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MIHP Regional Coordinator Meetings – September 2011
Q & A

Billing Blended Visits

1. Please clarify the blended visit.  What would it look like?  What would be required?

The staff sees two or more beneficiaries in the family in a single visit, but bills the visit under one family member’s Medicaid ID number.   The visit is documented in the chart of the beneficiary whose ID number is used.  A Notification of Multiple Charts Open is placed in the chart of each beneficiary in the family, so that chart reviewers are alerted to the fact that documentation for a given beneficiary may be found in another family member’s chart.  This means that the staff does not have to document the visit in more than one chart.  This is not an issue for agencies that use family charts.  NOTE:  If an agency prefers to copy notes in multiple charts rather than use the Notification of Multiple Charts Open form, that is acceptable. The Notification of Multiple Charts Open form is posted on the MIHP website www.michigan.gov/mihp

2. Does “blended” visit mean see mom and baby but bill for one?  Which one?
3. When you open a mom and a baby, how do you determine who to bill under?
4. If mom and baby are open, do you only bill for one or can you see mom/bill for her and see baby/bill for her on a separate date?

You see the mom and baby together, but bill under one Medicaid ID number.   It’s up to you to decide which ID number to use, based on the needs of the beneficiaries.  If mom’s needs are greater, use her ID number until her all of her visits have been used.  You cannot go back and forth, billing each visit under a different ID number.

5. How do you implement blended visits?  One month we use one twin’s Medicaid ID and the next month we use the other twin’s Medicaid ID?
6. When more than one infant has a Risk Identifier done, how do you determine which Medicaid ID # to use – always one infant’s?  Or one month one infant, and the next month another?

No, you cannot switch back and forth.  Choose one twin and bill under that twin’s ID number consistently.    

7. How do you choose which infant is billed when blended?

You choose based on the needs of the beneficiaries.  If one twin’s needs are greater, you could choose to bill under that twin’s ID number.  If not, you could bill under either twin’s ID number.

8. Basically, you are trying to capture data on all infants in the home (twin, foster child, etc.).  Why not just require the completion of the Risk Screener, a new billing code that signifies this visit was for multiples.  Agencies are compensated for the extra documentation and the state gets the data, reduces confusion on billing under multiple RIDs, etc., documenting on two care plans, etc.

Establishing a new billing code is a complicated process and is not something that we can do at this time.  Billing codes are national standardized codes; they are not just for MIHP.  

Documenting Blended Visits

1. If you have a Risk Identifier on infant and mom becomes pregnant, whose chart do we put the blended note in – mom or infant?
2. Infant and mom are on – who to chart on?  Note in mom’s chart that infant/mom education being given and charted in infant chart?
3. You say that we can have a maternal case and an infant case open at the same time, and that mom’s transportation can be billed under mom’s ID and the infant’s transportation under the infant’s ID.  What about other progress notes?  
4. How do we document our maternal interventions in the baby’s chart?  If that mom’s chart was pulled for an audit, it would look like we just dropped the case.  What about fidelity to the program?  
5. For sites that cannot do family charting but need to do blended visits.  Can you help or direct us on how to chart on both patients with the progress notes, especially with the new rules of having mom and baby both open?

Document the visit in the chart of the beneficiary whose Medicaid ID number is being used to bill the visit.  If billing under the mom’s Medicaid ID number and providing service to the infant, document the infant’s information under “other visit information.”  If billing under the infant’s ID number and addressing mom’s concerns, document mom’s information under “maternal considerations” or “other visit information.”  Make sure to place a Notification of Multiple Charts Open in each family member’s chart.

6. It’s very confusing on how to document a blended visit on a visit note, depending on who you bill for (mom or baby).  You may want to develop a blended visit note that both mom and baby interventions could be documented on – a copy in each chart.

We do not intend to develop a blended visit progress note.  Please see #1 above.

7. How do we document a baby on mom’s progress note?

Document the baby’s information under “other visit information” on the mom’s progress note. 

8. When pregnant mom is open at same time as infant, suggest documenting care of infant in infant chart and documenting pregnant mom care in mom’s chart in order to document both of their care.  Evaluators will want to see care progress and outcomes for both.  Bill as blended.

Placing the Notification of Multiple Charts Open in each family member’s chart will eliminate the need to document in both charts.  Or, an agency may choose to copy notes in multiple charts rather than use the Notification of Multiple Charts Open form.

9. If we have to “pick” a Medicaid number to bill our blended visits under, how do we do our documentation?  For example, mom is pregnant and there is also a 4-month old infant in the house.  We do both Risk Identifiers, but choose to use the baby’s ID number.  For the maternal chart, it will show risks identified.  Do we pull POC1 and corresponding POC2s and page 3, and then what?  

Yes, you always do a POC in conjunction with a Risk Identifier.   Then you place the POC in the mom’s chart.  Remember that you can bill the Risk Identifier visit for each individual separately.  For the remainder of the visits, you would “pick” a number to bill the blended visit.

10. Why can’t we have both charts open, but not bill both on the same day?

You can have both charts open at the same time, but you can only bill under one family member’s Medicaid ID number.  You must still do the blended visit and use the Notification of Multiple Charts Open form or copy the note and place it in both charts.

11. If you do a blended visit, and you are billing under mom, you document on mom’s chart.  But are ASQ’3s and ASQ: SEs due for infants on a regular basis?  Basically, you would have to have two separate charts going, correct?

Yes, ASQ-3s and ASQ:  SEs must be done according to timeframes stated in the MIHP Operations Guide.  Yes, you would have two separate charts open, unless your agency uses family charts.

12. How do you document visit, i.e., new Maternal Risk Identifier on infant visit?  Bill that day then use infant professional visit info and mother’s info under maternal considerations?  lf 2 infants each with Infant Risk Identifier - one billed - chart that info on professional visit record, 2nd infant in other section?  Or if billing maternal visit, then infant visit under other?  

If you’re visiting an infant and find out mom is pregnant, you complete the infant visit and document it in the infant’s chart.  You can come back later to do a Maternal Risk Identifier or you can do (and bill for) the Maternal Risk Identifier that day, as long as you document why it was necessary to do it on the same day (e.g., if requested by the mom or if a great distance must be traveled).   You bill the Maternal Risk Identifier under the mom’s ID number, develop her POC, and place it in her chart (or add it to the family chart).  You may choose to continue to bill visits under the infant’s ID number or to start billing under the mom’s ID number.  Whether or not you are billing under the infant’s ID number, you must complete the ASQ-3s and ASQ: SEs on the infant.  The Notification of Multiple Charts Open placed in each family member’s chart will identify the other charts that need to be pulled for certification reviews.  Document the visit in the chart of the beneficiary whose Medicaid ID number is being used to bill the visit.  If billing under one twin’s Medicaid ID number and providing service to the second twin, document the second twin’s information under “other visit information.”

13. We have triplets due soon.  Do we do 3 different charts (or 2 in case of twins)?  If audited, how do we find one case, if it is housed in another child’s chart?  If separate charts, it will look as if nothing is being done on the other child if it is billed on the first infant.  We need much clarification – we thought we were getting this today!

Each triplet will have a separate chart with an Infant Risk Identifier and a POC.  The Notification of Multiple Charts Open placed in each family member’s chart will alert chart reviewers that additional documentation may be found in the charts of other family members.   Or, you can use a family chart. 

14. If mom is in one program and infant is in another, how will you know?  What happens if discovered?

Once the electronic version of the Infant Risk Identifier is completed, you’ll be able to see which MIHP is serving a beneficiary.   It is recommended that the mom and infant be served by the same MIHP, unless the infant’s parents are divorcing or divorced and both parents want to participate in MIHP, but do not wish to use the same provider.  In this case, they would need to share the total number of infant visits allowed.  

15. Can we close mother’s chart when opening an infant she has?  Will this help give info by doing Discharge Summary rather than waiting until infant is closed?

This question is not clear to us.  The Maternal Summary is completed when mom’s services are completed – in other words, when you stop billing under her Medicaid ID number.   The Infant Discharge Summary is completed when services to the family are concluded. 

16. Is it acceptable to discharge infant from MIHP when mom becomes pregnant or you admit her to MIHP prenatal?  For QA, seems like it is difficult to keep track of who is open to program if you don’t discharge infant.  Only reason to keep on would be for transportation for special needs baby.

The Notification of Multiple Charts Open will inform chart reviewers of all beneficiaries in the family who are open to the program.  

17. Can we go back (to our agencies after this training) and assess mom as of today’s date to future?

Yes.

18. Multiple FOBs (fathers).  Mom is pregnant and infant case is open.  Concerns about legality of putting information related to mom, baby-in-utero, and infant for HIPAA and subpoena.

It is recommended that you redact (obscure or remove text) that does not pertain to the beneficiary whose information is being subpoenaed before releasing a document.  If you have specific concerns about compliance with the health Insurance Portability and accountability Act (HIPAA) you may want to talk to your legal advisors.
19. Why are we not allowed to bill for both mom and baby if they both had a Risk Identifier?  If we do a visit and spend at least one hour, we could bill for infant and pregnancy (or both twins).  We are addressing both’s issues.  If a doctor does a visit and sees both babies, bills for both children…why can’t we?  We do the work, yet don’t get the fiscal reimbursement!

The purpose of the policy was to allow for each infant to have their own Risk Identifier and for each Risk Identifier to be billed separately.  You can bill for each Risk Identifier completed.  Then subsequent visits to the family are considered blended and billed as one visit.  You may bill separately only for transportation and the Risk Identifiers.    

20. If infant is enrolled and mom becomes pregnant, we can do a Maternal Risk Identifier, but do we need to complete POC 1-3, documentation to mom’s health care provider, consents?

Yes, you do need to complete these documents.  The consent form is a family consent form, but if the mom hasn’t consented to release her own information, she needs to initial an addition to the consent form, indicating that you have her consent before you can send documentation to her health care provider.

21. If infant is open client and mom becomes pregnant and you complete the Maternal Risk Identifier, when would it be expected to complete the POC Parts 2 & 3?

As for all beneficiaries, the POC must be completed before any professional visits can be provided (MIHP Operations Guide, pg. 50).  

Service Expectations for Multiple Births

1. On an infant case, mom refuses to complete the maternal component.  Does this disqualify her from the program?

Yes, it disqualifies both the mom and the infant from the program.  The mom must agree to complete both the maternal and infant components. 

2. Is it sufficient to complete one maternal portion of the assessment regardless of the number of infants assessed?

It’s sufficient for now, but when the Infant Risk Identifier is converted to the electronic format, you will need to enter the maternal data separately for each infant.

3. Two care plans on twins?

Yes.  Every time you do a Risk Identifier, you develop a POC based on the Risk Identifier results.

4. When we have twins (or more) on MIHP, we can only bill for one.  Do we do the ASQ on both or just the one that is “enrolled?”
5. Two ASQs on twins?

Each twin (or triplet, etc.) is enrolled and has an individualized POC, but you bill and document under one twin’s Medicaid ID number.   Both twins receive MIHP services, including ASQ-3s and ASQ: SEs.  You can bill each twin’s Risk Identifier separately, but subsequent visits are blended and billed under one twin’s ID number.

Number of Visits When Billing More than One Medicaid ID Number 

1. Once you complete your 18 visits under one Medicaid number, could you then use the other twin’s Medicaid number?

No.

2. If you’re in a home visiting a baby with 5 visits left and mom gets pregnant, and you open a case and do a Risk Identifier, then complete the infant’s 5 visits as blended, at the end of the 5 visits, how many visits remain for the mom???

Nine (9) visits remain for the mom.

3. Can a postnatal visit be completed after the infant assessment is completed?

Yes.

Postpartum Visit and Infant Risk Identifier on Same Day

1. Why does it need to be documented “why” a PP visit was completed at the same time as a new baby assessment?

Because it’s an exception – it takes a great deal of time to do both the postpartum visit and the Infant Risk Identifier on the same day and this can be overwhelming for new moms.

2. Are there any examples of acceptable reasons why mom’s PP visit and Infant Risk Identifier are done on the same day?
3. Can you please further clarify when it is allowed to complete and bill for a maternal postpartum visit and an Infant Risk Identifier on the same day?  

Both may be done on the same day if requested by the mom or if a great distance must be traveled.  Contact your consultant if you encounter another situation that you think is an acceptable reason for doing both visits on the same day. 

4. Where should we document why the PP visit and Infant Risk Identifier were done on the same day?

Document this on mom’s progress note under “other visit information.”

5. Is there a time requirement associated with doing assessments on one day?

No.

Substance Exposed Infant Interventions

1. Remove the “no” on the POCs.  It adds extra paper, which translates into more costs for agencies.
2. Take “no” off POC2 for Positive at Birth.
3. Why is “no” an option on POC2 forms?  Worker shouldn’t complete a drug-exposed POC2 unless one of these POCs is needed.  Maybe put wording in risk box but eliminate “no” checkbox.
4. Please take off “no” option for POC2 Positive at Birth.  We would just NOT pull the POC and put it in the chart.
5. Remove the “no” box in the interventions.  Would not be using the POC2 if there was no concern.
6. The “old ladies in Marquette” say:  Take off the “no risk” for Positive at Birth.

This change has been made.

7. Do you consider baby to be drug-exposed when mom goes out occasionally with her friend and drinks, but baby is left with an appropriate babysitter?  Or father drinks over the weekend with friends, while baby is being watched by the mother or proper babysitter?

Use your judgment.  If the parent comes home drunk and the baby sitter leaves, the baby is at risk. 

8. Are clients with medical marihuana cards substance abusers?  

A baby who is exposed to a mom who is using medical marihuana is substance-exposed.

9. High-risk is triggered if client took diet pills before finding out she was pregnant.  Is this a glitch or do you want this to happen?

We want it to happen.  It’s not a glitch.

10. Should low or moderate be used on mom who drank and/or used drugs prior to knowledge of pregnancy but states she quit after knowledge of pregnancy?

Low should be used.

11. First 9 visits, then if the infant is drug-exposed, but there is no doctor’s order, why can’t we go straight into the 9 for doing drug-exposed?  If we can’t obtain an order, that infant will not be able to be continually served.

Get an order from the baby’s doctor if you don’t have a standing order.  You must have an order to continue.

12. Could our medical director sign a standing order for additional 9 visits and/or drug-exposed infant?  Or does it have to be the infant’s PCP?

You may use a standing order or an order from the infant’s PCP.

13. Can the standing order for an SA infant for additional visits be for 27 visits vs. one standing order for nine visits and then a second order for 18?  We know they are SA.  The biller knows after 18 visits to bill the SA code. 

Yes.

14. For drug-exposed babies – guidelines currently state that we can already use original 10 visits plus 9 more.  Would drug-exposed code be used for any visits beyond 19?

Yes.

15. Do you want us to use the drug exposed code under 10 visits?  We want to be able to use the drug-exposed code right at visit #1.
16. When using the drug-exposed code 95154, it would be helpful and best practice to begin using as soon as SA is identified (before the first 10 visits).

You can use the drug-exposed infant interventions at anytime, even before the baby is born (as applicable), but you cannot use the drug-exposed infant billing code until after the first 19 (counting the Risk Identifier visit) infant visits are used. You must use the professional visit code for the first 18 visits due to the billing process in CHAMPS.  The drug-exposed infant procedure code may be used for the additional 18 visits.  (See Section 2.8 Drug-Exposed Infant, MIHP Chapter, Medicaid Provider Manual.)

17. On the Positive at Birth POC, it is our hospital policy, if drug use is suspected, a mec screen is done.  Frequently, the UDS (done immediately) is negative.  However, the mec is positive but is not reported or results aren’t available until after the Risk Identifier is already done.  Do we then add the new POC, or change POC according to new info given?

You may pull the substance-exposed infant interventions whenever you determine that an infant meets the substance-exposed infant criteria.  However, you cannot use the drug-exposed infant billing code until after the first 19 (counting the Risk Identifier visit) infant visits are used.

18. Why can’t we use the same SA techniques with pregnant women (not bill as drug-exposed infant under #96541)?

You may use the Stages of Change Guidelines in conjunction with the maternal substance abuse interventions, but cannot use the billing code.  

19. POC2 – Primary Caregiver Use, High Intervention #6.  Reword.  

It has been reworded as follows:  “As a mandated reporter, contact CPS if abuse or neglect is suspected.”

20. POC2 - When no drug screen was done at birth, but mom is known to use.

If she denies drug use, use LOW.  If she admits drug use, use HIGH.

21. When a drug-exposed baby is removed from caregiver and placed in a foster care home, can we still use the 96154 code?  Foster mother does not have to answer stages of change?
22. What about drug-exposed babies in foster care?
23. If the baby is in foster care, can the (expanded) substance-exposed infant visits be done with foster parents?

Yes, particularly if there is a reunification plan.  If you have case specific questions, please contact your MIHP Consultant.

24. We’re being instructed to use original visit note for first 18 visits, then use SA note (on a different color). But your SA note is very efficient for documentation.  I would like to allow staff to use original note and then under other, refer to SA note to document these interventions for efficiency vs. having them long hand their note.

You can do this.  

25. SA code can’t be used until after 10 visits.  Is it possible to use the SA progress note sooner?

You cannot use the drug-exposed infant billing code until after the first 19 (counting the Risk Identifier visit) infant visits are used.  Yes, you can use the SA progress note even if you are not using the drug-exposed infant billing code.

26. Should be consistent documentation throughout services – the billing code shouldn’t drive the documentation; the risk factors should drive the documentation. 

You may use the substance-exposed infant interventions and the substance-exposed infant progress note when the substance use issue is identified.  You do not have to be using the billing code to be able to use the interventions and progress note. 

27. The SA interventions are very therapeutic.  This seems quite involved and time-consuming.  How does this mesh with the philosophy that MIHP does not perform counseling/therapy?

The guidelines should not be construed as counseling or therapy.  They are offered to guide your conversations with beneficiaries.

28. What interventions do you use for a mom with a positive drug screen, but mom denies any drug use?

If the woman is pregnant, go back to the maternal substance abuse interventions.  If the baby has been born, it’s under low on all substance-exposed infant interventions – Primary Caregiver Use.   If the baby had a positive drug screen, use the high-risk level interventions. 

MIHP Evaluation

1. How could Medicaid ID numbers be missing when they are needed to access record to input screening?  
2. How do you get the screener in without Medicaid ID number?  

You can enter the Risk Identifier data and get the scoring results page before you have the beneficiary’s Medicaid ID number.  However, to complete the screen, you have to go back and enter the ID number when you get it.  You are not to bill until the screen is completed.   

3. How can IDs be missing when they are needed to bill?  

The screener and the billing are currently separate.  If the ID is missing from the screener, then either the screener was never billed or the MIHP billed without completing the screener.  Missing IDs in the data shared at the training are from screener data and not the administrative Medicaid data.  

4. Is there any possibility to notify MIHP providers of incomplete screens so that these may be followed up on?  

We currently provide information to each agency on their complete and incomplete screens. If you want beneficiary-specific information, contact your consultant. 

5. I’m worried about the Discharge Summary being used to evaluate outcomes because the measure is SUBJECTIVE.  The MIHP provider assesses risk level and progress.   You need an OBJECTIVE measure – an end of service “Risk Screen.”

It is subjective.  If you want to do the Risk Identifier again at the end of service, you may do so, but you won’t be paid for it.

6. Will substance abuse affect the outcome measures?

We’re not sure what is being asked here.

7. Is there any possibility of getting the quarterly reports for the individualized MIHP agency AND for our county as a whole?

We can’t get county data currently, but we will look at doing this in the future.

For Suzette:  Why are So Many MIHP Clients Scoring Out as Moderate or High Risk?  (Suzette will share the comments below with MDCH staff and the IHCS team as program improvement discussions move forward.)

1. Our moderate and high risk scores are for those who are actually moderate and high risk.

2. If you have one domain at moderate risk, the overall is moderate risk; if you have one domain at high risk, the overall is high risk.  Some domains don’t have a low risk option, such as smoking.

3. When the MHP refers clients, if I call a mom is who is low/no risk, typically she says no thank you.  Clients who agree to services are higher risk.  If you look at the statistics for Medicaid participants, typically they are at higher risk due to socio-economic status, etc.

4. Low risk clients do not want the program.

5. Because the client is really high risk.  Amen.  We have “trained” our physicians – referral sources to refer the highest risk.  We do not get all Medicaid eligible clients on MIHP.  Many docs do not realize all Medicaid clients are eligible for MIHP.

6. A lot of patients are pre-screened (only high risks and needy) by the referral source.

7. Need to market program to all women.  Providers may think program is only for high-risk families.

8. Reason for high percent of MIHP at higher risk is that MIHP referrals from community physicians often are only higher risk individuals.

9. Referrals come from PS, positive drug screen, Early On, and we are seeing an increased number of bipolar and low-functioning mothers.

10. Need to review hard copy of screeners against scoring sheet to see if they match.  Can’t use scoring sheet with reliability right now.

Client Satisfaction Survey (Suzette will share the comments below with MDCH staff and the IHCS team when they discuss the Client Satisfaction Survey.)

1. Suggestion for client survey:  We had clinicians take out survey to client at end of program; we let client fill out (anon if wanted) privately, put in envelope provided, initial sealed envelope, give to clinician to take back, sealed.  Then it was given to 3rd party to tally satisfaction info.  Clinician never knew who said what.

2. Consider collecting email address and send website link OR do a text survey to telephone number.

All Consent Forms

1. Please provide written instructions for use of the consent forms.

We intend to post written instructions on the MIHP web site.

2. If you don’t have family charts, do you need a separate consent to participate for both pregnancy and then baby charts?  What about consent to release protected health information?

If you place the Notification of Multiple Open Charts in each family member’s chart, you won’t need duplicate consent forms in individual charts. 

3. Do both forms need to be part of the chart?  With Consent to Release signed either “I do” or “I do not” consent to release. 

Yes, you need the Consent to Participate and the Consent to Release Protected Health Information in the chart.  You don’t need Consent to Transfer to a Different Provider in the chart, unless a transfer is requested.

4. Please make consents available in Spanish and Arabic.  Thanks.
5. Please place the Consent to Participate in MIHP in Spanish and Arabic out of respect for individuals who do not read English!

We are currently working on this.

6. We are trying to go paperless!  Why so many consent forms!!

We started out with one form, but Legal said the various consent forms needed to be separate.

7. Not sure they are HIPAA compliant.  

The MDCH Public Health Legal Counsel has determined that the consent forms are HIPAA compliant.

Consent to Participate

1. Should also include Medicaid eligible women, for example, MOMS approved women are eligible for MIHP.

MOMS is administered by Medicaid – we are not planning to change this statement on the form.

2. If you assess more than one infant, do you need a consent signed for each assessed child or one family consent?

A single family Consent to Participate is needed.

3. When doing Infant Risk Identifier for twins, do you need a consent form for both children?

No.  

4. Removed the whole section on the Consent to Participate form.  Can we do client responsibility section (i.e., client will be home, client will contact agency with address and phone number changes).

No, but your agency can choose to use its own personal responsibility contracts with your clients.

5.  “Help you get a place to live” should be changed to housing referrals.  We cannot personally get them a place to live.  We have many clients who are undocumented or have bad credit – they are not eligible for housing programs. 

6. “Connect you with community services… and baby pantries that give our baby items for free.”  Not for free!!  They must do something like learn and earn.  Nothing is completely free.
7. “Connect with community services” - omit the “free” baby items – should be learn and earn. 
8. Help if you’re concerned about family/(relationship?) violence?
9. Omit “Be there for you if problems come up.”  Omit this – it’s too vague.
10. Under “MIHP home visitors are experienced health professionals who can” – is the bullet point language set in stone?  I don not think the wording of all bullets represent a clear picture of what MIHP worker will do.  Specifically, “Help you get food or a place to live.”  My MIHP program will not do this but rather offer info and referrals related to this.  Also, “Be there for you if problems come up.”  Should be re-worded to say “offer support and a listening ear” or “act as a support person and someone to listen.”

This language is taken from the MIHP Brochure.  It was carefully developed by the MIHP Marketing Committee, which included providers, MHP representatives, state MIHP staff, and the MDCH Communications Office.  Several of the statements were derived from consumer satisfaction surveys that providers shared with the Committee.   For example, many consumers said that what meant the most to them about being in MIHP was having someone “who was there for me when problems came up.”  

Consent to Release Protected Health Information

Releasing Protected Health Info to Doctor

1. I got a referral from the doctor and client does not want me to release any information to the doctor.
2. If a woman doesn’t want MIHP info sent to doctor and does not include doctor on the auth form, can we not send it to doctor?  

Do not release information to the client’s doctor if you do not have the client’s consent to do so.  Be sure to document this in the chart.

3. Regarding disclosure of maternal drug use or mental health issues to doctor – if we need a signed release to disclose, does this mean that we should not disclose either of these two issues on the initial “doctor communication” letter or Discharge Summary if the mother has not signed a specific release?

MIHP is a care coordination program, not a substance abuse or mental health treatment program.  As such, #2 on the form, which references disclosure of mental health or substance abuse treatment, has been approved by MDCH Public Health Legal Counsel.  The client signs the Consent to Participate and the Consent to Release Protected Health Information at the first meeting with the provider, prior to administration of the Risk Identifier.

4. Are we not informing the physician by identifying drug abuse domains on the communication tool sent to the physician?

Yes, you are informing the physician of a substance abuse issue on the communication tool, but you are not providing specific treatment information.

5. During the course of service, if we add the new domain of drug use, we update the physician?

Yes, there’s a check-off box to indicate that you are providing an update.

6. If client doesn’t want info going to doctor, how can the agency bill for 9 additional visits (>9) when medical provider signature is required for reauth per Medicaid Manual?  

If you don’t have a standing order and you cannot ask the client’s doctor for authorization, then you cannot bill for the 9 additional visits.

7. If we are not going to share information with the doctor, then how is this a collaborative effort?

The client has the right to restrict the information shared with her physician.  

8. When client changes doctor, can we add the new doctor info under c. on the Consent to Release Protected Health Information with client/staff initials or will a new consent need to be completed?

You can add the new doctor information, as long as the client initials it.  You do not need to complete a new consent.

9. 1a.   I have clients that when I enroll them they are with KCMS or FHI and they can’t know the provider’s name.  Can I put “N/A” where name is and then list the facility below?

You may list the name of the clinic and either specify the provider or note “all providers”.  

10. Have a concern with releases – why so many different areas(?).  Physicians will never refer to us if we don’t give them information, especially on failure to thrive infants.  

We hope there will be very few clients who will not consent to release health information to their PCPs.   

11. If we have an in-house release, are we covered for existing clients?

You may use  your in house release in addition to the state documents.  The new releases may be used with all beneficiaries after  January 1, 2012.  They will be required for all new clients effective April 1, 2012.

12. If the medical care provider and MIHP agency are one and the same, do we still need a signed consent to release health info to the provider? 

Yes, you do.

Other

1. I suggest adding additional boxes on the Consent to Release PHI under 1b.

We will do this.

2. Can the section “b” be removed?

No.

3. “1ab” is mom; “2cd” is child – when mom fills out her info, the date should be on form.  When child is added, the date should also be on form --?  Space area for date of entry.

You will not be naming the individual children on the form, so you don’t need to add a date.

4. Does it need to be signed every time a referral with health info is being sent to a referral source?  Can we populate the providers we may refer to and have her sign it at screener?

Every time a new referral source is identified, the form must be initialed and dated by the client.  Yes, you may pre- populate the form with a standard list of names of providers to whom you are likely to refer the client and have her sign it before the Risk Identifier is administered.

5. One of the interventions for SA states “make referral to high-risk case manager at MHP.”  Do you originally include MHP on consent at admission, or do you go back and get a new consent to release signed?

You do not need a signed consent to release information to the client’s MHP.

6. When we add a baby to the form, do we change the beneficiary name?

No.

7. If open, the Consent to Protect Health Information is in mom’s name.  Once baby is born, there is no place to put baby’s name.  Cannot release info if baby’s name is not on consent.

You can release information without the infant’s name on the consent, but if you want to add the infant’s name, you may do so.

8. Beneficiary “infant” or “twins” need to be identified, especially to release record.

This is not necessary, but your agency may choose to do this.  

9. Subsequent pregnancies?

If the mom and infant are in the program for an unbroken period of time, you do not need to obtain  another signed consent for a subsequent pregnancy.  If there has been a break in service delivery, you do need to obtain another signed consent.

10. Do existing clients have to sign the new consent form?

No.

11. We have an electronic medical record and we won’t have a paper chart in the home with us, so how can we add a consent to referral?

You will need to incorporate electronic signature forms into your system.  Contact your consultant for assistance.

12. Our policy at CMDHD is that we can send our records, but can’t send other records we have received.  The other provider would have to send those records.  Consent to ROI (info that another party provides).  How do we comply with both?
13. Regarding #3 at top of form – information that another party provides.  Concerned that this may be a HIPAA violation.  Technically, these are records from a 3rd party and not MIHP records.

If your agency requires additional releases, you may secure them.

14. Consent form is big problem for sites with EMR – will have to have consents re-signed when need to add organizations referring to.

We don’t have a solution for you.

15. Our agency already uses a release that lists different agencies/doctors.  Do we need to list all of these again on your form?   We would need many more lines for each box if so.

We will add more lines.

Consent to Transfer from One Provider to Another

1. If client will let you send Form A plus communication to the doctor at enrollment, but when transferring record to another MIHP, they don’t want the doctor or new MIHP to know mental health or abuse issues, do you black out that info so you can send the rest, and also black out part of professional visit note area?

The client has the right to determine what information goes to her doctor, but the Risk Identifier, POC, and progress notes must be forwarded to the new MIHP provider.

2. If mom consents to transfer “my infant’s health information” but not “my health information,” what do we do about the maternal component of the Infant Risk form? 

Both components must be transferred in their entirety with corresponding POCs.

3. It should list the discipline visits.

This will not be added to the form.  The expectation is that the agencies are communicating regarding client care.

4. Why can’t one county view another county’s risk screen if a client has transferred?

Risk Identifier information is protected through linkage to an NPI number, so you must obtain Risk Identifier information from the other agency.

5. What happens if a beneficiary informs us that her agency has closed?  How can we obtain screener results?

Discuss this with your consultant.

6. Do you publish a list of closed or de-certified agencies?

This information is provided at the bottom of the MIHP Coordinator Directory.

Billing

1. If we have an active MIHP mom that delivers, can the Infant Risk Identifier be billed and paid under mom’s ID?  Or wait for infant ID?

The Infant Risk Identifier must be billed under the infant’s Medicaid ID number.

2. Why don’t agencies get paid for separate billing – doing ASQ-3 and making referrals to Early On?

The ASQ-3 and the ASQ: SE are MIHP infant interventions and are billed as professional visits, as are all other interventions.  

3. Only the 96154 drug exposed is billed as 2.  Is 9 extra visits for all domains?

All infants get the second 9 visits with authorization.

4. Code 96154 quantity of two only reimburses at $81.02.

Correct.

5. What documentation is needed in chart to justify/support MIHP provider to bill for transportation?

See the MIHP Operations Guide, pgs. 22 – 24 and the Transportation Section of the MIHP Certification Tool.

6. College student driving from Mt. Pleasant to this area every week.  Does not want MIHP in Mt. Pleasant as she will be a student for one semester only.  Is mileage reimbursement allowed for the MIHP doctor’s appointments?

Yes, if the client goes to the doctor and returns from the doctor on the same day.

7. Mom and baby transportation – please clarify one more time.  If baby is on MIHP infant and mom off prenatal, can mileage be reimbursement for both?

No, transportation can only be provided for the infant.

8. Mom closed now postpartum, baby enrolled.  Mom driving 170 miles round-trip monthly/bimonthly for Suboxone treatment.  Can this transportation be covered, as mom’s maternal POC has substance abuse and it will affect the care of the baby?  We do not have MHP as we deal with Native American clients and they have straight Medicaid cards.  She continues to have Medicaid postpartum.

Transportation to substance abuse treatment is a covered benefit for moms with fee-for-service (straight) Medicaid.  This transportation is provided through DHS, so the mom should contact her local DHS office to request it.  She must get prior authorization, which is coordinated with her DHS worker, if she will need transportation beyond a certain number of months.  If DHS refuses to provide her with transportation to substance abuse treatment, you can provide transportation through MIHP and bill it under the infant’s Medicaid ID number.  However, in order to do this, you must first attempt to arrange transportation through DHS and document their refusal in the chart.  


9. The client received a billing statement with the amount of $83.72.  Can dollar amount not be included in statement?

We can’t control this.

10. May we have access to number of visits billed?
11. Full access to number of visits.
12. Can we (MIHP) see total visits?

We will take this under consideration for transfers.

13. Sparrow billing went electronic Nov 10 – there has been an issue with claims not being reimbursed.  Last I heard the department resubmitted claims two weeks ago.  Can you identify the issue?

Please call the Michigan Medicaid Provider Support Helpline at 1-800-292-2550.

Need for Increased Reimbursement

1. The increased paperwork and expectations related to outcomes deserves an increase in reimbursement.
2. What about increased reimbursement to match increasing requirements – having difficulty recruiting/retaining qualified staff.
3. Are there any plans to increase Medicaid reimbursement for MIHP visits, especially ISS visits?  ISS visits are extensive, especially when working with low-functioning, bipolar, etc. women.   Visits include ASQ, referrals, follow-up, blended visits, maternal and infant components.  Visits are LONG and provided by professional staff.  Opening and discharges are lengthy – impossible to complete in 30 minutes or even an hour if you provider the quality care required and deserved.
4. I really feel that with a drug-exposed infant and the resultant paperwork, we need a higher Medicaid reimbursement fee.  Please consider this.

We have noted your comments, thank you.

Forms

1. Must our printed forms (electronic) look exactly like the MDCH state forms? 

No, but the fields must be in the same order and capture the same information, and the information must be presented so that it can easily be reviewed by MDCH staff.  

2. Can the state stop making new forms for one year in order for the providers to become proficient in the new forms?

The MIHP re-design is still in process, but we are attempting to limit the number of new forms to the extent possible.

3. Why do we have to write the Medicaid number on every progress note?  A lot of field staff complain about the redundancy of this.

Each page of a double-sided or multi-page form must be marked with both the client’s full name and Medicaid ID number, since single pages may be photocopied, faxed or imaged and separated from the whole.  This is a commonly accepted medical record practice.

4. What proof do you have that the nurse and social worker are going out to see these clients if you don’t make it mandatory for them (clients) to sign the progress notes?

MDCH does not require clients to sign progress notes as proof that a visit took place, but if your agency requires it for QA purposes, that’s fine. 

5. By interview or observation, staff can choose other POC 2 other than scoring results page.  Will that be able to be populated for risk in the new Discharge Summaries?

Yes.

6. Add to Maternal/Infant Checklist a spot to note that “Risk Screener complete in SSO” to make sure all risk screeners missing data eventually get completed.

Yes, we will do this.

7. Can the question “Did you attend special education classes?” be added to one of the forms?

We will take this under consideration.

8. Can form M036 be omitted in chart if all questions are answered on the Maternal Risk Identifier?

Yes, you are not required to use the supplemental forms, including M036.

Early On Referral Form

1. When do we start using the Early On referral form?

January 1, 2012.

2. Why can’t we do a direct referral to Early On?
3. Can we still call Early On after January 1, since we have a great relationship already developed?
4. May we send Early On Referrals directly to our local Early On Services Council or must it be sent to the email address on the new form?
5. Do we have to use the Early On referral form from the state?  Our local Early On programs have referral forms they have given us to use (in Macomb and St. Clair Counties). 
6. Do we use the new Early On form vs. the Early On referral form currently used?  Can we not use our current local system for referrals? 

There will be an email form that you can send to your local Early On Coordinator and to the State simultaneously.  Early On Michigan is asking for your cooperation with this, so that referrals can be tracked more efficiently statewide.     

7. Early On is one of my programs I coordinate.  Do I still need to make this referral by paper or online?
8. A few Northern agencies have Early On Program done by LPH and Early On staff are integrated into MIHP.  Do these agencies still need to use the state MIHP/Early On referral form?

Yes, it needs to be done in order to quantify the number of referrals from all MIHPs to Early On.

9. Once the referral has been submitted to Early On, how soon will the MIHP agency receive documentation that Early On is following the client?

This varies from county to county.  If you need assistance, contact Tiffany Kostelec, MDCH Early On Coordinator, at kostelecT@michigan.gov or 517 335-4663.  

Defining Primary Caregiver

1. What is the definition of Primary Caregiver?  Example:  migrant farmers – parent and grandparents live in home.  Grandparents watch baby 15 hours per day.  Can they be considered a Primary Caregiver?

The primary caregiver is the parent or non-parent who has the greatest responsibility for the daily care and rearing of the infant. In the situation you describe, you would ask the infant’s legal guardian to identify the primary caregiver at the time of the first visit when the Risk Identifier is administered.  If the mom says that the grandmother is the primary caregiver, the Risk Identifier is still done on the mom.

2. It was my understanding that we could not do a visit with a grandmother who is the child care provider, but it seems like we can now?

If the grandmother is the primary caregiver as defined above, you can provide MIHP services to her.   If the grandmother is the infant’s child care provider, she is not the primary caregiver, and you cannot provide MIHP services to her.  

Family Planning

1. On the risk screening score – all clients should have a risk for birth control if we are required to address that domain at each visit.

Although some clients are at greater risk than others for unintended pregnancy, family planning is important for all MIHP clients and should be addressed at every visit.  

2. If client had a tubal, do I have to address birth control each visit?

No, but document that she had a tubal on a progress note and refer to it in the progress note for each visit.

3. If the visit is addressing high-risk depression, suicide or domestic violence, do we still have to ask about birth control?

You do not have to discuss birth control if the client is in crisis, but be sure to note this in her chart.

4. What is the difference between the Plan First waiver and amendment?

A waiver is a temporary dispensation from a requirement issued by the federal Centers for Medicare and Medicaid Services (CMS) which is granted to a State.  An amendment is a permanent modification to the Medicaid State Plan.  The family planning amendment to Michigan’s Medicaid State Plan is currently on hold.

5. Will Plan First start servicing undocumented patients?

The family planning amendment to Michigan’s Medicaid State Plan is currently on hold.

6. Can changes in Plan First please include vasectomies?  I guarantee this would decrease unplanned Medicaid pregnancies.

The family planning amendment to Michigan’s Medicaid State Plan is currently on hold.


POC

1. For larger MIHP programs, we have been trying to come up with a process for updating the POCs in an efficient, timely fashion, yet not have staff stuck in the office as opposed to doing home visits.  Any suggestions?

Please discuss this with your consultant.

2. Is the Part 1 of the care plan going to be updated to indicate if client was referred to text4baby?

Yes.

3. Can you try to make care plans (SA and others) two pages so we can save money on copying?

We will look into this.

4. On the POC – page 1, there is a space for RN and a space for SW to sign.  There are spaces on the POC page 3 too for RN & SW signatures.  Why both on page 1 too?  Are both RN and SW signatures required on page 1?

Medicaid policy requires signatures on both because the POC1 and POC2 are done at different times.  POC1 is done at first appointment and POC2 is not pulled until the Risk Identifier data is entered into the database.  

5. POC Part 1 – RN gives out all info, schedules f/u, etc.  RN signs, stating she does this.  Currently SW must sign as well.  SW should not have to sing her name on a document she did not complete and cannot confirm was done.  POC Part 3 is where they come together to create the POC through collaboration.

Medicaid policy requires POCs to be done by both disciplines.

6. I think you should have the stages of change on the smoking domain and visit note for smoking.  It would be very helpful when addressing this domain.

We will consider developing stages of change guidelines for other domains in the future.

Risk Identifiers

1. You should not be allowed to enter a client’s name into the Risk Screener unless you have actually admitted them (so no one else can see them and client may never even get services!)  Can there be a rule about this?

There already is a rule about this.  Do not enter a client’s name into the database until you have seen the client.  We’re still having a problem with some providers who are entering names in the database as “placeholders” or who are not deleting names that should be deleted.      

2. Can the Risk Screener stay unlocked beyond 120 days so that when we close a maternal chart we can make sure the screener is complete?   Our incompletes are all because of Medicaid ID # issues.

No, the Risk Identifier cannot stay unlocked beyond 120 days.   

3. Over-ride function for R risks at intake and Risk Identifier entry.

You cannot override the Risk Identifier “R-risks” on Maternal and Infant Summaries.

4. Why does the score sheet for the Maternal Risk Identifier not include client’s name/DOB?

We’re unsure about this.  The score sheet does include the ID number.

5. If a beneficiary refuses, some questions that “refused” might not be an option, can the screen be completed and the client receive services?

No.

6. Please clarify the Maternal Risk Identifier – client can refuse to answer one or two questions and we count them as high risk, but if they refuse to answer any of the questions, they can’t participate in program.

This is true.

7. Does the Maternal Risk Identifier component need to be completed together with the Infant Risk Identifier when ISSP is declined?

No, if mom refuses infant services, neither component is completed.

8. Will substance abuse risk areas and levels specifically tier out form the Infant Risk Screener (I hope so!)

No.

9. With the new Infant Risk Identifier in SSO, how will we address MSS cases converting to ISS cases?  Can a provider take the infant case if the mother’s case is with another provider?

This is strongly discouraged.  We encourage mom and baby to stay with the same provider because continuity of care is important.  

10. Is MIHP looking to have the ability to upload the Risk Identifiers into SSO instead of writing it out then typing it in to the SSO (especially for the sites that serve rural areas without internet access)?

No.  There’s a plan to export Risk Identifier data from SSO to individual agency databases, but not the other way around. 

11. Infant Risk Identifier and Discharge Summary will be electronic by end of year – do you mean fiscal year or calendar year?  

The current projection is that they will be electronic in the Spring of 2012.

12. Suggestion to track Medicaid women who refuse MIHP:  change the Risk Screener to allow us to indicate that the client has refused services.

We’re working on being able to capture service refusals in a standardized format.

ASQ

1. Parents are required to do the ASQ and ASQ: SE.  What if they do not do it?

Document this in the chart.

2. How many ASQs do we do?  

It depends on a variety of factors, including the following:  the age of the infant at MIHP entry; how long the infant is in MIHP; the infant’s ASQ score at each administration; whether or not ASQs are being administered by another program serving the infant; and whether or not the infant is referred to Early On for a comprehensive developmental evaluation at some point.  Make sure all of your professional staff are very familiar with the section on Developmental Screening in the MIHP Operations Guide (pgs.  71-75). 

3. If we have other programs on the reservation that are doing the ASQs, do we need to just note that in the chart somewhere and if so, where?  Or do we need to track down a copy of it for the chart?

You need to have a copy of the scoring sheet in the chart.

MHPs

1. MHPs are still NOT transporting to WIC appointments – are they supposed to?!

Transportation to WIC is the responsibility of the MIHP, not the MHP.

2. Can I see a client who is in an MHP that has not returned a Care Agreement?

Yes, you can.  Whether or not you have an agreement with the MHP, be sure to notify them that you are serving one of their members.  Contact your consultant if you need assistance in obtaining the Care Coordination Agreement.

3. How can I get a Care Agreement from an MHP that hasn’t returned it?

Contact your consultant to discuss this.

MIHP Training

1. Why can’t these Coordinator meetings be webcast?  $25 a person and driving to the meeting hurts my fragile budget.

In-person participation in Coordinator meetings is required to ensure that the information is received and that all agencies get the updates.  We get more feedback and questions from face-to-face Coordinator meetings.  

2. Not clear on what part(s) of the motivational interviewing training are required and does a certificate print for that part?  We have been having problems getting certificates unless all the sections are complete.

Part 1 is required.  To print the certificate, go to the top right-hand corner of the MI Training screen and click on “Presentation Resources.”  If you have any problems, contact your consultant.

3. Is MIHP looking at offering leadership training for MIHP managers/coordinators and how to better serve their providers?

Not currently, but we will look at this in the future.

4. Web site for training for staff.

We will use online training as much as possible.

Outreach

1. What if we screened all Medicaid women at their OB – would we see more low-risk women?

We’re not sure, but two studies will begin in 2012 to identify the characteristics of women who refuse MIHP services.   Results will be shared with the field.  

2. To assure all Medicaid clients are screened for MIHP, put an MIHPRN in every WIC clinic in the State.  Map it out and divide and conquer!

We would like to see more collaboration between the two programs and are working with WIC on this right now. 

3. How can MIHP get more involved in community services and/or hospitals?

Go to your regional MIHP meeting and ask other coordinators how they do this.  Many coordinators are highly skilled at community networking.  Outreach is discussed in the Op Guide.  A good place to start is to contact your local  Great Start Collaborative to assure they are aware of your  program.

4. We have never received a MIHP referral from Genesee County DHS or CPS; who would educate them regarding MIHP?

It’s the responsibility of each MIHP provider to conduct outreach in their service area.   

5. Is there any possibility of MIHP providers to receive a monthly listing of all pregnant women who have been approved for Medicaid within the last 30 days?  I know we do not see or screen all pregnant women.

This is not possible.

6. We’d like to see the numbers of people (%) who have been captured by RI for MIHP.  I’d like CMDHD if possible – Arenac, Clare, Gladwin, Isabella, Osceola, Roscommon.  Sandy & Wendy.

We will be able to provide this information when we get the MIHP analyst on board.  You can get Medicaid births by county through MDCH Vital Statistics.  

Visits with Infant in NICU

1. Will all risk NICU infants, whether on MA or not, be eligible for MIHP?
2. Do you see MIHP doing home visit follow up for NICU infants for both Medicaid and non-Medicaid infants?
3. NICU program – they are 60 miles away or more – who will be doing those visits?

We are in the process of developing NICU follow-up home visiting policies and protocols and will answer these questions in the future.

Other

4. Can MIHP provide services to a mom who took a home pregnancy test without her pregnancy being confirmed by a doctor?

Yes, but help her access a doctor ASAP for confirmation.

5. Will the Educational Packets be available to agencies?  Printing can become quite expensive!
No.

6. Please address or guide us – how many cases should a provider have on their caseload (caseload size)?

Agency and staff caseload expectations are being discussed based on your feedback at the September 2011 regional coordinator meetings.

7. I would love to know other sites using electronic medical records and how they are using them.

Go to your regional MIHP meeting and ask other coordinators about this or ask them at the March 2012 regional coordinator meeting.

8. Why isn’t there an intervention of POC2 for moderate stress/depression “encourages and supports client in mental health treatment?”

Moderate is more focused on mental health “concerns” versus “diagnosis” and as such  focuses more on getting the beneficiary into mental health care.   

9. Occasionally we have pregnant women with inactive/active Medicaid from month to month.  How can this be if determined eligible at 1st visit and they are pregnant?  We need to still provide services (R/T risk) but don’t get paid.

Check for eligibility before every visit. 

10. Please reference MIHP Operations Guide (12-22-10), pg 84, #12.  Having them decline the Risk Identifier is not consistent with this statement.  Also, allowing them to decline services means no further action is taken?  What happened to doing the POC1 and then contacting them later to see if she wants MIHP?

If a woman agrees to do the Risk Identifier and doesn’t want services, follow up before the baby is born to see if she would like services at that time.  If she does not agree to do the Risk Identifier, do not provide any other services. 

11. MDCH is tightening coordinator standards (degree/experience).  How about tightening standards for new programs (such as demonstrated experience providing programs)?

We are in the process of evaluating requirements for becoming an MIHP provider.

12. Why can’t LPNs participate in the program?  The skill level necessary for the program doesn’t seem to dictate that an RN with one or two years experience must complete the visits.  Can the reason for the requirement be explained in detail?

It is not within the scope of LPN practice to function as an MIHP nurse.  Medicaid requires that MIHP nurses be RNs. 

13. What are the reasons for unannounced visits?  Who is complaining?  
Typically, unannounced visits take place for one (or more) of the following reasons:

· A whistleblower reports possible fraud/abuse.
· Another entity lodges a complaint of a serious nature, including unethical behavior.
· A client lodges a complaint of a serious nature about the quality of services received.
· There are unusual or questionable findings in a certification review.
· Questionable financial activity is identified through a MDCH in-house billing audit, which is separate from certification review.  
· Other concerns are identified by an MDCH employee and the MDCH MIHP Program Manager determines that they are of a serious nature. 
 
14. Who/what are the outside agencies that are evidence-based home visiting programs?
The Affordable Care Act of 2010 (Health Care Reform) authorized the Maternal, Infant and Early Childhood Home Visiting Program (MIECHVP) in order to promote the implementation of evidence-based home visiting models across the US.  Using MIECHVP funds, the Department of Health and Human Services launched Home Visiting Evidence of Effectiveness (HomVEE) to conduct a thorough and transparent review of the home visiting research literature and provide an assessment of the evidence of effectiveness for home visiting program models that target families with pregnant women and children from birth to age 5. To carry out the HomVEE review, Mathematica Policy Research conducted a thorough search of the research literature on home visiting, issued a call for studies to identify additional research, reviewed the literature, assessed the quality of research studies, and evaluated the strength of evidence for specific home visiting program models.
Mathematica has reviewed hundreds of models and has identified 9 models to date that meet the criteria for effectiveness.  They are as follows:
· Nurse-Family Partnership (NFP)
· Health Families America (HFA)
· Early Head Start – Home Based Option (EHS)
· Parents As Teachers (PAT)
· Home Instruction for Parents of Preschool Youngsters (HIPPY)
· Healthy Steps
· Family Check-Up
· Early Intervention Program for Adolescent Mothers (EIP)	
· Child FIRST

You can learn more about these models at Home Visiting Evidence of Effectiveness (HomVEE). Michigan has been awarded MIECHVP funds to implement NFP, HFA, EHS, and PAT and to help build state and local home visiting systems.  To find out more about Michigan’s MIECHVP, go to the MIHP website at www.michigan.gov/mihp, scroll down to Community Resources, and then to Affordable Care Act: Maternal, Infant and Early Childhood Home Visiting Program: Updates Regarding Michigan's Application.  The MIECHVP emphasis on investing in evidence-based models has caught the attention of many policy-makers, including the Michigan Legislature. 

15. How will the October 1, 2011 Medicaid and DHS cuts affect the program?

MIHP will not be affected.  

27

