and their supporting counties by stating the
following, “Pledge of state’s credit would not be involved if county mental
health board expended public money to purchase services from a public or
private agency under the Community Mental Health Services Act {M.C.L.A
§§330.1201, 330.1208, and 330.1301 et seq.} but county mental health board
would have to remain responsible for and in control of mental health program
authorized by Act and could not surrender grant to another public or private
agency and allow it to operate the program without violating this section
forbidding pledging of state’s credit. Op. Atty. Gen. 1965, No. 4470, p. 128.

Community mental health board’s purchase of mental health services through 
contract with other public or private agencies, as authorized by M.C.L.A. 
§§330.606 (repealed; see, note generally, M.C.L.A §330.1308) did not involve
use of state’s credit within this section, providing that state’s credit is not to be
granted to, nor in aid of any person, association, or corporation, public or
private, except as authorized by the Constitution, id.

3. MH Code Sec. 330.1116 Powers and duties of department. Section 116 (1)
consistent with section 51 of article IV of the state constitution of 1963,….and 
as required by section 8 of article VIII of the state constitution of 1963, which 
declares that services for the care, treatment, education, or rehabilitation of 
those who are seriously mentally disabled shall always be fostered and 
supported, the department shall continually and diligently endeavor to ensure 
that adequate and appropriate mental health services are available to all 
citizens throughout the state. To this end, the department shall have the 
general powers and duties described in this section.” 

4. MH Code Sec. 116(2)(ii)(b) Administer the provision of chapter 2 so as to
promote and maintain an adequate and appropriate system of community
mental health services programs throughout the state. In the administration of
chapter 2, it shall be the objective of the department to shift primary
responsibility for the direct delivery of public mental health services from the
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state to a community mental health services program whenever the 
community mental health services program has demonstrated a willingness 
and capacity to provide an adequate and appropriate system of mental health 
services for the citizens of that service area.  

 
5. Governmental Immunity. It is important to note that services provided by a 

CMHSP are mandated and not optional and with that comes great risk, so the 
CMHSPs are afforded Governmental immunity as the consumer base it is 
required to work with often involve judicial and law enforcement 
involvement. Immunity is in M.C.L. §330.1205(3)(b), “All the privileges and 
immunities from liability and exemption from laws, ordinances, and rules that 
are applicable to county community mental health agencies or community 
mental health organizations and their board members, officers, and 
administrators, and county elected officials and employees of county 
government are retained by the authority and the board members, officers, 
agents, and employees of an authority created under this section. 

 
The chain of governmental immunity is broken when the state or federal 
dollars leave a governmental entity to the private sector. This has been ruled 
on in the courts system and is noted in the state constitution that the states 
credit will be put on the line (Roberts v City Of Pontiac Doc. No. 103630 and 
1963 Michigan Constitution Article IX Section 18 Note 6). Governmental 
Immunity has proven invaluable to protect the staff of the local behavioral 
health agency both in Michigan and around the Nation when faced with very 
difficult situations (A.G. Opinions 06431, 06813, 05390, and 06563, Court 
Case McClean et al. vs. Sam Harma, Hiawatha Behavioral Health, Robert 
McElhaney, M.D., and M.A.C.M.H.B Doc. No. 290781 and Peterson, Pryde 
et al. vs. the Commonwealth of Virginia, et al. Twenty-Second Judicial 
Circuit Court, Franklin County, Commonwealth of Virgina). 
 

6. MH Code Sec. 114 (1) Subject to section 114a, as provided in section 9 of 
Act. No. 380 of the Public Acts of 1965, being section 16.109 of the Michigan 
Compiled Laws, the director may promulgate rules as necessary to carry out 
the functions vested in the department. Thus the Administrative rules 
R325.4151 to 330.10099. 
 

7. From the Administrative Rules, “Rule  2701.  (1)  As a condition of state 
funding a single overall certification is required for each community mental 
health services program.  (2) The certification process shall include a review 
of agencies or organizations that are under contract to provide mental health 
services on behalf of the mental health services program. (3) The governing 
body of a community mental health services program shall request 
certification by submitting a completed   application   to   the department.  If 
the department is already in receipt of information required for application, 
then submission of that information may be waived by the department.  The 
application shall be submitted in the format specified by the department and 
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shall include all of the following information:  (a) The legal name of the 
community mental health services program. (b) The address for legal notice 
and correspondence. (c) The governing structure of the community mental 
health services program. (d) The current annual budget, including all sources 
of revenue, of the community mental health services program…...(6) Failure 
of the community mental health services program to comply with the 
requirements of the  certification  process  shall  be  grounds  for  the 
department  to  deny,  suspend,  revoke,  or  refuse  to  renew  a  program's 
certification.”   
 

8. Board Governance is described in Section 330.1226 Board; powers and 
duties; appointment of executive director. The Board Shall: 

a. Annually conduct a needs assessment 
b. Annually review and submit to the Department a needs 

assessment report, etc.. 
c. A county community mental health agency, must obtain approval 

from the county commissioners for needs assessment, budget 
development, requests for new funds etc.. For organizations 
(urban cooperatives) copies must be provided to the counties per 
the terms of the inter-local agreement etc…. For authorities 
copies of plans, needs assessments etc….must be provided to 
each creating county. 

d. Submit needs assessment, annual plan, and request new funds. 
e. Provide and advertise a public hearing on the needs assessment, 

annual plan, and request funds. 
f. Submit to each board of commissioners for their approval 

funding requests. 
g. Annually approve the CMHSP operating budget for the year. 
h. Take actions necessary to secure funding. 
i. Approve and authorize all contracts. 
j. Review and evaluate the quality, effectiveness, and efficiency of 

services. 
k. Appoint an executive director. 
l. Establish general policy guidelines. 
m. Require the executive director to select a physician to advise. 

As 6(c) indicates there are three types of CMHSPs. County Boards, 
Organizations (Urban Cooperatives via Inter-local agreements), and 
Authorities.  

 
9. Board Governance is also described in detail in the Administrative Rules 

starting with section R330.2802 and delineates the responsibilities of the 
“governing body” (AKA “Board”) and the “Community Mental Health 
Services Program” (AKA “Program” or Operations) through section 
R330.2814. 
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10. Quick discussion about the Attorney General – The Attorney General is the 
Chief Law Officer of the State of Michigan. The following shall be considered 
when thinking about Attorney General Opinions: 
i. “Under Michigan laws, State Attorney General Opinions are binding 

upon State departments or agents which request them.” M.C.L.A. § 
14.32, Campbell v. Patterson, 724 F. 2d 41, Certiorari denied 104 s. ct. 
1613, 465 U.S. 1107, 80 L. Ed 2 d 142. 

ii. “Office of Attorney General enjoys a wider range of powers, derived 
from both common law and statutory enactments” Michigan Beer & 
Wine Wholesalers Assn. V. Attorney General, 370 N.W. 2d 328, 142 
Michigan Appeals 294, Appeal denied, Ceriorari denied 1075 CT 420, 
479 U.S. 939, 93 L E.D. 2d. 371. 

iii. “The Attorney General has the statutory duty to give his opinion upon 
all questions of law submitted to him by the legislature, by either 
branch of the legislature, by the Governor, or by any other State 
Officer; While such opinions do not have the force of law, and are 
therefore not binding in courts, they have been held to be binding upon 
State Agencies and Officers.” Michigan Beer & Wine Wholesalers 
Assn. V. Attorney General, 370 N.W. 2d 328, 142 Michigan Appeals 
294 

iv. “The opinions of the Attorney Generals Office are binding on State 
Agencies for limited purposes only until the courts make a 
pronouncement on the issue.” People v. Waterman (1984) 137 Mich. 
App. 429, 358, NW 2d 602. 

v. “Attorney General has the authority to bring actions involving matters 
of State interest and the courts should accord substantial deference to 
the Attorney Generals decisions that a matter constitutes a State 
interest.” M.C.L.A. §§ 14.28, 14.101 Id. 
 

11. Office of the Attorney General Opinion 5791, September 30, 1980 Addresses: 
Withholding of state funds from community mental health boards for its 
failure to comply with the rules of the Department. Conclusion – “It is my 
opinion, therefore, that the Department of Mental Health may withhold funds 
from a community mental health board for its failure to comply with rules of 
the Department, but the Department may not withhold funds from a 
community mental health board for violation of its policies.” 
 

12. Office of the Attorney General Opinion 5665, February 22, 1980: “Making 
inoperative the Wayne County Community Mental Health Board and provide 
community mental health services in the place and stead of Wayne County 
CMHB?” – Conclusion – “it is my opinion that while the Department may not 
terminate the Wayne County Community Mental Health Board nor assume the 
direct operation of the Wayne County Community Mental Health Program, 
the Department may withdraw funds previously allocated to the Wayne 
County Community Mental Health Program and use such funds to provide 
community mental health service in Wayne County.” 
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13. Office of the Attorney General Opinion 6600, September 27, 1989: 

consolidation of county community mental health program with other county 
programs.  Page 1, “Community mental health programs are governed by 
Chapter 2 of the Mental Health Code, MCL 330.1200 et seq.; MSA 
14.800(200) et seq.”  Page 2, “Once established, the community mental health 
program becomes an official county agency…..As long as the program is 
established and administered in accordance with Chapter 2 of the Mental 
Health Code, the program is eligible for state financial support.” Page 3, “If a 
county ordinance were to give some other county board the authority to 
exercise those powers or the authority to veto or alter the powers expressly 
given by the Legislature to the county community mental health board, that 
ordinance would be contrary to the Mental Health Code and, therefore, void.” 
Conclusion: “It is my opinion, therefore, that the disbanding of a county 
community mental health board or the preempting of the board’s power by 
another county body would cause the affected county community mental 
health program to be out of compliance with the provisions of the Mental 
Health Code.” 
 

14. In a May 15, 1997 letter from Mr. Peter Cohl to Mr. Richard Visingardi the 
Director of Ionia County Community Mental Health, Mr. Cohl states, “if a 
county ordinance were to give some other county board the authority to 
exercise those powers or the authority to veto or alter the powers expressly 
given by the Legislature to the county community mental health board, that 
ordinance would be contrary to the mental health code and, therefore, void.” 
Id. at page 222. OAG opinions 5750 and 6563 prohibit CMHSPs from 
forming non-profits. 

 
15. CMHSP’s and assurance of continued Medicaid/Federal funding streams were 

addressed September 20, 2002 by the 19th Circuit Court in the case of 
Manistee-Benzie Community Mental Health vs. the Michigan Department of 
Community Health. This matter concerned the “Orphan Board” status of 
MBCMH in the 2002 Application for Proposal process wherein the Judge 
stated the following: 

  
“The Court considers such “orphan board” status where MBCMHP does not 
have the requisite 20,000 Medicaid lives to be able to “stand alone” to 
constitute irreparable harm in that it will leave MBCMH in the status of a 
precariously existing legal shell in danger of imminent collapse while undoing 
Michigan’s statutorily based commitment to community based representation.” 
Page 7 

 
 “Thus, the Manistee and Benzie County Medicaid recipients are relegated to 

the status of being unrepresented and without DCH having assured itself of the 
best interests of the Medicaid recipients with seamless, integrated services and 
continuity of care for the approximately 90% of the recipients of MBCMHP 
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services. Thus the refusal of defendants to allow MBCMH to submit an AFP 
that includes affiliation with CEI…….constitutes irreparable harm to the 
Manistee-Benzie Medicaid recipients…” Page 7 & 8. 
 
 “This Court will enter its mandatory injunctive order which is operant against 
state executive branch officials only because the Court is convinced that 
irreparable harm will befall plaintiffs and the Medicaid eligible recipients of 
mental health services in Manistee and Benzie Counties and because in the 
circumstance of this case there is a clear duty for DCH officials to allow 
MBCMH’s plan for affiliation to be evaluated…” Page 8 & 9 
 
“…but Manistee and Benzie Medicaid funded mental health service recipients 
as well, who would have no representation for the assigned North Central 
provider and whose representation on the MBCMHSP would be an empty 
vessel” Page 9, “ 

 
16. Interlocal or Authority Agreement 
 
17. How to Change a CMH’s Name 
 
18.  A Brief Modern History of Michigan’s Public Mental Health System to 2004 by 

Patrick Berrie, Deputy Director Michigan Department of Community Health and 
CEO Washtenaw Community Mental Health 

 
19. House Fiscal Agency History of the CMH system to 2014 
 
20. Revised Plan for Procurement 2002. This document presents the revised plan of 

the Michigan Department of Community Health (MDCH) for procurement of 
Medicaid specialty Prepaid Health Plans (PHP) 

 
21. The interplay between Medicare/Medicaid and Michigan’s Wavier system. 

Enclosed is a 2009 CMS document “Brief Summaries of Medicare & Medicaid”, 
a brief description of Title XIX Section 19 waivers, brief description of 1115 
demonstrations, and Michigan’s current Waivers and demonstrations.  
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MICHIGAN MENTAL HEALTH COMMISSION 
A BRIEF MODERN HISTORY OF MICHIGAN’S PUBLIC MENTAL HEALTH SYSTEM 

 
THE INSTITUTIONAL ERA 
 
Every society has grappled with the plight of individuals who manifest certain patterns of 
thinking, feeling and/or behavior that are considered signs of a serious mental disorder or 
condition. Michigan has long recognized a fundamental state obligation to assist those with 
serious mental disorders. Specific provisions in the state constitutions of 1850, 1908 and 1963 
established the legal foundation for state involvement in the care and treatment of those with 
serious mental illness. The provisions in the 1850 and 1908 constitutions affirmed state support 
for institutions to serve those with mental illness (and other disabilities). In the 1963 constitution 
(Article VIII, § 8), state support was extended to include institutions, programs and services for 
the care, treatment, education or rehabilitation of the mentally disabled.  
 
Initially, the state fulfilled its constitutional commitment through the establishment of state 
psychiatric asylums. In the mid-19th century, the development of mental asylums was 
considered enlightened and progressive public policy and a humane response to the plight of 
those with mental disorders. Michigan’s first state institution for the mentally ill, the Kalamazoo 
Asylum for the Insane, began accepting 
patients in 1859, and over the next forty 
years, similar facilities were established 
in Pontiac, Traverse City and Newberry.  
 
For much of the 19th century, public 
asylums in America generally housed a 
relatively modest proportion of long-term 
or chronically incapacitated patients, 
and these facilities had not yet assumed 
the role of custodial care institutions. 
Many patients entering public asylums 
during this period did not have 
prolonged lengths of stay at the facility, 
and they were eventually discharged 
back into the community. The 
circumstances that produced this diverse patient mix were complex, and involved legal issues, 
divided responsibilities among levels of government and certain financial liabilities and 
incentives.  
 
By the end of the 19th century, however, these circumstances had changed, precipitating a 
steady increase in the proportion of chronically disabled, elderly, and disordered individuals with 
underlying somatic conditions among the population of state and county-operated psychiatric 
hospitals. This trend continued into the 20th century, and the average length of stay at public 
hospitals increased dramatically, with a concomitant decrease in discharge rates. The changing 
utilization patterns swelled the resident census at state facilities, necessitating the expansion of 
existing facilities, the establishment of additional state psychiatric hospitals, and a gradual shift 
in the role of the facilities from supportive and restorative treatment to custodial care. 
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The changing characteristics of the resident population (greater chronicity, more age-related 
psychiatric impairments, refractory symptomatology related to underlying physical causes) and 
the changing role of the public psychiatric hospital (provision of long-term custodial care) 
fostered an overly pessimistic perception of serious mental illness among the general public. 
Mental illness came to be regarded as a lifelong, gravely disabling, malady with little prospect 
for recovery or remediation of the illness. This gloomy perspective, in turn, diminished public 
support and legislative concern for state psychiatric facilities, and the hospitals steadily became 
more overcrowded, understaffed, regimented, bureaucratic, drab and impoverished. By the mid-
1950s, there were over 559,000 individuals in publicly operated psychiatric hospitals across the 
United States. In that same period, over 20,000 Michiganians with mental illness were residing 
in state or county-operated psychiatric facilities. 
 
SEEDS OF CHANGE 
 
Despite prevailing negative stereotypes regarding mental illness and the seemingly pervasive 
indifference to the conditions in public institutions, there were other developments that were 
harbingers of new perspectives and treatment approaches for serious mental disorders. The 
National Mental Health Act of 1946 established the National Institute of Mental Health (NIMH) 
and authorized grants to states to support existing outpatient clinics that served the mentally ill, 
or to establish new clinics or programs for this purpose. In 1953, the American Medical 
Association and the American Psychiatric Association recommended a national study regarding 
the treatment of persons with mental illness. Congress adopted this recommendation and 
passed the Mental Health Study Act in 1955.  
 
At the same time, scientific developments and psychosocial treatment modifications were 
changing institutional care for the seriously mentally ill. In 1952, the antipsychotic property of the 
drug chlorpromazine (Thorazine) was discovered, and the introduction of this medication (and 
other drugs of similar efficacy) into the treatment regimen at state facilities produced significant 
symptomatic improvement in many patients. Innovations in hospital milieu therapy were also 
being developed, reemphasizing the therapeutic (rather than custodial) orientation of state 
facilities. 
 
With the widespread use of antipsychotic agents, improvements in the hospital milieu, and a 
growing professional recognition of the adverse effects of prolonged institutional care, the 
patient census at public institutions began to gradually recede, not just in Michigan but also 
across the United States. In Michigan, initially there was only modest flow of patients out of 
state facilities (the year-to-year census in Michigan’s state-operated hospitals declined 16% 
from 1955 to 1965). Over time, however, this slow trickle became a mass exodus. While the 
advance in pharmacological treatment was not the sole factor responsible for the incremental 
census reduction, the new antipsychotic medications had clearly engendered a sense of hope 
regarding serious mental disorders and had altered public sentiments about these conditions.  
 
As these changes were unfolding, the Joint Commission on Mental Illness and Health (operating 
under the auspices of the Mental Health Study Act of 1955) completed the study authorized by 
Congress and published its findings. The report, Action for Mental Health, (1961), 
recommended changes in archaic state hospital systems (smaller facilities, better staffing) and 
suggested development of local centers to address the needs of the mentally ill returning to the 
community. The report stated that: 
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“The objective of modern treatment of persons with major mental illness is to 
enable the person to maintain himself in the community in a normal manner. To 
do so, it is necessary (1) to save the patient from the debilitating effects of 
institutionalization as much as possible, (2) if the patient requires 
hospitalization, to return him to home and community life as soon as possible, 
and (3) thereafter to maintain him in the community as long as possible. 
Therefore, aftercare and rehabilitation are essential parts of all services to 
mental patients, and the various methods of achieving rehabilitation should be 
integrated into all forms of service.” 

In 1963, in response to this report, President Kennedy formed an interagency task force on 
mental illness to determine priorities for action and proposals for implementation. In 1963, 
reflecting the Joint Commission report and interagency task force recommendations, Congress 
passed, and President Kennedy signed, the Community Mental Health Centers (CMHC) Act. 
President Kennedy had previously (in a February 1963 address to Congress) called for 50% 
reduction in state hospital census over the next ten years, and the CMHC Act provided funds for 
the development of community-based care centers to help achieve this objective. The Act had 
some controversial aspects, however, since federal funding to establish CMHCs would bypass 
state government and go directly to grantees selected by the federal government. This created 
a split in authority and responsibility between the state hospital system and the new federally 
funded CMHCs.  
 
The federal government went on to establish a number of ancillary social programs in the 1960s 
and early 1970s - medical assistance, income support, housing subsidies, and vocational 
rehabilitation services - that became instrumental in the successful transition of seriously 
mentally ill individuals from institutional care to community settings. 
 
While Michigan had expanded institutional capacity during the first half of the 20th century, the 
state had also established a limited number of community-based programs to meet the needs of 
persons with mental illnesses. Community aftercare clinics had been established in various 
parts of the state under the auspices of nearby state psychiatric hospitals. Several child 
guidance centers had been founded by private organizations, and some of these later received 
state and/or local operating subsidies or contributions. In 1944, legislation was enacted to allow 
local county boards to appropriate funds for operation of child guidance centers and adult 
clinics.  
 
In April 1963, (six months before the enactment of the federal CMHC Act), the Michigan 
Legislature passed Public Act 54. The intent of the legislation was to stimulate development of 
community mental health services throughout the state. Act 54 permitted counties – either singly 
or in combination – to form Community Mental Health Boards and to receive state matching 
funds for the operation of these agencies. In its original form, Act 54 allowed state match funds 
of 40% to 60% of the cost of an approved county program. The law was later amended to set 
the rate of state match for an approved program at 75%. By 1969, there were thirty-three (33) 
Act 54 boards, covering forty-nine (49) counties. State policy at that time promoted the gradual 
inclusion of other local publicly supported mental health services and clinics under the ambit of 
the Act 54 boards. 
 
The federal CMHC grants and state support for community mental health boards spurred 
development of community programs and service capacity, consistent with the emerging 
perspective that serious mental illness was an enduring disorder with periodic exacerbation, 
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reoccurrence, and residual impairments (like other chronic disease states), but the condition 
was amenable to ameliorative, restorative and rehabilitative treatments and supports. Some 
individuals with serious mental illness might require episodic state hospital care during acute 
phases of the illness, but these individuals could (and should) be released back to their 
community and local “aftercare” programs, as soon as their condition stabilized and acute 
symptoms had receded.  
 
Practice patterns in Michigan began to reflect this revised conception of mental illness, with the 
emphasis on more limited utilization of state facilities and greater reliance on community clinics 
and services. Between 1965 and 1975, the patient census at state psychiatric hospitals fell from 
17,000 to roughly 5,000 patients. The national policy of deinstitutionalization had taken firm hold 
in Michigan. 
 
In the early 1970s, changing societal views and perceptions regarding mental illness triggered 
numerous legal and advocacy challenges to existing civil commitment standards, inadequate 
hospital conditions, certain treatment methods, violations of constitutional rights and overly 
restrictive care arrangements. Complaints regarding inadequate community care emerged at 
the same time, with critics citing frequent readmissions (the “revolving door” phenomenon) 
among discharged patients, faulty coordination between the state and community agencies, 
insufficient community service capacity, and diffuse accountability for recipient care. 
 
THE SHIFT TO COMMUNITY-BASED CARE  
 
To address these issues and to provide a new framework for the organization and operation of 
Michigan’s public mental health system, the Legislature passed Public Act 258 in 1974. This 
statute - popularly known as the Mental Health Code - was a “tipping point” in the conversion 
from an institutional care system to a community-based treatment and supports model. The 
statute modernized civil commitment standards and due process procedures, clarified the roles 
and responsibilities of the state department and county-sponsored community mental health 
services programs (CMHSPs), designated priority populations for service and core program 
requirements, established the principle of “least restrictive setting” for care and treatment 
decisions, specified the rights of service recipients, and devised a monitoring and protection 
system. The legislation increased state match for approved county community mental health 
programs to 90% and stipulated that: 

“  it shall be the objective of the department to shift from the state to a county 
the primary responsibility for the direct delivery of public mental health services 
from the state to a community mental health services program whenever the 
county shall have demonstrated a willingness and capacity to provide an 
adequate and appropriate system of mental health services for the citizens of 
the county.” (Section 116e) 

Despite passage of this landmark legislation and its sweeping prescription for change, 
implementation of many Code provisions lagged in the years following enactment of the statute. 
Coordination between hospital and community agencies continued to be problematic; discharge 
plans and community placement arrangements were often incomplete and haphazard; and local 
service capacity remained inadequate. To ensure more rapid transformation of the system, 
Governor Milliken established the “Governor’s Committee on Unification of the Public Mental 
Health System” in 1979. In its final report, Into the 80s, the Committee recommended: 
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“ establishing a single point of responsibility for voluntary and involuntary 
entry into Michigan’s public mental health system, for determination and 
oversight of the services it provides, for system exit, and for the resources that 
support service delivery. That single point of responsibility is to be located in 
the community. It is designated as a local mental health authority 
encompassing one or more counties.”  

Following publication of the report, the state assumed a more aggressive posture toward system 
restructuring and the pace of change accelerated. The Department of Mental Health (DMH) 
devised a new arrangement – referred to as “full management” - to affect the shift of 
responsibility, authority and fiscal resources for public mental health services from the 
department to the county-sponsored community mental health services programs. Under full 
management, the CMHSPs became the single entry/single exit point for the entire public mental 
health system. Funding related to utilization of state psychiatric hospitals and developmental 
centers (as well as funding for community-based services) were allocated to the CMHSPs, 
which in turn “purchased” inpatient services from state institutions as needed. If a CMHSP could 
reduce its utilization of the state hospital, it retained the savings (referred to as “trade-off” 
dollars) for expansion of community programs and capacity. 
 
Beyond the structural, fiscal and contractual changes, DMH promoted the adoption of innovative 
community treatment and support programs for adults and children with serious mental illness 
and emotional disorders. The department provided expansion funding to CMHSPs to develop, 
implement or replicate service models such as the Fairweather Lodge Program, Assertive 
Community Treatment (ACT), Psychosocial Rehabilitation (PSR) Programs (Clubhouses), 
Home-Based Services for Children, Wraparound, Supportive Independent Housing and 
Supported Employment.  
 
At the national level, federal policy on mental health shifted in the 1980s. In 1977, President 
Carter had established a Presidential Commission on Mental Health to review mental health 
care in America and make recommendations for improvement. The Commission’s findings 
generated ambitious and far-reaching strategies for change and called for significant federal 
involvement in addressing the problem of serious mental illness. However, this approach was 
not pursued by the new administration, and federal involvement in mental health policy and 
funding gradually receded. Despite the more limited participation of the federal government in 
mental health policy, the National Institute of Mental Health continued its efforts to promote 
improved programs for adults with serious mental illness and children with serious emotional 
disturbances through the Community Support Program (CSP) and the Child and Adolescent 
Service System Program (CASSP).  
 
By the end of the decade of the 1980s, the direction of Michigan’s public mental health system 
(progressive deinstitutionalization, admission diversions, gradual facility downsizing, 
development of community-based alternatives and investment in programmatic innovations) 
was broadly accepted and generally enjoyed bipartisan legislative support. DMH policy 
emphasized continued reduction in state facility utilization and the establishment of a 
“continuum of care” (comprehensive service array) within each CMHSP. The “dollar follows the 
patient” concept (“trade-off”) encouraged community placement and reductions in facility 
utilization, and the funds retained by the CMHSPs were used to expand local service capacity 
and options.  
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However, during the 1980s, Michigan (similar to other states) began to increasingly rely on 
Medicaid coverages and federal reimbursement to support its community-based treatment 
services and rehabilitative programs. The establishment and gradual expansion of optional 
Medicaid services targeted to the needs of persons with serious mental illnesses provided 
additional revenue for the public system and increased the fiscal stability of community 
programs. However, the introduction and growth of Medicaid reimbursement also increased the 
complexity of funding arrangements, and encouraged certain budgetary adjustments that slowly 
compromised state-county collaboration on mental health care. 
 
PUBLIC MENTAL HEALTH SERVICES FOR CHILDREN AND ADOLESCENTS 
Establishing a coherent public policy for children’s mental health services posed persistent 
challenges for Michigan’s mental health system throughout the 1970s and 1980s. Public 
institutional care had not been as frequently or extensively used for children as it had been for 
adults with serious mental illness, and hence the ability to finance increased community service 
capacity for children through the “trade-off” mechanism was much more limited. Most state 
psychiatric hospitals for children had been established adjacent to existing state adult facilities, 
and total bed capacity of these facilities was limited. In addition, Michigan had been an early 
pioneer and proponent of community-based child guidance clinics, which were supported by 
private donations, state funds, and/or local government allocations. 
 
A number of national evaluations regarding the need for and the availability of mental health 
care for children and adolescents had estimated significant prevalence of mental disorders 
among this population, documented limited service capacity and availability, and revealed low 
rates of treatment and service utilization. The first of these reports emerged from the work of the 
Joint Commission on the Mental Health of Children, which published its report, Crisis in Child 
Mental Health, in 1969. In 1978, the Task Panel on Infants, Children and Adolescents, a 
sub-committee of President Carter’s Commission on Mental Health, found that children 
continued to receive inadequate mental health care, and noted that recommendations contained 
in the Joint Commission report of 1969 had never been implemented. In 1982, the Children’s 
Defense Fund (CDF) published an extensive and highly unfavorable study of the provision of 
mental health care to children and adolescents in state mental health systems. The report, 
Unclaimed Children, concluded that the vast majority of severely emotionally disturbed 
children and adolescents were not receiving adequate mental health care, and many received 
no treatment at all. 
 
In Michigan, the Report of the Child Mental Health Study Group (1982) came to many of the 
same conclusions. Responding to these and other findings, Department of Mental Health policy 
and funding strategies in the 1980s emphasized the development and expansion of community 
mental health services for children and adolescents. Legislation passed in 1984 required the 
establishment of a “Children’s Diagnostic and Treatment Services Program” within each 
CMHSP, to provide comprehensive evaluation, diagnosis and disposition arrangements for 
children in urgent or emergent need of mental health care. The Legislature also provided 
additional categorical funds to CMHSPs for expansion of intensive home-based services, 
therapeutic foster care, respite care programs and prevention initiatives. Finally, the state began 
to promote the development of local “systems of care” for children and adolescents, an 
approach first articulated through the federal CAASP initiative.  
 
An enduring issue affecting the provision of mental health services to children and adolescents 
during the 1980s was the problem of coordinating service efforts and care responsibilities 
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among different child-serving agencies and systems. Many children in non-mental health 
systems (e.g., education, child welfare, juvenile justice, primary care settings, Head Start, etc.) 
exhibited signs of emotional disturbances and mental disorders. Determining service 
responsibilities, reconciling statutory mandates, and coordinating complicated funding 
arrangements often strained relations between agencies and drained energy and resources 
from service provision. Dissatisfaction with this state of affairs led to proposals for a state 
“superagency” for children’s services, which would house and reconcile multiple programs 
directed toward the well being of children and families. However, these proposals were 
controversial and were never acted upon by the Legislature.  
 
ACCELERATING CHANGE AND NEW DIRECTIONS: 1991 TO 1996 
 
At the beginning of the decade of the 1990s, the transition of the public mental health system 
from institutional care to community-based service arrangements was significantly accelerated. 
Although the tension between institutional care and community-based services is not an 
either/or contest, resource limitations and funding constraints often press states to make 
choices regarding where to spend the bulk of their mental health budget. In Michigan, the 
recession of the early 1990s and ensuing shortfalls in state revenues precipitated an Executive 
Branch decision to close a number of state facilities, triggering a decisive shift in resources 
away from state hospitals and toward the community-based system.  
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The extent and pace of facility closures was controversial and strained the general consensus 
regarding state mental health policy that had characterized the 1970s and 1980s. Between 1991 
and 1997, the state closed six (6) state psychiatric hospitals for adults with serious mental 
illnesses, and five (5) state 
psychiatric facilities for children 
with serious emotional 
disturbances. As the state 
withdrew from the provision of 
mental health care, county-
sponsored CMHSPs assumed 
the lion’s share of treatment and 
support obligations for persons 
with serious mental illnesses 
and children with serious 
emotional disturbances. While 
the county-sponsored CMHSPs 
received some additional 
funding during these years, much of this growth was attributable to facility closures (“trade-off”), 
the shift of responsibility from the state to the counties, and the assumption of new service 
obligations, rather than true economic increases or cost-related adjustments.  
 
For CMHSPs located in less populated areas of the state, these changes generally did not 
produce any dramatic consequences. The number and needs of individuals with serious mental 
disorders within the catchment area of these CMHSPs was manageable, and many of these 
agencies had already significantly reduced their utilization of state institutions. However, certain 
CMHSPs in more populous areas of the state faced significant problems adapting to the closure 
of the institutions.  
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Beyond the closure of multiple state facilities and the transfer of care responsibilities to the 
CMHSPs, the public mental health system encountered other changes and challenges during 
the 1990s. The Department of Mental Health, which operated state facilities and directed, 
funded and monitored the CMHSP system, was abolished by Executive Order and subsumed 
within the Department of Community Health (DCH). Some feared that this development would 
eventually reduce visibility, interest and financial support for mental health services.  
 
The creation of the Department of Community Health reflected a changing state posture and 
presence in the public mental health system. The system was becoming increasingly 
decentralized as more authority and responsibility devolved to county-sponsored community 
mental health services programs. In a decentralized system, community programs were now 
executing many of the functions and activities previously performed within the state 
bureaucracy.  
 
Responding to these changing circumstances, the Legislature enacted major revisions to the 
state’s Mental Health Code. Key provisions of the legislation (P.A. 290 of the Public Acts of 
1995) included:  

(a) The establishment of a new type of CMHSP entity - the “Authority” - which had 
greater administrative independence and operational control than previous CMHSP 
organizational options;  

(b) A requirement that CMHSPs be “certified” by the Department, or achieve 
accreditation through a nationally recognized accreditation organization; 

(c) The inclusion of primary consumers and family members on CMHSP governing 
boards; 

(d) A new obligation for the CMHSPs to provide jail diversion services; and 
(e) The requirement that the individual plan of service for all recipients of the public 

mental health system be developed through a “person-centered” planning process. 

The Legislature also pressed the Department (through boilerplate provisions in the 
Appropriations Act) to improve CMHSP data reporting and to establish a performance indicator 
system to assess CMHSP activity on key dimensions. The Department implemented its Mission 
Based Performance Indicator System in 1997. 
 
In regard to mental health services for children, the Department promoted the expansion of 
multi-purpose collaborative bodies (MPCBs) throughout the state to encourage greater 
interagency collaboration, to promote a “systems of care” approach for seriously emotionally 
disturbed (SED) children, and to facilitate pooled funding arrangements for children and families 
involved with multiple public systems. Pilot projects (Michigan Interagency Family Preservation 
Initiative or MIFPI) were carried out in several communities within the state. However, funding 
for prevention and early intervention services declined, and many CMHSPs scaled back local 
initiatives. 
 
IMPLEMENTATION OF MANAGED PUBLIC MENTAL HEALTH CARE IN MICHIGAN 
 
Shortly after its creation, the new Department of Community Health announced major changes 
in the operation of Medicaid, the state-federal entitlement program that covers a wide array of 
specialty services for beneficiaries with serious mental illnesses. Medicaid reimbursement, 
introduced into the funding framework of the public mental health system during the 1980s, 
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played a major role in underwriting the cost of community services and programs. DCH 
indicated that it would move most Medicaid recipients and Medicaid benefits into capitated, risk-
based “managed care” arrangements, and that it was proceeding with the submission of federal 
waivers to affect these changes. The state elected to “carve-out” Medicaid specialty mental 
health benefits and proposed that CMHSPs administer and deliver these benefits under a 
capitated, shared-risk, managed care program. DCH submitted a 1915(b) Medicaid managed 
specialty services waiver to the federal government in 1998, along with a request for an 
exemption from federal procurement requirements. The waiver and exemption were granted 
and the program was launched in October 1998. 
 
Managing Medicaid specialty benefits under a federal waiver and on a shared-risk basis 
introduced additional complexities into the public mental health system. The CMHSPs had 
evolved and historically operated under the “community model” of organization and service 
provision. This model was predicated on geographic catchment areas, grant funding, priority 
populations for service provision, relational contracting between governmental units, and a 
stable non-competitive network of providers, responsive to governmental policies and priorities. 
Under Medicaid managed care, however, CMHSPs were forced to operate more like an 
insurance entity or health plan, with entitled beneficiaries, defined benefits and service 
obligations, medical necessity standards, stringent due process requirements, and increased 
administrative responsibilities.  
 
These challenges were compounded by federal stipulations that the state develop a plan for 
moving to “open and full competition” for management of Medicaid specialty services. After 
tumultuous debate within the state, DCH submitted a revised plan to the federal government 
that successfully argued the “impracticality” of competition for management of these Medicaid 
services. The federal government accepted this argument and the state was allowed to continue 
sole-source contracting, albeit with some significant changes. CMHSPs in less densely 
populated areas of the state, with small numbers of Medicaid beneficiaries within the catchment 
areas, were required to affiliate as a condition of participation in the Medicaid managed 
specialty services program.  
 
ADDITIONAL DEVELOPMENTS IN THE LATE 1990S 
 
In July 1990, President Bush proclaimed the 1990s as the “decade of the brain”. Neuroscientific 
research over the course of the decade expanded our understanding of the etiology of mental 
disorders and pharmacological research produced a number of new medications to treat major 
mental illness. By the later part of the decade, these new therapeutic agents (atypical 
antipsychotics) were being widely used within the public mental health system and were rapidly 
replacing older medication regimens used to treat serious mental illness. 
 
In 1996, Congress passed the Mental Health Parity Act, which prohibited (with certain 
exceptions) insurers and group health plans from placing annual or lifetime dollar limits on 
mental health benefits that are lower than annual or lifetime dollar limits for medical and surgical 
benefits offered under the plan. 
 
Promotion of mental health issues and concerns were further bolstered in the late 1990s by the 
publication of Mental Health: A Report of the Surgeon General (1999). This landmark 
examination and study of mental illness established that mental disorders were pervasive, 
disabling, amenable to a range of effective treatments, and deserving of greater attention and 
consideration in national health policy. 
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Finally, during the late 1990s, the recovery concept of mental illness emerged as the guiding 
theme for mental health policy and practice. While defined in different ways by different parties, 
the recovery model emphasizes that persons with serious mental illnesses can regain control 
over significant aspects of their lives and develop a sense of identity and purpose, despite 
experiencing exacerbations and/or the persistence of symptoms and impairments. The recovery 
vision emphasizes both positive individual expectations (hope, empowerment, and self-
directedness) and organized interventions (treatment, rehabilitation, and environmental 
supports). The concept looks beyond symptom alleviation to the kind of life experiences and 
situations - including social, vocational, educational, relational, and residential - needed and 
desired by a person with a serious mental illness. 
 
PUBLIC MENTAL HEALTH CARE IN THE NEW CENTURY 
 
The Surgeon General’s 1999 Report indicated that roughly 20% of the U.S. adult population is 
affected by mental disorders during a given year. A sub-population of 5.4% of adults is identified 
as having a serious mental illness (SMI), applying a definition of SMI established in federal 
regulation. Roughly half (2.6%) of those with SMI are considered even more seriously impaired, 
and are described as having “severe and persistent” mental illness.  
 
There are high rates of comorbity (individuals with co-occurring mental illness and a substance 
abuse condition) among those with a mental illness. Individuals with co-occurring disorders 
typically utilize more services than those with a single disorder, and they are more likely to 
experience a chronic course in their illness. 
 
Annual prevalence rates of mental disorders for children and adolescents have not been as well 
established or documented as those for adults. Current estimates are that 20% of children and 
adolescents experience a mental disorder in a given year, and approximately 5% to 9% of 
children and adolescents between the ages of 9 and 17 have a “serious emotional disturbance” 
(SED), again applying a definition of SED established in federal regulation. 
 
The Michigan Mental Health Code has a more circumscribed definition of serious mental illness 
(SMI) and serious emotional disturbance (SED) than those found in federal regulations. 
However, using the more liberal federal definition, the National Mental Health Information 
Center estimated that there were 403,930 adults with serious mental illness and 67,586 children 
and adolescents (ages 9-17) with serious emotional disturbance in Michigan in 2002. 
 
Michigan has a relatively evolved public service system to address the needs of individuals with 
mental illness. However, by statutory intent and design, Michigan’s public mental health system 
is configured to serve individuals with the most serious forms of mental illness and emotional 
disturbance, and those experiencing an acute psychiatric crisis. The Mental Health Code 
explicitly directs that priority for service be given to individuals with the most severe conditions 
and those in crisis. 
 
The state maintains three regional state psychiatric hospitals for adults (in Westland, Caro and 
Kalamazoo) and one state psychiatric facility for children and adolescents (Hawthorn Center in 
Northville). On any given day, there are roughly 600 adults in state regional hospitals and 80 
children and adolescents at the Hawthorn Center. The state also operates the Center for 
Forensic Psychiatry in Ann Arbor, a 210-bed facility that provides both diagnostic services to the 
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criminal justice system and psychiatric treatment for criminal defendants adjudicated 
incompetent to stand trial and/or acquitted by reason of insanity.  
 
Community-based mental health services 
are organized, administered, provided a
arranged through 46 Community Ment
Health Services Programs, which cover al
83 counties in the state. Forty CMHSPs 
have adopted the Authority form of 
CMHSP structure, five remain agencies of 
county government and one is formed 
under the Urban Cooperation Act as a 
CMHSP organization. CMHSPs are 
required by the Mental Health Code and 
through their participation in the Medicaid 
program to provide a comprehensive 
array of mental health services and 
supports, and they fulfill these 
requirements by providing these services 
directly, contracting with non-profit 
providers, or through a combination of 
these two approaches. Each CMHSP is 
required to have a pre-screening unit to 
assess individuals being considered for 
psychiatric hospitalization, and to provide 
alternatives to hospitalization whenever 
appropriate. 

nd 
al 

l 

 
Community mental health services are funded through a complex mix of general fund 
allocations, purchase of service dollars (to pay for any utilization of state facilities), and 
capitated payments for the Medicaid Managed Mental Health Care Program, the Adult Benefit 
Waiver Program, and the MiChild program. According to the Senate Fiscal Agency, funding for 
community mental health has been tightly constrained over the past six years, with very limited 
adjustments. In fiscal year 2003-2004, roughly $870,000,000 of state appropriations for 
community mental health was available to fund services to adults and children with serious 
mental illness.  
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The table below displays the number of children and adults with mental illness served by the 
CMHSPs over a four-year period (1999-2002).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CURRENT CHALLENGES  
 
Public mental health systems across the nation are in distress. The title of a recent report by the 
Bazelon Center, Disintegrating Systems: The State of Public Mental Health Systems, aptly 
captures the mood of dissatisfaction and the sense of urgency. The President’s New Freedom 
Commission on Mental Health has declared that “ the mental health delivery system is 
fragmented and in disarray”. 
 
Multiple funding streams now support public mental health care, each with varying eligibility 
standards, differential access policies, different service obligations and benefits, and sundry 
appeal processes. This has introduced tremendous complexity into the administration of mental 
health programs. In addition, mental health related activities are increasingly performed through 
many other agencies of state and local government, funded by sources outside the control of 
the formal public mental health system. This produces fragmentation in the state’s efforts to 
address the mental health needs of its citizens. Finally, a significant number of individuals lack 
health insurance, and those with private coverage often discover that their mental health 
benefits do not adequately cover services needed by persons with serious mental illnesses. 
 
Increasingly, individuals with significant mental health problems are showing up among the 
clientele served by other public systems (child welfare, juvenile justice, law enforcement, courts, 
corrections, education). These other agencies and entities are frequently ill-equipped to deal 
with such mental health needs, and these settings do not represent adequate or appropriate 
treatment venues for such conditions. 
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A recent analysis concluded that access to care for persons with serious mental illnesses has 
generally been maintained, but access and services for individuals with less severe conditions 
(which constitute a relatively large group) have declined considerably1. Prevention and early 
intervention services have also been greatly diminished. A key challenge over the next several 
years will be to devise financing strategies that can enhance access for individuals with less 
severe disorders and promote prevention and early intervention efforts. 
 
 
 

                                                 
1 “Treatment of People with Mental Illness: A Decade-Long Perspective”; David Mechanic and Scott Bilder, Health 
Affairs, July/August 2004 
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PREFACE 
This document presents the revised plan of the Michigan Department of Community Health (MDCH) 
for procurement of Medicaid specialty Prepaid Health Plans (PHP). The state has been working on a 
plan for procurement for the last eighteen months and previously issued (in September 1999) a 
preliminarily proposal regarding competition for management of publicly-funded specialty services.  
During this period, MDCH has had extensive discussions with beneficiaries, family members of 
disabled individuals, advocacy organizations, public officials, providers and CMHSPs regarding 
procurement of specialty PHPs. We have learned much from these discussions and from the public 
dialogue that has emerged around this topic. MDCH has thoroughly examined the application of 
competitive procurement to specialty services, with particular attention to the basic objectives of the 
specialty services system, certain economic characteristics of specialty care, and the outcomes of 
competitive managed specialty arrangements in other states. 
The analysis presented, arguments made and conclusions arrived at in this paper are admittedly 
technical, arcane and - for the general reader - somewhat cumbersome. A degree of complexity is 
unavoidable, given the nature of the topic and the important considerations involved. To compensate 
for this, the department previously issued a summary version of this paper, which condensed the 
basic reasoning and concisely described the revised plan for procurement. 
It is important to emphasize that the line of reasoning pursued in the paper and the conclusions 
drawn apply specifically to specialty services for persons with serious mental illness, developmental 
disabilities and addictive disorders. These populations were historically confined in segregated state-
operated hospitals and centers. The long journey from confinement in state-operated facilities to 
community-care settings has required enormous cooperation and collaboration between the state and 
local governments. In short, the considerations regarding competition for specialty services are not 
directly applicable or comparable to other circumstances and situations, such as competitive 
procurement for Medicaid physical health services or long-term care services for other groups of 
disabled beneficiaries. 
In examining possibilities for competitive procurement, MDCH has maintained its focus on enhancing 
the capability to function, freedom to choose and the opportunity to achieve for persons with mental 
illness, developmental disabilities and addictive disorders. The touchstone for evaluating various 
procurement options has been how well each alternative comports with the basic principles and 
objectives of a publicly-funded specialty service system. In earlier papers on specialty-managed care, 
the state has outlined these core principles and aspirations and it is appropriate that we reiterate 
these values in the preface to the state's revised plan for procurement. The state has previously 
noted that in a modern specialty service system, disabled individuals should be:  

• Empowered to exercise choice and control over their lives, including the purchase of services or 
supports and the choice of providers; 

• Involved in meaningful relationships with family and friends; 
• Supported to live with family while children and interdependently as adults; 
• Engaged in daily activities that are meaningful, such as school, work, social, recreational and 

volunteering; 
• Fully included in community life and activities; 
• Afforded all rights guaranteed in law, including confidentiality of service information; 
• Afforded access to effective services and supports intended to reduce the personal, social, and 

economic consequences of their disabilities; 
• Committed to the ordinary obligations of citizenship and the responsibilities of community 

membership. 
We believe the solution that the state has devised for procurement of specialty services honors and 
preserves these basic principles and aspirations. 
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MICHIGAN DEPARTMENT OF COMMUNITY HEALTH 

REVISED PLAN FOR PROCUREMENT OF SPECIALTY SERVICE PREPAID HEALTH PLANS 
 

PART ONE: THE CURRENT MDCH PERSPECTIVE ON COMPETITION 
 
1. BACKGROUND 

On June 26, 1998, the Michigan Department of Community Health (MDCH) received 
approval from the Health Care Financing Administration (HCFA) to implement a Medicaid 
managed care program for specialty mental health, substance abuse and developmental 
disability services. Under the approved plan, nearly all Medicaid state plan specialty 
services related to mental health and developmental disability services, as well as 
outpatient substance abuse services, were “carved out” (removed) from Medicaid primary 
physical health care plans and arrangements and placed under the management of 
specialty care Prepaid Health Plans (PHPs). A specialty Prepaid Health Plan (PHP) is a 
managed care entity that provides Medicaid covered specialty services - under a contract 
with the state and on the basis of prepaid capitation fees - to beneficiaries who need such 
care. 
In approving the waiver, HCFA granted the state a time-limited exemption from federal 
procurement rules so that MDCH could contract - on a sole source basis - with Michigan's 
49 county-sponsored Community Mental Health Services Programs (CMHSPs) to serve as 
the specialty PHPs and manage Medicaid specialty mental health, substance abuse and 
developmental disabilities services on a prepaid, shared-risk basis.  

2. THE BENEFITS OF THE WAIVER AND MEDICAID MANAGED SPECIALTY CARE 
The implementation of managed care for Medicaid specialty service was consistent with 
long-held system reform objectives in Michigan. For over thirty years, the state has pursued 
the development of community-based specialty care systems to facilitate integration and 
inclusion for persons with serious mental illness, developmental disabilities and addictive 
disorders. A persistent obstacle to comprehensive community care systems has been the 
various and disparate policies, service arrangements and funding streams that support 
community integration and inclusion efforts. With the managed care program and the 
designation of CMHSPs as the specialty Prepaid Health Plans, the state had achieved 
unified system management for specialty services at a local level, under a single contract 
that brought together multiple policies, programs, and payment sources. This arrangement 
permitted the county-sponsored entities to reconcile different eligibility requirements and to 
provide comprehensive and flexible rehabilitation and support services for persons with 
mental illness, developmental disabilities and addictive disorders, using appropriate 
resource streams. 

3. THE MEDICAID WAIVER AND UNIFIED SYSTEM MANAGEMENT AS A MEANS TO A LARGER END  
Achieving consolidated management of all publicly-funded specialty services - Medicaid 
benefits as well as other services and supports paid for through alternative funding 
arrangements – was not merely an exercise in administrative simplification. Rather, the goal 
of unified system management was a means to a much larger end – that of enhancing the 
freedom and capability of persons with behavioral or developmental disabilities to make 
choices among service and support arrangements.  
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Instead of being regarded as a passive recipient of dispensed benefits, the person’s direct 
involvement in considering and choosing among different service and support alternatives 
affirms one of the most cherished aspects of everyday life: the ability to pursue individual 
life objectives and to participate in activities that one regards as having value. Visualizing 
possibilities and considering alternatives are much easier when all resources relevant to the 
person’s choices are in the same “basket” (i.e., under unified or consolidated 
management).  
The freedom to achieve – the ability to make decisions and to utilize services to support the 
life one desires and values – has become a core principle within Michigan’s specialty 
service system. In 1996, Michigan law was amended to require “Person-Centered Planning” 
(PCP) within the specialty service system. PCP is the vehicle through which the freedom to 
achieve, to participate and to choose is realized. 

4. FEDERAL REQUIREMENTS AND THE RATIONALE FOR COMPETITIVE PROCUREMENT 
In approving Michigan’s waiver, HCFA stipulated that within two years the state must submit 
"… a detailed plan to shift from sole source procurements for its Prepaid Health Plan (PHP) 
contracts to full and open competitive procurement which comply with the Federal 
procurement rules at 45 CFR Part 74". MDCH accepted this condition. 
The federal position on competitive procurement, as stated in 45 CFR Section 74.43, is that 
"… all procurement transactions shall be conducted in a manner to provide, to the 
maximum extent practical, open and free competition" (emphasis added). The rationale for 
requiring competition is that it provides an equitable opportunity for qualified bidders to 
contend for governmental contracts. Beyond basic fairness, competitive contracting 
presumably puts economic incentives into place that assure that the purchaser will obtain 
the best possible product at the lowest possible price (best value). HCFA’s stipulation that 
Michigan competitively procure specialty care PHP contracts was consistent with federal 
regulations and with the general premise that market arrangements ensure equity and 
efficiency. 

5. DEVELOPMENT OF A PLAN FOR COMPETITION 
For the past eighteen months, MDCH has diligently worked to develop a plan for 
competition that would conform to federal requirements. In approaching competition, 
Michigan did not want to compromise certain system design features and legal safeguards 
which have greatly facilitated freedom, participation, integration and inclusion for persons 
with serious mental illness, developmental disabilities and addictive disorders.  
Specifically, MDCH was concerned that competitive selection of Medicaid specialty Prepaid 
Health Plans posed the risk that one of the ingredients of a comprehensive community care 
system - Medicaid specialty service benefits - might be split off and placed under separate 
governance. Such a separation would reintroduce the inefficiencies, service fragmentation 
and coordination problems that have historically hindered effective care for beneficiaries 
with serious mental illness, developmental disabilities and addictive disorders.  
In addition, in contemplating possible new managers for specialty services, MDCH was also 
intent upon preserving the principles of freedom, participation, choice and inclusion 
described above, and on maintaining highly valued statutory achievements (e.g., person-
centered planning, participation of consumers on governing boards, etc.) that promote and 
facilitate the application of those principles to individuals with mental illness, developmental 
disabilities and addictive disorders.  
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5.1. THE INITIAL MDCH PLAN FOR COMPETITION 

In September 1999, MDCH published a preliminary plan for competition that attempted 
to address these legal and public policy dilemmas while sustaining some form of 
market-driven selection process (competitive procurement) for specialty PHPs, 
consistent with federal requirements. In the preliminary plan, MDCH proposed: 

“… to extend competitive procurement to include all service populations (state 
priorities, eligible beneficiaries, federally mandated groups), all management 
responsibilities, all service options and settings, and all available funding for 
specialty services.  
Under this proposition, the department would bid out management of both the 
Medicaid funds for specialty services and other funds currently assigned by state 
statute or practice exclusively to county-sponsored entities. In a competitively 
“neutral” process (level playing field), the department would award management 
contracts for each designated service area to a single public, private, or public-
private partnership organization in that locality or region which submitted a proposal 
most responsive to the purchasing specifications outlined in the bid packet.  
A competitively neutral process means designing the procurement so that all 
qualified bidders - public, not-for-profit and private for-profit - are treated in an equal 
fashion in the bidding process. To the extent possible, all barriers to the public entity 
flexibility are removed, as are some special privileges or protections currently 
afforded these entities. Similarly, private entities are required - if they are successful 
bidders - to take on legal responsibilities and procedural obligations currently borne 
only by public sector entities.” (“Competition for Management of Publicly-Funded 
Specialty Services”, page 25). 

5.2. PUBLIC REACTION TO THE PRELIMINARY PLAN 
Following the release of the paper, MDCH held ten public hearings to solicit input on 
the preliminary plan and the department received over 750 written comments from 
stakeholders regarding the document. 
An analysis of stakeholder comments revealed considerable concern among all 
respondent groups that competition would diminish local control and oversight of 
community-based service systems. Remarks received indicated that stakeholders 
valued certain characteristics and processes of the current system that promote 
freedom, equity, and community participation for persons with behavioral or 
developmental disabilities. Respondents feared that these characteristics and 
processes (e.g., open meetings, consumer participation on governing boards, efforts to 
reduce stigma, self-determination, person-centered planning, etc.) would be lost under 
market arrangements that stress efficiency over freedom and equity considerations. 
Stakeholders also expressed great reservations about the high-powered incentives 
characteristic of competitive environments. There was apprehension that profit 
considerations would compromise access and quality, encouraging managing entities 
to expropriate (in a revenue/profit stream) funds that should go to enhance services or 
to promote independence for disabled beneficiaries. 
Other concerns expressed by all respondent groups were that there would be 
disruptions in care continuity if new managers were selected, and that competition – 
especially if it were narrowly focused upon price considerations - would result in the 
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elimination or reduction of certain highly valued services that promote the freedom to 
achieve, choose and participate in society. Finally, a number of respondents 
questioned the premise that competition should be applied to management of these 
services at all. 
Stakeholders responded positively to some parts of the preliminary plan. In particular, 
they endorsed the guiding principles and service paradigms (recovery, strength-based 
ecological approach, self-determination) set forth in the plan and they applauded 
efforts to ensure accountability of managing entities (including replacing poorly 
performing organizations). Most stakeholders also agreed that the resource streams 
supporting local systems of specialty care should not be split apart (bifurcated).  

5.3. LESSONS LEARNED 
In working on the preliminary plan for competition, MDCH had come to recognize that 
competitive procurement for Medicaid specialty PHPs would be problematic for a 
number of reasons. Medicaid beneficiaries receiving services from the specialty PHP 
also needed seamless access to a range of other services supported through different 
funding streams. Some beneficiaries with special needs move in and out of Medicaid 
eligibility, and these status changes complicate the situation even further. If Medicaid 
specialty services were administered separately from these other services, care 
coordination and cost-shifting problems could intensify. In addition, while contractual 
provisions could be employed to compel compliance, non-governmental entities 
selected as the Medicaid specialty PHP would not be under statutory obligation to 
implement certain activities that facilitate participation, integration and inclusion of 
persons with mental illness, developmental disabilities and addictive disorders. 
As indicated above, the state’s proposed solution to these problems – an open 
competitive bid for Medicaid specialty PHPs and all other service funds and 
responsibilities – was cautiously received by system stakeholders. Feedback from 
stakeholders suggested that important aspects of local governance - processes that 
facilitate equity and inclusion - had been neglected in the MDCH analysis and 
subsequent plan. Comments received also indicated strong reservations about the 
incentive intensity of market arrangements, and worry that competition would cause 
disruptions in care or reductions in services. Stakeholders were, however, positively 
inclined toward certain service paradigms (e.g., self-determination) and measures to 
hold managing entities accountable.  
For the last ten months, the state has pondered how to best address concerns raised 
by stakeholders, while maintaining elements of the preliminary plan that were widely 
endorsed. During this time, MDCH continued to engage in dialogue with interested 
parties, and the state initiated discussions with HCFA about possible alternative 
arrangements. In the course of these deliberations, MDCH considered various 
alternatives (e.g., two-plan option) to safeguard beneficiaries and to mitigate certain 
incentive problems associated with market selection. While these options appeared to 
satisfy federal requirements, none of these alternatives seemed to make economic 
sense, nor did they represent a better solution than current arrangements. In short, 
while sole-source contracts for Medicaid specialty PHP contracts are problematic, the 
state was not able to identify a superior alternative arrangement that could be 
implemented with net gain to the beneficiary. 
In struggling to define a workable approach for competitive procurement of PHPs, 
MDCH began to suspect that adopting a rigid interpretation of federal requirements for 
competitive procurement could be forcing specialty care into an unnatural scheme or 
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pattern. Perhaps specialty services have certain characteristics that cannot be easily 
fitted into the simple competitive market model. 

6. RETHINKING COMPETITIVE PROCUREMENT 
Rather than develop increasingly more intricate models to make competitive procurement 
work, MDCH gradually began to question whether classic competitive selection of specialty 
PHPs was actually feasible or desirable. Determining the feasibility of competition required 
a rather detailed consideration of economic issues. Establishing whether competition was 
desirable required an assessment of which arrangements best facilitate freedom, equity, 
opportunities for achievement, community integration and inclusion for beneficiaries with 
serious mental illness, developmental disabilities and addictive disorders. 
6.1. UNDERSTANDING COMPETITION 

As noted previously, federal regulations requiring competition presume that market 
mechanisms promote equity and best value. It is fair to inquire, however, whether this 
is true under all conditions and circumstances.  
In rethinking competition, MDCH applied a particular analytic framework - transaction-
cost economics - to the problem of competitive procurement for specialty services. 
Transaction-cost economics is an innovative perspective that examines the institutional 
context and economic reasons why certain activities are organized or conducted under 
different forms or arrangements. It seeks to identify the conditions or circumstances 
that produce market solutions, hierarchies (internal organization of activities) or hybrid 
arrangements.  
From the transaction-cost perspective, all economic activities occur within the context 
of certain formal rules (laws) and informal constraints (customs, tradition, codes of 
conduct). These rules and constraints are collectively referred to as the institutional 
environment. The institutional environment reduces uncertainty and provides a stable 
structure for certain activities to be carried out. The formal institutional framework (the 
law) may purposely and deliberately limit the types of organizations that can carry out 
certain activities. 
While the institutional environment significantly shapes economic activity, it is not the 
only factor influencing whether economic transactions are conducted through classical 
markets, hierarchies or hybrid contracting arrangements. The differing characteristics 
of certain economic activities or transactions favor different "governance" structures. 
Transactions of a specific kind readily lend themselves to "market" governance (classic 
competitive model). For other kinds of transactions, however, market arrangements 
may not be the most efficient means of organizing the production and transfer of a 
particular good or service. 
6.1.1. The Simple Competitive Market Model 

As indicated, federal regulations requiring competitive procurement presume 
that market arrangements are the best means to assure fairness and efficiency. 
However, to reap the benefits of competition (equity and best value), certain 
conditions must prevail in the marketplace. Competition tends to work best when 
there is a large number of equally informed parties engaged in the exchange, all 
the relevant characteristics of the goods or services to be acquired are readily 
discernible, and the transaction is a discrete event (i.e., after the transaction 
each party - buyer and seller - can go its own way at negligible cost to the 
other). In situations where the conditions of the simple competitive market model 
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(complete contracting) do not prevail, the presumed benefits of competitive 
procurement may not materialize. 

6.1.2. More Complex Situations: Adjustments and Modifications 
It is more difficult to competitively structure an exchange when there is a limited 
number of sellers, information is inadequate or unequally distributed, the activity 
or service being procured is rather involved and difficult to fully specify at the 
outset, and the transaction entails an ongoing relationship between the parties. 
Even under these circumstances, however, competition may still be feasible, if 
the activity or service sought by the purchaser and provided by the seller has 
general-purpose use and the exchange does not require significant relation-
specific investment. In these circumstances, a sufficient number of sellers can 
be attracted for the exchange, and if the transaction deteriorates after the 
exchange, each party (buyer and seller) can redeploy their respective resources 
(albeit at some cost) for other uses.  
These types of exchange situations are challenging, and often entail complex 
contracts (to define the conditions of exchange) and significant monitoring 
arrangements (to ensure compliance).  

6.1.3. Circumstances not Conducive to Competitive or Market Arrangements 
Transaction-cost analysis suggests that classic competition or market 
approaches may not work well under the following circumstances:  

a) the purchaser needs the seller to make significant asset-specific 
investments (e.g., specialized facilities, dedicated programs, distinctive 
workforce, etc.) to organize, produce and/or deliver certain unique goods 
or services;  

b) frequent interaction and close collaboration between the parties is required 
to achieve certain common objectives; and  

c) continuous adaptations or adjustments to the arrangement must be made 
in response to changing circumstances or unanticipated contingencies.  

Under these circumstances - when the purchaser and supplier have made 
durable specialized investments (that are not easily redeployable) in support of 
one another and to facilitate certain activities and common objectives - the 
parties are said to be in a condition of bilateral dependency.  
Under this set of circumstances, classic competitive (market) arrangements are 
generally not practical or sustainable. In some situations, there is not a market 
for the particular activity or service: no supplier will make the necessary 
specialized investments without some assurances from the outset that there will 
be a continuing relationship with the purchaser. In other situations, there may be 
competition at the outset, but the purchaser and successful bidder - after 
making the durable specialized investments and acquiring particular technical 
abilities - eventually develop an ongoing dependency that undermines the 
practicality or utility of future competition. 
When conditions of bilateral dependency obtain - either from the outset or over 
time - this dependency poses certain contractual hazards for both parties. Each 
party has incomplete information about future contingencies and the appropriate 
adjustments that may need to be made to the agreement down the road. In 
addition, either of the parties may exhibit opportunism, and attempt to mislead or 
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deceive the other party regarding necessary adjustments in order to extract 
unwarranted concessions or to expropriate unjustified economic increases. 
To mitigate these hazards, contractual safeguards are commonly devised. In 
many situations, these contractual safeguards become elaborate and 
convoluted, with strenuous ex ante (before execution of the agreement) efforts 
to intricately define in the contract all possible scenarios, and laborious ex post 
(after execution) mechanisms to monitor the agreement and deter opportunism.  
The high transaction costs involved in devising and implementing these types of 
safeguards often result in bilateral dependent parties eschewing the traditional 
arm-length adversarial contracting process and costly haggling in favor of 
relational contracting. In this type of hybrid arrangement, the parties recognize 
that to reach a common objective they must work cooperatively, and it is, 
therefore, in each party’s interest to adjust flexibly to one another's concerns. 
The formal contract describes the basic parameters of the exchange, but it is the 
entire context of the relationship over time and the incentives that each party 
has to sustain valued transaction-specific efficiencies that accrue from the 
relationship, which facilitate equitable dispute resolution and discourages 
opportunism. 
It is important to note that the relational contract is not necessarily an inferior or 
inefficient method of organizing certain economic activities. Indeed, under 
conditions of bilateral dependency, the relational contract may well be the most 
efficient means to acquire services and to minimize transaction costs. 

6.1.4. Summary of MDCH Considerations Regarding Competition 
Below, in table form, is a brief summary of the types of exchange that are 
conducive either to classic market competition, complex competitive contracting 
or relational contracting (bilateral dependency). 

Attributes of the Particular Good/Service and Investment Characteristics to Support the Exchange 
   

 
 
Standard Good/Service 
Non-Specific Investment 
to Support Transaction 

 
 

Complex Good/Service 
General Purpose Use 

Some Specific 
Investment 

 
 

Highly Specific 
Good or Service 

Significant Specialized or 
Relation-Specific Investment 

 
 
 
Exchange 

 
 
Occasional 
 

 
 

Market 

 
 

Market 

 
Complex 

Competitive Contracting 

Frequency  
Recurrent or 
Ongoing 
 

 
 

Market 

 
Complex  

Competitive Contracting 

 
Bilateral Dependency 

Relational Contracting 

 
6.2. APPLYING THE ANALYSIS TO COMPETITION FOR SPECIALTY PREPAID HEALTH PLANS 

MDCH has concluded that the characteristics of specialty Prepaid Health Plans are 
such that neither the simple market model, nor more complex forms of competitively 
organized exchange are applicable to these contracts. In contracting with specialty 
PHPs, the state must obtain an agent that is committed to the objectives of integration 
and inclusion for beneficiaries with serious mental illness, developmental disabilities, 
and addictive disorders. The PHP must make certain relation-specific highly 
specialized investments to support this objective, including specialized management 
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strategies and possible direct operation of certain unique or highly individualized 
programs if necessary suppliers cannot be found. A specialty PHP must frequently 
interact with the state regarding beneficiaries that are placed in state facilities, and 
must collaborate with the state in returning individuals from segregated settings to 
community placements - without costly haggling that might delay reintegration. The 
PHP must establish and sustain close and cooperative long-term ties with other 
community agencies that fund or provide certain ancillary services and supports 
needed by beneficiaries. 
In short, contracting conditions for specialty Prepaid Health Plans constitute a situation 
of bilateral dependency. Even if a competitive environment could be established for an 
initial bid, the nature of the ongoing relationship – necessary to facilitate the objective 
of integration and inclusion – quickly erodes the initial competitive environment.  
Since most CMHSPs already have many of the characteristics that the state would be 
seeking in a competitive bid for a specialty PHP, there seems little utility in conducting 
a procurement in which CMHSPs would almost certainly be the successful bidders. Nor 
can one easily argue that there is a vigorously competitive private market for specialty 
PHP services and that limiting procurement is therefore unfair. Due to consolidation in 
the for-profit managed behavioral health care sector, competitive procurement in other 
states has degenerated from the standard market model into an oligopolistic market 
situation, in which a few large organizations dominate the bid process.  

6.3. COMPETITION FOR PHYSICAL HEALTH, LONG-TERM CARE AND SPECIALTY SERVICES 
Medicaid has been described as a program that essentially has three component parts: 
a health insurance program for low-income individuals (physical health care); a long-
term care program for elderly and physically disabled persons; and a specialized 
service program for persons with developmental disabilities and mental illness/addictive 
disorders.  
The state has utilized competitive contracting in managed care arrangements for 
Medicaid physical health care services and has proposed a competitive framework to 
implement managed care for long-term care services. Why does the state believe that 
competitive contracting is feasible for managed physical health care services and for 
long-term care but is impractical for specialty services for persons with developmental 
disabilities, mental illness and addictive disorders?  
6.3.1. Competition for Management of Physical Health Care Services 

Procurement of Health Maintenance Organizations (HMOs) to manage physical 
health services for Medicaid beneficiaries is a situation of complex competitive 
contracting. There are a limited number of sellers, the activity or service being 
procured is somewhat involved and difficult to fully specify at the outset, and the 
transaction entails an ongoing relationship between the parties (contracts are let 
for multi-year periods). 
It is important to note, however, that in regard to Medicaid physical health care 
services, HMOs represent a general-purpose application or technology. The 
care management strategies and provider network components that an HMO 
uses to manage physical health care for Medicaid beneficiaries can also be 
utilized to manage physical health care for other insured populations sponsored 
by other payers. While some "transaction-specific" investments are required if 
the HMO contracts with the state to manage physical health care for Medicaid 
beneficiaries, these investments can be redeployed to alternative uses (i.e., to 
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manage physical health care for other insured populations) should the HMO or 
the state elect to terminate the arrangement.  
Categorizing HMOs as a general-purpose managed care technology does not 
mean that there are no differences in managed physical health care for Medicaid 
beneficiaries and for commercial populations. Medicaid does have some 
distinctive features as a program that differs from insurance principles used in 
commercial plans. These distinctive features introduce additional complexities 
into the competitive procurement process and contract execution activities.1 The 
designation of HMOs as general-purpose technology does point to the fact that 
management of physical health care for Medicaid beneficiaries is not an asset-
specific endeavor. This lack of asset-specificity (the HMO can redeploy its 
managed care activities and investments to serve other insured populations) is 
the principal reason that a variety of sellers can be induced to compete for 
contracts, and why a competitive market place can be sustained over repeated 
contracting cycles. 

6.3.2. Competition for Management of Long-Term Care Services 
Long-term care consists of many different services aimed at helping elderly 
individuals and persons with chronic physical conditions secure appropriate 
medical services and compensate for limitations in their ability to function 
independently. As indicated in the recent report from the Michigan Long-Term 
Care Work Group, existing long-term care services in Michigan for these 
populations "…are not integrated into a coordinated system of care. There are 
no incentives for planning and use of private resources, and dual public funding 
streams (Medicaid and Medicare) create confusion and impede efficiency".2  
Various managed care models for long-term care in Michigan have been 
identified and efforts to pilot these approaches are underway. All of the models - 
to a greater or lesser degree - seek to consolidate and decentralize 
administrative responsibilities for care, allow greater flexibility and 
individualization in care arrangements, and integrate various service 
components (e.g., acute care, general aging and advocacy services, long-term 
supports, etc.). 
Because existing long-term care services are not highly organized and since 
numerous demonstration models are proposed, the state is using competitive 
solicitation as a means to induce new forms of coordination and integration 
among existing service components. Competition and capitation are regarded as 
catalysts for creation of organized systems of long-term care. 
Competition to demonstrate and implement various forms of managed long-term 
care for the elderly and physically disabled is possible at the outset since the 
state (as purchaser) is attempting to persuade suppliers to organize and offer a 
new "product" (i.e., integrated, risk-based, long-term care services). It is difficult 
to determine at this point whether competitive contracting for long-term care will 
transform over time from the initial (ex ante) large number supply situation 
(many bidders) to an eventual (ex post) small number situation (bilateral 
dependency). 

                                                      
1 See "Negotiating the New Health System: A Nationwide Study of Medicaid Managed Care Contracts", by the Center for Health 
Policy Research, George Washington University. 
2 "Long-Term Care Innovations: Challenges and Solutions", page 2. 
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6.3.3. Differences Between Physical Health, Long-Term Care and Specialty Services 
In contrast to managed care for physical health care, managed specialty 
services for persons with serious mental illness, developmental disabilities and 
addictive disorders requires a special-use managed care application or 
technology with significant, transaction-specific investment in specialized 
techniques, facilities, programs and workforce. Unlike emerging managed 
models for long-term care, specialty services are already highly organized and 
previously experienced a fundamental transformation to a condition of bilateral 
dependency. 
6.3.3.1. Special Use Characteristics and Asset-Specificity 

Beneficiaries with serious mental illness, developmental disabilities and 
addictive disorders need special assistance, distinctive care 
management strategies, specialized interventions, and highly 
individualized support arrangements that are not typically available from 
or covered by other payers and managed care systems. Also, as the 
Institute of Medicine noted in a recent report on behavioral health: 

"…a significant portion of the public care system for individuals 
with the most disabling conditions extends beyond health care 
services to rehabilitation and support services, including housing, 
job counseling, literacy, and other programs. The coordination of 
these services requires collaboration and cooperative 
relationships among many agencies, including public health, 
social services, housing, education, criminal justice, and others. 
Most of these services are not covered by private insurance and 
have not been developed by most private behavioral health care 
companies."3 

Management of specialty services for behaviorally or developmentally 
disabled beneficiaries is an activity characterized by a high degree of 
asset-specificity - the managing entity must invest in singular care 
management strategies, dedicated programs, transaction-specific 
facilities and a specialized workforce. These special-use characteristics 
mean that these investments cannot be shifted to alternative uses or 
redeployed for alternative payers. Accordingly, such investments would 
never be made at all without credible commitments regarding a 
sustained relationship between the purchaser and the supplier. 
The special-use characteristics of managed specialty service activities 
and the high degree of transaction-specific investment required 
constrains the use of market mechanisms and distinguishes specialty 
PHPs from general-use managed care technology applied to physical 
health care services. In addition, the critical need for close and 
persistent collaboration between the managing entity and other human 
service agencies further limits the applicability of competitive 
contracting in these situations. 
 
 

                                                      
3 Managing Managed Care: Quality Improvement in Behavioral Health, Institute of Health, 1997, Page 3. 
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6.3.3.2. Fundamental Transformation and Specialty Services 
Michigan's specialty care system for persons with serious mental 
illness, developmental disabilities and addictive disorders is a highly 
organized and integrated managed delivery system. The high degree of 
organization and integration is the result of focused and persistent state 
policy over the last two decades.  
Michigan, like many states, had a long history of placing persons with 
mental illness, developmental disabilities and addictive disorders in 
segregated state-operated facilities. Even into the early 1970s, there 
were very few community services available for these special 
populations.  
To reduce the use of segregated state facilities, the state needed to 
develop community-based service and support arrangements. 
However, developing such alternatives required highly specific 
investments in dedicated programs, local facilities, distinctive service 
management strategies and a specialized workforce.  
The state legislature recognized that - due to the condition of asset 
specificity - investments for community alternatives to state facilities 
would never be made unless there were credible commitments 
regarding the future. To provide such assurances, the legislature 
passed statutory changes that transferred primary responsibility for 
management and delivery of specialty services from the state to 
county-sponsored public entities. These changes greatly accelerated 
Michigan's transition from a facility-based segregated care system to a 
community-based service and support model. The law provided 
assurances and incentives for counties to invest in dedicated, 
population-specific programs and care settings, and to attract the 
necessary specialized managerial and professional workforce.  
In the 1980s, the state elected to expand the scope of Medicaid 
coverage to include several optional benefits specifically tailored to the 
needs of beneficiaries with serious mental illness, developmental 
disabilities or addictive disorders. The state tightly coordinated the 
provision of these Medicaid services with the programs and service 
activities of the existing county-based systems of care, to ensure that 
these benefits would contribute to community integration and inclusion 
for disabled beneficiaries. 
Thus, the specialty services system in Michigan has already 
experienced what has been referred to as a fundamental 
transformation (Williamson, 19854). Fundamental transformation refers 
to circumstances in which a possible market situation (large number of 
potential bidders) has been transformed into an exchange situation of 
bilateral dependency between purchaser and dedicated suppliers. This 
transformation occurs when an exchange situation requires significant, 
specialized, durable investments in transaction-specific human or 
physical assets. When this happens, future parity (for bidding 
purposes) is upset and what might have been potentially or initially a 

                                                      
4 The Economic Institutions of Capitalism, by Oliver Williamson, Free Press, 1985 
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situation of large number bidding is transformed into a situation of 
bilateral supply. 
As noted previously, the state is planning to implement several models 
to manage long-term care for elderly and disabled individuals. Because 
existing long-term care services are not "…integrated into coordinated 
systems of care", competition to implement these models is still 
possible. A large number of bidders may vie - at the outset - for the 
right to implement these models. Long-term care - in contrast to 
specialty services for persons with serious mental illness, 
developmental disabilities, and addictive disorders - has not yet gone 
through a fundamental transformation to the condition of bilateral 
dependency. Whether competitive parity can be maintained in future 
contracting periods is, however, still to be determined. 

6.4. WHY CLASSIC COMPETITIVE PROCUREMENT FOR SPECIALTY PHPS IS NOT DESIRABLE  
Even if the economic obstacles to classic competitive procurement could be 
surmounted, it is also important to consider whether market selection of specialty PHPs 
would be desirable. Specialty PHPs must assume an important role in the protection of 
vulnerable populations and in securing full participation, integration and inclusion for 
these individuals. In short, specialty PHPs have responsibilities for ensuring freedom, 
opportunities for achievement, equity and participation that go far beyond the usual and 
customary obligations of a managed care entity.  
Transaction-cost economics draw attention to the institutional (legal) framework in 
which economic activities take place. In relation to specialty services, the institutional 
framework encompasses all aspects of public law that impose a duty upon government 
to both protect vulnerable populations and to ensure the full participation of disabled 
individuals in society. These legal considerations have impelled state and local 
government to become heavily involved in the organization, management, production 
and delivery of specialty services and supports. Under the Americans with Disabilities 
Act and the subsequent Olmstead decision, the state also has an affirmative obligation 
to utilize Medicaid to promote community integration for disabled beneficiaries.  
There is a plausible argument that competitive selection of specialty PHPs might 
undermine, rather than strengthen, the state's legal obligation to pursue community 
integration for beneficiaries with mental illness, developmental disabilities and addictive 
disorders. Unlike HMOs responsible for physical health, specialty PHPs serve 
beneficiaries that still struggle to realize the basic rights of citizenship. Competitive 
procurement introduces some significant new principal-agent problems and incentives 
that might lead PHPs to overemphasize efficiency objectives in relation to other 
considerations. 

7. THE CURRENT MDCH PERSPECTIVE: CLASSIC COMPETITIVE PROCUREMENT IS NOT PRACTICAL 
After eighteen months of analysis, an exhaustive examination of different options, and 
extensive discussion with stakeholders, MDCH now believes that classic "open and full" 
competition for specialty PHP contracts - required by HCFA and previously agreed to by the 
state - is not practical, for the reasons outlined above. The state also contends that, beyond 
the issue of the impracticality of competitive procurement, a deviation from the procurement 
requirements would "facilitate comprehensive or integrated service delivery" as stipulated in 
45 CFR 74.4 ("Deviations"). Specifically, permitting non-competitive procurement would 
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allow the state to maintain an integrated community-based service delivery system for 
beneficiaries with serious mental illness, developmental disabilities and addictive disorders. 
The state believes that organizing the production of necessary services and supports and 
managing the smooth transfer of these goods to vulnerable beneficiaries is a difficult 
undertaking, fraught with significant issues of social equity and involving important 
"externalities" of consumption that affect the community as a whole. We now believe that 
the traditional non-market method for designating the managing entity - with some 
refinements - may in fact represent the least costly institutional arrangement for managing 
specialty service transactions. 
In short, MDCH contends that both the formal institutional (legal) framework and the 
specific circumstances of specialty service management and care delivery (bilateral 
dependency) make the standard market model of "open and full" competition for Medicaid 
specialty PHPs impractical and possibly detrimental to the goal of full community inclusion 
for behaviorally or developmentally disabled beneficiaries. 
In arguing against the feasibility of classic competitive procurement, the state has carefully 
analyzed the structure of the relevant market and has compared this analysis to previously 
issued guidance by HCFA on sole-source contracting.5 The state has also considered its 
argument for a non-competitive procurement process in relation to provisions of the 
Balanced Budget Act of 1997. 
While MDCH maintains that classic competitive procurement for specialty PHP contracts is 
impractical, it is not suggesting that all competitive aspects be eliminated from the PHP 
selection process, nor does it claim that all current specialty PHPs should be retained in the 
future. Rather, the MDCH plan, outlined next in this document, calls for a different kind of 
competition, a reduction in the number of specialty PHPs, and a rigorous qualification 
process to select PHPs from a restricted pool of initial applicants. While ensuring that 
specialty PHPs meet high standards and represent the least-costly feasible structure for 
managing specialty care, the revised MDCH plan also introduces mechanisms to assure 
"best value" in the selection of providers and to afford beneficiaries adequate choice in 
service and support arrangements. 

                                                      
5 Letter from Rodney Armstead to State Medicaid Directors dated August 11, 1995, and a subsequent letter from Bruce Merlin 
Fried to State Medicaid Directors, dated December 7, 1995. 

Page 211 of 266



 14 

PART TWO: THE MDCH PROCUREMENT FRAMEWORK 

1. INTRODUCTION: RESTATING THE CASE FOR NON-COMPETITIVE PROCUREMENT   
In the previous section, MDCH argued that trying to fit specialty PHPs into the standard 
"open and full" competitive market model is a procrustean bed situation - the rigid 
imposition of a standard that ignores important characteristics of specialty PHPs.  
The discussion in Part One called attention to the basic purpose of the state’s managed 
care waiver – to achieve unified local system management for both Medicaid benefits and 
the specialty services/supports paid for through other funding arrangements. We indicated 
that this objective – unified system management at a local level – was essentially a means 
to a larger end: facilitating the freedom to participate, choose and achieve for beneficiaries 
with serious mental illness, developmental disabilities and addictive disorders. We noted 
that specialty PHPs operate within a unique institutional (legal) framework, employ 
particular processes and practices that promote freedom, equity, empowerment and 
participation, and pursue distinctive (support, accommodation, community inclusion) kinds 
of outcomes for beneficiaries. Finally, we pointed out that specialty PHPs also have singular 
economic characteristics – the condition of bilateral dependency between purchaser and 
supplier - that make classic market competition for these contracts unfeasible or of little 
utility.  
We also described in Part One the extensive public process that the state engaged in as it 
sought to devise a workable market solution for specialty PHP procurement. We noted that 
despite all of these efforts, the state was not able to arrive at any plan which seemed to 
represent a superior or more efficient alternative than the current form of procurement and 
the relational contracting arrangement, and we indicated that our market selection options 
were not generally supported by system stakeholders.  

2. PROPOSED FRAMEWORK: RETAIN BUT REFINE THE CURRENT SELECTION PROCESS 
Elaborate attempts to make management and delivery of these services conform to the 
standard market model have not been successful. Rather than continue down this road, 
MDCH believes that refining the state’s current selection method is a more promising 
vehicle for attaining the outcomes (efficiency, choice and community inclusion) sought by 
the state, HCFA and system stakeholders. If we set aside a procrustean interpretation of 
federal regulations, we can readily discern opportunities for pragmatic system reform that 
lie just outside the classic competitive paradigm. 
MDCH is very much aware of the strong legislative preference - expressed in federal 
statute and regulations - for competitive procurement. In regard to Medicaid managed care, 
provisions of the Balanced Budget Act of 1997 have reinforced this preference for 
competition and for beneficiary choice.  
However, federal regulations give the Secretary of Health and Human Services discretion to 
approve non-standard forms of procurement. We believe that the exercise of this discretion 
in regard to Michigan’s managed care program for Medicaid specialty services would be in 
the best interest of beneficiaries with serious mental illness, developmental disabilities and 
addictive disorders. 
While the intent of federal regulations regarding competition is to achieve fairness for 
qualified bidders, and efficiency (best value in terms of price and quality) and choice for 
beneficiaries, the state believes that the particular circumstances of specialty care expose 
the limitations of the classic competitive model as a vehicle to attain these aims.  
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Specifically, the state contends that the basic objective of Michigan's Medicaid managed 
specialty care program is to facilitate the beneficiary’s freedom and ability to fashion 
services and support arrangements consistent with personal choices and individual life 
objectives. This objective can best be accomplished through a managed system in which 
the beneficiary has access – through a single local entity – to all resource streams 
(Medicaid and non-Medicaid) that finance services and supports required for 
accommodation and community inclusion. The state also believes that beneficiary freedom, 
participation and integration can best be promoted through a local managing entity (the 
specialty PHP) that has specific statutorily proscribed equity and justice functions. 
The state acknowledges that limiting the applicant pool for specialty PHPs to CMHSPs does 
restrict other entities that might wish to participate. However, we believe that this restriction 
must be viewed against the essential purposes of the waiver: to facilitate beneficiary 
freedom, participation, choice, achievement, integration and community inclusion. The state 
contends that fairness must ultimately be judged in relation to what is most equitable for the 
beneficiary and not merely by what seems an equitable situation for specific interested 
entities.  
The state has also made the case that the economic characteristics of specialty PHPs do 
not easily lend themselves to the classic market approach and, hence, we cannot presume 
that competitive procurement will produce the most economically efficient (best value) 
outcome. Certain economic activities are organized outside of markets precisely because 
these non-standard arrangements are a more efficient (economize on transaction costs) 
mode of organization for the particular activity, good or service. 
For these reasons, the state proposes to retain the central dimensions of the waiver 
program (eligibility model for specialty services, designation of a single-specialty-PHP per 
area) and the basic framework for specialty PHP selection (restrict initial consideration to 
CMHSPs). We will describe the revised procurement plan in detail later in the document. 
But first, the state will identify problematic aspects of the proposed approach to 
procurement and indicate safeguards that might be applied to compensate for these 
limitations.  

3. LIMITATIONS AND COMPENSATIONS  
The state's proposal to use a non-standard procurement process, with a restricted pool of 
initial applicants (CMHSPs) and the selection of a single PHP for each designated area, 
carries with it hazards that must be recognized and remedied. In the sections below, the 
state examines some of the weaknesses and liabilities of the proposed procurement 
framework and identifies methods to compensate for these vulnerabilities. 
3.1. OPPORTUNISM AND POTENTIAL FOR COLLUSION 

In previous discussions, HCFA has raised the general caution that sole-source 
procurement and relational contracting between the state and county-sponsored 
entities may gradually tilt toward opportunism and unintended collusion, to the 
detriment of the federal government. If incentives, risk arrangements and contractual 
provisions are poorly structured, county-sponsored entities could accumulate 
significant savings from Medicaid specialty PHPs activities, and these savings could be 
used to supplant or reduce state general fund obligations and local contributions for 
services to non-Medicaid, state-defined priority populations. 
The state has already taken necessary steps to eliminate these risks (opportunism and 
collusion) to our federal partners. Capitation rates for specialty services were based 
upon fee-for-service or claims data for beneficiaries that have fairly predictable 
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expenditure histories for specialty care. Capitation payments to the specialty PHPs 
under the waiver must be used to provide Medicaid covered state plan specialty 
services (or approved alternatives) to eligible Medicaid beneficiaries. Savings achieved 
by the specialty PHP within the approved risk corridor must be reinvested back into 
services for Medicaid beneficiaries and may not be diverted to purchase services for 
non-Medicaid recipients. Finally, the state agreed that no capitation payments to 
specialty PHPs would be returned to the state as an intergovernmental transfer.  

3.2. THE NUMBER OF SPECIALTY PHPS: ADMINISTRATIVE CAPABILITIES AND EFFICIENCIES  
Under the current arrangement, MDCH contracts with each of the 49 Community 
Mental Health Service Programs to serve as the specialty PHP within their designated 
service area. The number of Medicaid beneficiaries covered by a specialty PHP ranges 
from over 300,000 in the largest CMHSP-PHP, to less than 3,000 in the smallest 
CMHSP-PHP.  
There are certain efficiencies or returns to scale in PHP administrative activities as the 
number of covered lives increases. Beyond efficiency considerations, larger size 
confers other advantages, including greater adaptive capabilities (i.e., the ability to 
meet enhanced PHP administrative requirements, particularly those related to data 
management and quality monitoring systems) and better ability to absorb risk 
(including chance variations in utilization). 
In short, efficiency characteristics, administrative capacity requirements and risk 
management considerations all imply that the state should reduce the number of 
specialty PHPs in future procurements. The state’s revised plan for PHP selection 
directly addresses the need for reduction by imposing a minimum number of covered 
lives criteria as a pre-qualification standard for specialty PHPs. 

3.3. CONFLICT OF INTEREST SAFEGUARDS 
MDCH has argued that, in general, CMHSPs with certain characteristics are the 
entities best qualified to serve as the specialty PHPs. This implies, however, that the 
administrative or management role of the CMHSP is primary, and that this function be 
distinguished from the CMHSPs activities as a direct provider of services. 
Conflict of interest issues related to CMHSPs as specialty PHPs can develop at both 
the administrative (managerial) and the direct-service levels. Since CMHSPs (if 
selected as the specialty PHP) will manage both Medicaid and non-Medicaid 
resources, they may be tempted to disproportionately apply Medicaid funds (imprecise 
cost allocation) to support their overall administrative burden. At a direct provider level, 
the CMHSPs may prefer to maintain existing direct operations, even when outside 
suppliers may be more efficient or offer higher quality. 
The state believes that it can promote administrative efficiencies within specialty PHPs 
(beyond those efficiencies garnered through a reduction in the number of specialty 
PHPs) and reduce conflict-of-interest temptations by imposing a limit on administrative 
payments to PHPs. To this end, the state intends to make Medicaid capitation 
payments that are comprised of “administrative” and ”service” components. The 
specialty PHP may only use the administrative component of the capitation payments 
to underwrite the cost of contractually defined PHP administrative activities. 
To assure the primacy of the CMHSP managerial role and to reduce potential conflict-
of-interest regarding direct program operation, MDCH will require that the provider 
network of the specialty PHP be assembled either through competitive contracting, or 
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through a comparative cost method that demonstrates network selection processes 
were equitable to all interested entities and that the providers selected represent “best-
value” from a price and quality perspective. 

3.4. PRINCIPAL-AGENT PROBLEMS IN AN ELIGIBILITY-BASED, SINGLE PLAN MODEL 
Michigan has employed an eligibility model rather than an enrollment model for 
Medicaid specialty services. Any Medicaid beneficiary in a given area that needs 
specialty services may obtain such care from the designated specialty PHP that serves 
that area. MDCH designates a single entity within each area to operate as the specialty 
PHP. 
The state believes that the eligibility model and the single-PHP-per-area approach 
have important benefits in a specialty service system of care. Enrollment models for 
specialty care present substantial administrative complexities and entail significant 
transaction costs. Similarly, several specialty PHPs in an area multiples administrative 
costs and presents adverse selection problems that are difficult to anticipate and 
counteract.  
Beyond the costs and complexities, the state contends that enrollment models and 
multiple plans do not provide beneficiaries with the kinds of choices they value the 
most. The economic characteristics of specialty service provision impose some natural 
limits on the number and types of supplier organizations. In multiple plan situations, 
competing managing entities frequently contract with the same, relatively stable, 
network of community providers. The ability to choose between managing 
organizations that have very similar or identical provider arrangements does not 
materially increase the beneficiary’s true freedom to choose and the opportunity to 
achieve.  
While the state believes that there is a compelling case for an eligibility approach and a 
single-PHP-per-area model, it does acknowledge that this arrangement presents some 
nettlesome principal-agent problems for beneficiaries. Under the MDCH model, a 
CMHSP (if selected as the specialty PHP) is the "agent" charged with acting on behalf 
of the "principal" - the beneficiary with a serious mental illness, developmental disability 
and/or addictive disorder. Principal-agent problems arise when the agent acts primarily 
for its own benefit or interest, rather than in the interest of the beneficiary whom it is 
supposed to serve. 

Within the MDCH framework for specialty PHPs, three problematic principal-agent 
situations can be anticipated: 

� Access and Eligibility Decisions 
� Application of Person-Centered Planning 
� Plan Implementation (including disclosure of options and resource allocation) 

In Part Three of this document, MDCH will suggest specific remedies for each of these 
potential principal-agent problems. In general, state solutions involve reducing 
information asymmetries (providing beneficiaries better information about access, 
eligibility and service alternatives), tighter monitoring, and introduction of an external 
facilitation option (for person-centered-planning). 

3.5. DEALING WITH THE POSSIBILITY OF NON-MARKET FAILURE 
Since MDCH has proposed that county-sponsored governmental entities be afforded 
initial consideration as specialty PHPs, it is fair to ask what the state will do if a CMHSP 
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does not meet qualification standards for selection, or if a selected CMHSP does not 
fulfill performance requirements. 
There is a legitimate concern that granting initial consideration to CMHSPs for specialty 
PHP designation could degenerate - under political pressures - into a perfunctory 
process that virtually guarantees approval for incumbent entities even if they have 
serious deficiencies.  
To preclude this possibility, MDCH will employ rigorous and objective qualification 
criteria and utilize a special procurement committee (with beneficiaries, family and 
advocacy representation on the committee) to select specialty PHPs. If a CMHSP does 
not meet the qualifications set by MDCH and as adjudged by the committee, the area 
will be declared vacant in regard to a specialty PHP and open for competitive 
solicitation. Both public entities and private organizations will be permitted to bid in 
these open regions. 
If the procurement committee does certify that a CMHSP meets the qualifications for 
specialty PHP designation, the state will retain the option to sanction, temporarily 
operate or replace a poorly performing CMHSP-PHP. Replacement of the CMHSP-
PHP, if necessary, would be accomplished through competitive solicitation. 
In the event that a CMHSP-PHP must be replaced, the state will insist upon recovery of 
reserve funds and assets related to the Medicaid managed specialty service program, 
to satisfy residual obligations of the old PHP and to assist with start-up costs for the 
replacement entity. 

4. A FINAL PERSPECTIVE ON THESE LIMITATIONS AND REMEDIES 
These imperfections in the proposed procurement framework may seem daunting at first 
glance. It is important to reiterate, however, an important consideration previously noted in 
this document. All methods for selecting specialty PHPs - both competitive models and 
other arrangements - have problems and imperfections. In the comparative analysis of 
procurement options, MDCH concluded that competitive or market selection of PHPs posed 
more serious and irremediable problems - in relation to the primary objectives of the state's 
managed specialty services program - than did non-competitive procurement and sole-
source contracting. In short, the state could not identify any superior feasible alternative 
arrangement (to the current procurement method) that could be devised and implemented 
with a net gain for disabled beneficiaries. The state believes that its refined or adjusted 
procurement model is the best feasible method to ensure that selected specialty PHPs are 
committed to the larger end or greater goal of the managed care program: that is, 
enhancing the beneficiary's freedom and opportunity to select services and support 
arrangements that are consistent with personal preferences, identified needs and individual 
life objectives. 
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PART THREE: REVISED MDCH PLAN FOR PROCUREMENT OF SPECIALTY PHPS 

1. INTRODUCTION 
As previously indicated, MDCH plans to retain the fundamental structure of the current 
waiver program and procurement model while simultaneously introducing certain significant 
alterations to address particular areas of concern. The basic strategy for compensatory 
modifications has been briefly described in Part Two of this document. In this section, the 
basic strategy is directly applied and described with greater specificity.  

2. BASIC STRUCTURAL CONFIGURATION AND PLAN DIMENSIONS 
The state's revised plan for procurement retains the basic structural configuration of the 
state approved managed specialty services waiver, but limits CMHSP prerogatives within 
this structure. 
2.1. PRESERVATION OF THE CARVE OUT, RETENTION OF ELIGIBILITY & SINGLE PHP MODEL 

The state will maintain the carve out for Medicaid specialty mental health, 
developmental disability and substance abuse services. Any Medicaid beneficiary in a 
given area that needs specialty services may obtain such care from the designated 
specialty PHP that serves that area. MDCH will designate a single entity within each 
area to operate as the specialty PHP. 

2.2. ROLE OF COMMUNITY MENTAL HEALTH SERVICES PROGRAMS (CMHSPS) 
As noted previously, the institutional (legal) environment, experience considerations, 
equity functions, economic features and particular output (community inclusive 
outcomes) characteristics make competition for specialty PHPs impractical.  
Therefore, the state will afford qualified CMHSPs an initial consideration to operate as 
the specialty PHP for a designated service area. However, the state will not offer this 
initial consideration to all existing CMHSPs as individual, stand-alone organizations. 
The state will not be precluded from obtaining specialty PHP services from private 
organizations if a CMHSP cannot meet state specifications.  

2.3. SAFEGUARDS REGARDING MEDICAID FUNDS  
Capitation payments to the specialty PHPs are for Medicaid covered state plan 
specialty services (or approved alternative) for eligible Medicaid beneficiaries. 
Capitation payments to specialty PHPs will not be returned to the state as an 
intergovernmental transfer.  
The specialty PHP will manage Medicaid specialty services for eligible beneficiaries on 
a prepaid, shared-risk basis. Savings achieved by the specialty PHP within the 
approved risk corridor, must be reinvested back into services for Medicaid beneficiaries 
and may not be diverted to purchase services for non-Medicaid recipients.  

3. ALTERATIONS AND ADJUSTMENTS 
While the basic dimensions of the specialty service plan remain intact, MDCH is introducing 
a significant new capacity requirement, with options for CMHSPs that are unable – as 
individual stand-alone organizations - to meet the standard. 
3.1. MINIMUM COVERED LIVES CRITERIA 

Single CMHSPs that have at least 20,000 Medicaid beneficiaries (covered lives) within 
their respective catchment area boundaries will be eligible (as individual stand-alone 
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organizations) to apply for designation as a specialty Prepaid Health Plan for their 
catchment area. CMHSPs that do not meet the covered lives criteria will be afforded a 
range of options for program participation, including an opportunity for multiple 
contiguous CMHSPs to make a consolidated application for PHP designation. 
The state has determined that an eligibility base of roughly 20,000 is the point at which 
scale economies for PHP administrative activities begin to develop. Since specialty 
PHPs will have enhanced administrative responsibilities in the future (as promulgated 
regulations related to several federal statutes take effect), achieving some measure of 
scale economies becomes more important than in previous contracting periods. 
3.1.1. Options for CMHSPs with Less Than 20,000 Medicaid Beneficiaries 

Single CMHSPs with less than 20,000 Medicaid covered lives may choose 
among several options for participation in the Medicaid managed specialty 
services program. 
3.1.1.1. Affiliation & Consolidated Application for PHP Designation 

Multiple CMHSPs - with contiguous boundaries - that collectively have 
at least 20,000 Medicaid beneficiaries in their combined catchment 
areas may submit a consolidated application for PHP designation. The 
consolidated application must describe the relationship that exists 
among the affiliated entities, including any legal agreements that define 
or circumscribe these relationships. 
MDCH will accept consolidated applications that conform to one of the 
following structural arrangements: 
� The affiliated CMHSPs submitting a consolidated application 

identify one CMHSP in the affiliation to serve as the "hub" for 
regional efforts. This CMHSP would serve as the Prepaid Health 
Plan for the region. The affiliated CMHSPs may designate the hub 
CMHSP formally (through the Intergovernmental Transfer of 
Functions and Responsibilities Act) or simply by informal 
agreement. In any case, only the hub-CMHSP will be considered 
for designation as the specialty PHP for the region, and it must 
meet all other qualifications established by MDCH to be awarded 
this status. The other CMHSPs in the affiliation would be eligible for 
a special provider designation – that of “Comprehensive Specialty 
Service Network” (CSSN) – that affords them special consideration 
in the provider network and qualifies them to receive a sub-
capitation from the PHP or hub-CMHSP. 

� The affiliated CMHSPs may submit a consolidated application along 
with a declaration - supported by legal documentation - that they 
have, or are in the process of creating, a new organizational entity 
(under the Urban Cooperation Act) which they are nominating for 
consideration as the specialty PHP for the region. The new entity 
would have to meet all qualifications established by MDCH before it 
could be designated as the specialty PHP for the region. 

3.1.1.2. Inability of CMHSPs to Form Affiliations or Select an Option 
In the event that various contiguous CMHSPs cannot form affiliations or 
PHP regions that meet the minimum covered lives standard, or if a 
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CMHSP does not indicate its preferred participation option for the 
Medicaid managed specialty services program, the department may 
open the region for competitive procurement or designate an adjacent 
qualifying CMHSP to serve as the specialty PHP for the region. 

3.2. QUALIFICATION REQUIREMENTS FOR PHP DESIGNATION: APPLICATION FOR PARTICIPATION 
An individual, stand-alone CMHSP - or an affiliated group of CMHSPs - that meets the 
minimum covered lives criteria, may complete an “Application for Participation” (AFP), 
developed by MDCH in conjunction with consumers, family members and advocacy 
organizations. The AFP contains all pertinent technical requirements and conditions of 
participation that CMHSPs must meet in order to be designated as the specialty PHP 
for a particular area. The AFP will require the CMHSP to describe its administrative and 
managerial capabilities related to managing care and its processes and 
accomplishments in areas related to community inclusive practices and outcomes.  
3.2.1.  Administrative Capabilities 

The CMHSP must describe its capacity to carry out standard managed care 
administrative functions and its ability to perform certain enhanced functions for 
managed care organizations stipulated under proposed rules to the Balanced 
Budget Act and other federal legislation. 
If the CMHSP does not have sufficient administrative capabilities to perform 
necessary managed care functions or to meet the enhanced criteria, the 
CMHSP must acquire these capabilities by contracting with another organization 
(e.g., a private sector managed care organization) in advance of DCH entering 
into a contract with them. If the CMHSP fails to develop or acquire the 
necessary capabilities to function as the PHP, it will not qualify for designation 
as the specialty PHP for the area.  
Administrative capabilities include, but are not limited to: 
� Governance inclusive of consumer members 
� Access and authorization systems responsive to beneficiary demand 
� Care management and monitoring responsive to beneficiary choice 
� Utilization management systems which assure medically necessary 

services and due process notifications 
� Internal quality improvement program consistent with federal rule and/or 

state requirements 
� Grievance and appeal procedures consistent with federal regulations 
� Member services 
� Provider network management 
� Information systems 
� Claims processing capabilities, including electronic data exchange 
� Financial management, solvency and stability 

3.2.2. Administrative Costs 
In addition to describing administrative capabilities against the standard and 
enhanced requirements, the CMHSP will be required to identify the portion or 
amount of their current premium payment (PEPM payments) that is used to 
underwrite or support existing managed care administrative capabilities and 
functions. 
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As noted previously, MDCH intends to change the way capitation payments are 
made in the future. It will split PEPM payments into an administrative-capitation 
portion and a service-capitation allotment. This adjustment will allow MDCH to 
limit administrative costs to a particular level, and to impose any monetary 
sanctions that might be necessary against the administrative portion of the 
CMHSP’s payments. 
Information on current administrative costs acquired through the AFP will be the 
first step in the state’s process for setting administrative cap rates. 
The CMHSP will also be required to certify the amount of Medicaid funds 
currently allocated to the organization’s risk reserve account. As a condition of 
participation, the organization must agree that in the event of contractual default, 
these reserve funds will be returned to the state to pay accumulated obligations 
and to assist with start-up costs of the successor PHP. 

3.2.3. Equity Functions and Community Inclusive Practices and Outcomes 
MDCH has argued that one rationale for sole-source arrangements with 
CMHSPs for specialty PHP services is that CMHSPs have certain legal 
obligations and engage in particular processes and activities which affirmatively 
assist persons with mental illness, developmental disabilities and addictive 
disorders in community participation, integration and inclusion. If a CMHSP is not 
adequately fulfilling these functions, this undermines the case that the 
organization should receive preferential consideration for PHP designation.  
The AFP will require the CMHSP seeking designation as the specialty PHP to 
thoroughly describe all aspects of their organization, operation and practice 
which facilitate integration, inclusion and participation for beneficiaries with 
behavioral or developmental disabilities. CMHSPs must provide relevant 
information regarding governing board and advisory committee composition, the 
number of consumers employed by the organization or sub-contractor agencies, 
percentage of funds spent on consumer operated or directed services and on 
self-determination arrangements, the organization's use of segregated living 
arrangements and programs, state facility utilization and placement history, 
language and communication accommodation capabilities, efforts to ensure 
cultural competency, and similar items. 
In assessing CMHSP performance of equity-related functions and achievement 
of community inclusive outcomes, MDCH will - whenever possible - utilize 
available current and historical performance data on the CMHSP. 

3.2.4. Service Array 
The CMHSP must assure that all currently defined Medicaid state plan specialty 
services and approved alternatives are available to beneficiaries. 
In addition, the CMHSP must assure that certain state designated covered 
services meet "structural integrity" criteria. These services would include 
Assertive Community Treatment, Psychosocial Clubhouses, Home-Based 
Service Programs for children and adolescents, Consumer-Run Drop-In Centers, 
Methadone Maintenance Clinics, and Intensive Outpatient Programs (IOP). 
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3.2.5. Service Eligibility 
The CMHSP must describe all processes utilized to determine beneficiary 
eligibility for specialty services. It must provide copies of any written information 
or promotional materials that describe the Medicaid specialty services program 
and eligibility considerations. Finally, the CMHSP must indicate how it routinely 
"tests" its internal systems and processes (including sub-contractors) to ensure 
that beneficiaries are properly evaluated for service eligibility. 
MDCH will require, as a condition of participation, that the CMHSP - through its 
customer or member service program - monitors access and eligibility 
determination processes to assess the prevalence of both informal and formal 
denials of service eligibility. The CMHSP will be required to utilize a variety of 
monitoring and testing techniques - including "mystery shopper" programs - and 
to document corrective actions taken when problems are detected. These local 
requirements do not preclude additional monitoring at the state level. 
MDCH will also require CMHSPs that wish to be designated as PHPs to regularly 
communicate - using a variety of media - information to the community regarding 
eligibility for specialty services. MDCH will establish a specialty service eligibility 
hotline for beneficiaries to provide an additional available source of accurate 
information on specialty service eligibility and PHP responsibilities. 

3.2.6. Provider Network Selection, Composition and Configuration 
Earlier in this document, the state indicated that while it planned to use a non-
competitive procurement process to select specialty PHPs, it intended to inject 
mechanisms into that process to achieve the basic objectives of federal 
requirements (best value and beneficiary choice).  
One of these mechanisms is a new MDCH requirement that the PHP provider 
network be assembled either through competitive contracting, or through a 
comparative cost method that demonstrates network selection processes were 
equitable to all interested entities and that the providers selected represent “best-
value” from a price and quality perspective.  
3.2.6.1. Single CMHSPs with over 100,000 Medicaid Covered Lives 

CMHSPs with over 100,000 Medicaid beneficiaries in the service area 
must assemble the provider network through a competitive selection 
process. Bids or proposals received in response to the procurement 
must be reviewed by a joint evaluation panel composed of CMHSP 
officials, MDCH representatives and beneficiaries and/or their family 
members. 
The purpose of the procurement process for CMHSPs with over 
100,000 covered Medicaid lives is not to select large numbers of 
unaffiliated individual practitioners, agencies and programs. Rather, the 
CMHSP should design the procurement process to attract competing 
proposals from vertically integrated, comprehensive, Provider 
Sponsored Specialty Networks (PSSN). PSSNs are organized and 
operated by affiliated groups of providers and offer relatively complete 
"systems of care" for beneficiaries with particular conditions.  
A CMHSP with more than 100,000 covered Medicaid lives must select 
at least two PSSNs for each special population (i.e., adults with mental 
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illness and/or addictive disorders; children with emotional disturbances 
and/or addictive disorders, and persons with developmental disabilities). 
Beneficiaries would have a choice regarding which PSSN they elected 
to use for specialty care, and could move between these networks if 
dissatisfied. The CMHSP-PHP may use prospective and risk-based 
payment arrangements with the PSSNs, as long as it is recognized that 
PSSNs are not "plans" (no beneficiary enrollment) and appropriate 
adjustments are made to reflect beneficiary movement and service use 
variation.  
The CMHSP selection process may exempt certain highly specialized or 
cultural specific agencies from inclusion in the PSSN organizations, to 
maintain unimpeded beneficiary access to these unique providers. 

3.2.6.2. CMHSPs with 20,000 to 100,000 Medicaid Covered Lives 
Single CMHSPs (or affiliated group of CMHSPs) with 20,000 to 100,000 
Medicaid covered lives within the catchment area would be required to 
develop a plan for the selection of network providers that defined and 
assured “best value” for the Medicaid program and for beneficiaries.  
� If the CMHSP (or affiliated group of CMHSPs) does not directly 

operate any services or programs, this selection plan will typically be 
some form of competitive solicitation, with consumers and 
advocates serving on the selection panel.  

� If the CMHSP (or affiliated group of CMHSPs) is a direct provider of 
services, the situation becomes more complex and the conflict-of-
interest potential becomes more pronounced. In these 
circumstances, the state will directly assist the CMHSP in the 
selection methodology and process, to ensure that: a) non-CMHSP 
providers are afforded an equitable opportunity to participate in the 
network; b) the CMHSP applies a “best-value” analysis to any direct-
run or in-house program considered for inclusion in the network; and 
c) safeguards are devised to prevent the CMHSP from steering 
consumers to direct-run operations. 
In circumstances where the CMHSP has established that a directly 
operated service or program represents "best-value" it must still 
assure that a consumer has an option - for certain state designated 
services - to use either the CMHSP service or an alternative outside 
supplier of that service. 

3.2.7. Facilitating Consumer Choice and the Opportunity to Achieve 
Specialty PHPs are responsible for promoting community inclusive outcomes for 
beneficiaries with serious behavioral or developmental disabilities. In Michigan, 
person-centered planning (PCP) is considered the key “tool” for fostering 
community inclusive practices and outcomes. Beneficiaries, family members and 
advocates have indicated that this vital process is not always implemented in 
accordance with statute and MDCH practice guidelines. 
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3.2.7.1. Service Plan Development 
The CMHSP must offer beneficiaries - as a covered benefit - the option 
to choose a person-centered planning (PCP) facilitator who is external 
to the CMHSP-PHP and/or its service provider organizations. 
Requirements for or certification of PCP facilitators will be established 
by MDCH. The facilitator will be responsible for maintaining the fidelity 
and integrity of the PCP process and for assuring that the needs and 
desires of the beneficiary are fully identified in a process directed by 
the beneficiary.  
The CMHSP-PHP remains responsible for the identification and 
description of available resources and service/support options, as well 
as the actual development of the written plan and the dissemination of 
due process information. 

3.2.7.2. Service Array and Provider Choice Accommodations 
The CMHSP-PHP must assure the availability of choice among 
provider agencies or individual practitioners for selected services 
identified by MDCH. This includes, but is not limited to, case 
management, supports coordination, physician-psychiatry services, and 
personal care assistance. 
The CMHSP-PHP must allow the beneficiary to utilize out-of-network 
providers under special circumstances: 
� The PHP has only one choice of a provider organization or 

practitioner for a department designated service. 
� The beneficiary has a special need for which the PHP does not 

have a qualified provider. 
� The beneficiary has specific cultural needs or requires 

accommodations due to special communication circumstances. 
� The beneficiary desires to retain a valued, long-standing 

relationship with a practitioner (psychiatrist) or personal care 
attendant, and these providers meet network participation 
qualifications (these should be flexibly adapted to meet 
particular circumstances or types of services). 

3.2.7.3. Consumer Operated Services and Consumer Directed Support Models 
MDCH, consumers, family members and advocacy organizations have 
promoted consumer involvement in all aspects of the specialty service 
system, including governance, needs assessment, service planning, 
provider recruitment and selection, and quality oversight. The 
department strongly endorses the principle that consumers should be 
involved in all decisions that affect their lives, and MDCH supports 
program models that increase beneficiary participation in service 
delivery, and which afford individuals greater choice and control over 
service and support arrangements. 
In keeping with this principle and emerging service paradigms, 
CMHSPs must develop and promote the use of consumer operated 
service models and consumer-directed support options that are 
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consistent with the desires, preferences, health and welfare needs of 
beneficiaries and compatible with existing regulations. 

4. SELECTION PROCESS FOR SPECIALTY PREPAID HEALTH PLANS 
CMHSPs (or an affiliated group of CMHSPs) that wish to be considered for designation as 
the specialty PHP in their respective areas must submit the completed Application for 
Participation (AFP) to a special state-level selection panel comprised of state personnel and 
consumer, family and advocacy representatives.  
The panel will establish evaluation criteria for the AFP and due process principles that will 
be applied to applicants. If a CMHSP applicant for specialty PHP designation is not certified 
as meeting basic requirements, and necessary corrective action is deemed too extensive 
for timely remediation of deficiencies, the panel will reject the application and designate the 
service area as "unfilled" in regard to a specialty PHP and hence available for an immediate 
competitive selection process. 

5. CONTRACT MANAGEMENT, QUALITY MANAGEMENT AND ENFORCEMENT ACTION 
MDCH will enter into a prepaid risk contract for management of Medicaid special services 
with those entities designated by the selection panel as the specialty PHP for a given 
service area. 
The quality management system for monitoring PHP performance will be enhanced to 
comply with officially promulgated final federal rules related to the Balanced Budget Act of 
1997, including the requirement for PHPs to have internal quality improvement programs 
consistent with HCFA's Quality Improvement System in Managed Care (QISMC) guidelines. 
It will also incorporate the finding and recommendations that emerged from HCFA 
monitoring visits conducted during June and July of 2000. 
Specialty PHPs that fail to meet contractual and performance obligations will be subject to 
remedial actions and sanctions, up to and including monetary penalties applied to the 
administrative capitation payments to the PHP, temporary MDCH management of the 
PHP's operations, and/or cancellation of the contract and replacement by a different or 
newly selected PHP. 
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CONCLUDING REMARKS 

This document summarizes the state’s efforts to meet federal requirements for competitive 
procurement of specialty PHP contracts. In the course of its explorations, the state concluded 
that certain important considerations and characteristics made market selection of specialty 
PHPs impractical and undesirable. The state provided a detailed rationale for this conclusion 
and described the benefits of a different type of procurement process. The state also took note 
of the problematic aspects of this alternative procurement method and suggested different 
remedies and compensations for these problems. Finally, in the last section of the paper, the 
state explained the basic structure for procurement, the proposed criteria for PHP designation, 
and provided details regarding the selection process and panel. 
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