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EXECUTIVE SUMMARY
This report on the October 1, 2003 through September 30, 2004, fiscal year (FY04) is provided by the Michigan Department of Community Mental Health (the department).  Michigan’s Application for FY04 funds was submitted on September 1, 2003; no modifications were requested.  Community Mental Health Block Grant funds from the Substance Abuse and Mental Health Services Administration, Center for Mental Health Services were used to develop and improve, in innovative ways, Michigan’s community-based system of care.  The amount of the block grant award, after a reduction, was $13,163,041.  

In Michigan, public funds for mental health, substance abuse, and developmental disability services are contracted by the department with 46 regional Community Mental Health Service Programs (CMHSPs).  Medicaid funds, which are paid on a per-enrollee capitated basis, are contracted with CMHSPs, or affliations of CMHSPs, as Prepaid Inpatient Health Plans (PIHPs).  Each region is required to have an extensive array of services which allows for maximizing choice and control on the part of individuals in need of service.  Individual plans of service are developed using a person-centered process for adults and a family-centered process for children.  The department is promoting values of recovery and self-determination, which are enhanced by opportunities afforded by this block grant.

The Community Mental Health Block Grant funds were used to support and improve services for adults with serious mental illness and for children with serious emotional disturbance.  Approximately two-thirds of the funds were used for adults and one-third for children.

A portion of the block grant funds for adults is used to fund ongoing services.  Approximatley $3 million is made available on a competitive basis to CMHSPs which submit successful proposals in response to a Request for Proposals written by the department.  For FY04, proposals were funded in the areas of  Rural Services; Anti-Stigma; Crisis Planning; Recovery; Peer Support Specialists; Person-Centered Planning; Self-Determination; Jail Diversion; Co-occurring Mental Health and Substance Disorders; Consumer-Run, Delivered, or Directed Services; Supports and Services for Older Adults; Clubhouse Programs; Vocational/ Employment; Homeless; and Other Special Populations.  These projects were funded with block grant funds on a one-time basis for a period of either one or two years.  Projects were monitored by program specialists through quarterly and final report review, and site visits as indicated.  

Community Mental Health Block Grant funding for children's services supports the development of a comprehensive system of care to address the needs of children with serious emotional disturbance and their families.  The system of care continues to support children and families to receive collaborative, family-centered, community-based services that help to keep families intact.

MAINTENANCE OF EFFORT (MOE)

The following is submitted as required by Section 1915(b)(1) of the PHS Act (42 U.S.C. 300x-4)

State Expenditures for Mental Health Services
	Actual

FY 2002
	Actual

FY 2003
	Actual/Estimated

FY 2004

	$502,661,951
	$527,379,896
	$520,235,843


SET ASIDE FOR CHILDREN’S MENTAL HEALTH SERVICES
The following is submitted as required by Section 1913(a) of the PHS Act (42 U.S.C. 300x-3)

State Expenditures for Mental Health Services
	Calculated

FY 1994
	Actual

FY 2001
	Actual

FY 2002
	Actual/Estimated

FY 2003

	$3,509,106
	$4,492,233
	$4,587,669
	$4,478,125


ADULT PROGRAM AREA UPDATES
Assertive Community Treatment
Michigan has approximately 100 functioning Assertive Community Treatment (ACT) teams and approximately 6,500 consumers experiencing serious mental illness received treatment through this modality during the past fiscal year. 

In 1979, Michigan was one of the first states to embrace the ACT model and significant block grant resources were applied to program development and technical assistance.  Technical assistance, block grant project funding, and ACT training has remained available to CMHSPs and to individual teams.  

Staff training remains a priority and training for ACT continues for teams, at no cost to team members or the CMHSP through a block grant awarded to the Assertive Community Treatment Association.  Offerings in FY04 included ACT 101: The Fundamentals of Providing ACT Services, ACT Team Development, Safety Awareness, The Role of the Nurse on the ACT Team, Practical Skills for Addressing Clinical/Medical/Aging Issues, Consumers as Providers on ACT Teams, ACT Services for Paroled Offenders with Serious Mental Illness, Conflict Resolution for ACT Teams and Team Members “Chapter Three” Guidelines for the provision of ACT services in Michigan, Program Fidelity in ACT: Using DACTS as a Measure and the Brown Bag Forums. For the first time in FY04, training was held in both the Upper and Lower Peninsula.   379 team members in the Lower Peninsula and 83 team members in the Upper Peninsula attended the above training sessions.  Evaluation forms and feedback indicated that the training sessions were meaningful and applicable to the team member’s work.

Fidelity to the Michigan ACT model and general program drift remain a concern for some teams as the state explores evidence-based practices.  A three-year grant from the Flinn Family Foundation permitted statewide exploration of ACT practices.  Currently a final report from that project is nearing final draft form and in review.  A resultant toolkit, called the “Field Guide,” is in nearly final draft format and also in review.  The Field Guide, a team self-assessment tool, can be used with or without the new SAMSHA ACT Toolkit; it is designed in modules and can be used by teams and agencies.  Departmental discussion is taking place on how best to integrate the Field Guide into the continuous quality improvement process at the CMHSP level.  

The focus on ACT in Michigan has intensified with the introduction and discussion of other evidenced-based practice models, Medicaid Chapter III revisions requiring ACT specific training, and the Quality Management Site Review Team’s emphasis on adherence to the model.

ACT projects funded through the FY04 block grant included ACT Service Expansion to Older Adults “At Risk” Geriatric Training, ACT Peer Support Advocates, and Healthy Activities for ACT Consumers.  Quarterly reports indicate projects funded have achieved their goals and have detailed plans to maintain the initiatives.  In August 2004, when the Federal Community Mental Health site review occurred, the Healthy Activities project was visited, and consumers and peers were interviewed with positive reviewer remarks. 

Case Management

MDCH continues to fund case management assistants and, beginning in FY05, the positions are now referred to as peer support specialists to meet the national language and to clarify the person serving in this capacity is a primary consumer.  

Peer Support Specialists are now a covered Medicaid service as a b(3) alternative in lieu of state plan services.  Several CMHSPs have received funding to support this innovation while others have developed positions without block grant funding.  

MDCH has had ongoing conversations with the state of Georgia.  Georgia has developed modules and a toolkit to support peer supports.  At the seventh annual person-centered planning conference, two consumers from Georgia came and presented a 5-hour long seminar and several workshops on supporting peer specialists in their positions.  MDCH has committed to working with individuals such as Larry Fricke to provide statewide training and support to individuals who choose to work in these positions.  We will work closely with Northern Lakes CMH in providing statewide training to individuals/agencies that have received block grant funding in this area.  Our goal is to have a group of peer support specialists who meet on an ongoing basis to share information and support each other in providing services to other consumers. 

Clubhouse Model/Psychosocial Rehabilitation
Michigan continues to support clubhouse programs throughout the state.  Funding continues to be provided to support members in areas such as improving employment outcomes, assisting with housing supports, and the International Center for Clubhouse Development (ICCD) training.   MDCH contracts with the Michigan Association of Clubhouses (MAC) to offer training across the state on a variety of topics including fidelity to the model, employment, self-assessment, developing consumer advocacy and other related topics.  This year a videotape was produced promoting clubhouse programs to assist clubhouses across the state in public relations and anti-stigma efforts.  A copy of the tape was provided to each clubhouse in the state.  MDCH supports members and staff to attend as a training team at national locations certified by the ICCD.  

A two-day Annual Clubhouse Conference was held in June and over 230 people participated.  The topics for workshops covered an array of clubhouse development including the development of Michigan Clubhouses, the ICCD and the international clubhouse movement, how to develop supported education in the clubhouse, successful models of supported and shared housing, how to develop a supportive relationship with your auspice agency, how to have a successful social recreational program, and developing and maintaining transitional employment.

In our contract with the MAC this year, MDCH was able to offer various training opportunities: The Employment Specialist Training (EST), Schizophrenic Anonymous (SA) group leader training, trainings on development and enhancement of consumer advisory committee, and developing speakers’ bureau.  In addition, a compact disk and a companion workbook were provided for each clubhouse to help members in their recovery.  A consumer in Michigan developed the material and the title of the CD is “Views from the Trail.”

Consumer Run, Delivered, or Directed Initiatives
FY04 continued to focus on utilizing block grant funds to support the development and maintenance of consumer run and operated drop-in centers throughout Michigan.  Forty consumer initiatives were supported in FY04 with block grant resources, for the purchase of furnishings, computers, computer software, minor facility repairs and equipment.  Peer case management programs, training, and transportation efforts were also supported.  The assistance from block grant resources has been very instrumental in allowing consumer to take ownership of their programs and has given consumers an opportunity to operate peer service delivery in their communities where professional intervention is sometimes not embraced.  Consumers have indicated that the upgrading and maintenance of their facilities is a crucial component of a peer recovery strategy and promotes anti-stigma.

The department continues to partner with the Justice In Mental health organization (J.I.M.H.O.), a contract consultant consumer agency.   J.I.M.H.O. staff travel across the state to provide the necessary peer consumer technical assistance to CMHSPs, consumer groups, and community agencies.  J.I.M.H.O. provides assistance to drop-in center staff in the preparation of block grant applications, including budget development and service delivery plans along with developing purchase orders for needed equipment and supplies.  Their assistance has proven to be invaluable to the consumer movement as they serve as the premier consumer driven consultants within our state.  

J.I.M.H.O. has facilitated the concept of regional drop-in center meetings in the state and has assisted four regions in convening meetings and strengthening their abilities to network and investigate resources available to them when J.I. M.H.O. staff is not readily available.  These regional drop-in affiliations have progressed to the point that they are preparing to convene their own meetings in FY05 with minimal intervention from the J.I.M.H.O. consultants.  J.I.M.H.O continues to be available for consultation around crisis resolution, staff and board training and leadership development.  In addition, there are quarterly drop-in director meetings held in Lansing for drop-in directors to exchange resources, strategies, and generally provide support for each other.

The New Hope In Mental Health, a drop-in center consumer support and advocacy group has reorganized with new officers and a renewed purpose to support the direction, issues, and needs of drop-ins and other consumer service delivery groups.  With a new and hopefully revitalized attitude, New Hope intends to apply for block grant funding to further their advocacy and support of consumer service delivery needs within the state.  

Block grant resources also continued to support consumer attendance at local, regional, and national conferences where they can meet other consumers with similar needs and exchange resources which can be helpful in the support of consumers, their families, and the mental health system as it provides the multitude of services for consumers in the community.  Consumers attended conferences for IAPSRS, clubhouse training, NAMI, and the annual peer planned and implemented consumer conference.  

Office of Consumer Relations
The Office of Consumer Relations is entering its ninth year of operation.  Utilizing the expertise and experience of a mental health consumer as its director, the office continues to support and promote consumer input into DCH policy, rules, and best practices at every level of the mental health organizational system.  

The office identifies and offers training to consumers who show an interest and desire to become leaders and participate at the local level of mental health service delivery.  The director of the Office of Consumer Relations meets with primary consumers around the state regularly to discuss their needs and develop strategies, which allows consumers to incorporate themselves into the organizational structure of their local CMHSP board of directors and other planning and programmatic opportunities.  

The office works very closely with the department’s Quality Management and Research section on their annual site reviews to each CMHSP.  The site review teams, which include a primary consumer, are very instrumental in assisting local CMHSPs in maintaining or reaching compliance with the DCH/CMHSP master contract using the Mental Health Code, Medicaid rules, PCP planning guidelines and consumerism guidelines protocols.  Through consumer interviews the site review teams gain insight into customer satisfaction, strategies for better PCP planning, health and safety issues and consumer service delivery.  

By maintaining contact with local consumers, their families and stakeholders focus groups, the offices can better assist consumers in accessing CMHSP services.  Strengthening the communication between community agencies, CMHSPs, local consumer advocates and support groups is a big part of what this office accomplishes.

Annual Consumer Conference

The Office of Consumer Relations hosted the annual primary consumer conference on 

August 26, 2004, with approximately 425 mental health consumers in attendance.  The conference was titled “Who We Are: The Language of Experience” and explored the themes of experiencing the world outside of our illness, connecting with peers, and realizing that our thoughts, feelings, and reactions can be normal, not just symptoms.  Workshops, planned by and for consumers, included Social Security, Medication Education, Person-Centered Planning, WRAP, Recovery, Recipient Rights, Schizophrenia Anonymous, and Peer Support.

The keynote speaker was Shery Mead, M.S.W.  Ms. Mead has been involved in developing and researching peer-delivered services.  She uses this experience and her personal mental health experiences to explore alternative approaches to crisis.  Judy Orta, Housing Director of the Justice in Mental Health Organization, presented on Life Skills in Recovery at the Opening Forum.  She explored how to build new life strategies needed to maintain balance of mind, body, and behavior to assist in maintaining wellness.  Each year the conference highlights and supports primary consumers in their quest for stronger leadership, self-esteem, recovery, empowerment, advocacy, reduced stigma, and productivity through employment.

Anti-Stigma

Anti-stigma continues to be a focus of the Office of Consumer Relations.  Ten Anti-Stigma projects were awarded block grant funding in FY04.  Three different regions in southeast Michigan received second year funding for anti-stigma activities targeted at the Arab-American and Chaldean population.  Education was provided to the public on mental illness and its impact on consumers.  The programs also provided support services to consumers and their families.  Other anti-stigma projects emphasized media campaigns, community education, education through the arts, including theater, speaker’s bureau, consumer group and individual orientations, and consumer success story publications.  One project was for a supported education program for college students with serious mental illness.  This project worked with educational professionals, consumers, and the community to assist consumers’ access and maintain success in their education.

Crisis Planning

Crisis planning, which now must be offered as part of Michigan’s person-centered planning process, is an area of concentration of the Office of Consumer Relations.  Putting written plans in place in advance of when they may be needed is beneficial to the consumer, family members, and mental health staff.  Mary Ellen Copeland presented her Wellness Recovery Action Plan (WRAP), which is a crisis planning process, at the FY03 Consumer Conference.  Shery Mead, the FY04 Consumer Conference keynote speaker, has worked with Ms. Copeland and emphasized crisis planning.  In FY04, three block grant awards were made to CMHSPs for crisis planning initiatives to assist consumers to include crisis planning in their individual plan of services.  Staff participated in WRAP training, which is designed to train them both in the process and in training others.

Recovery

Recovery is an overarching principle of the mental health system of care in Michigan.  The belief that consumers can get better is firmly held by the department, CMHSP staff, and direct providers of mental health services and supports.  The department is in the process of developing a Recovery Guideline to be incorporated into contracts with CMHSPs.  Four CMHSPs received block grant funding for Recovery initiatives in FY04.  One project fostered recovery in conductive environments of drop-in centers and clubhouses.  Another developed a consumer-run Center for Recovery Awareness.  Other projects focused on preventing relapse and aiding in the recovery from episodes of psychiatric crisis, and training staff on recovery. 

Housing
Housing and Homelessness Programs/Partnerships:  

Supportive Housing Program  (SHP) Partnership:  This program is in its 7th year of existence and has facilitated nearly 700 units of housing with another 200+ already in the pipeline.  Community coalitions exist in Allegan, Kent, Genesee, Washtenaw, Livingston, Traverse City-Benzie, Wayne and Kalamazoo counties.  Additional efforts have been initiated in Detroit, Ottawa County, and Sault Ste. Marie as the result of training and technical assistance through the partnership.  

Long-Term Care Housing Workgroup:  Identified goals and work plan of this group is being carried out through the Division of Community Living.  The Centers for Medicare and Medicaid Services Nursing Home Transition Grant is a significant component of this plan.
Homeless Programs:  These programs consist largely of the PATH, Shelter Plus Care, and SHP grant programs in addition to a program of training and technical assistance made available to sub-grantees as well as other requesting parties (e.g., HUD-sponsored trainings; HUD-requested special assistance; CMH requests; MSHDA and CSH requests, etc.).  In addition DCH participates on the Michigan Interagency Committee on Homelessness (MICH).

-
PATH B:  This is a formula grant through SAMHSA intended to link persons with mental illness and at risk of homelessness with community-based resources and supports (including assistance with applications for income supports) to avoid becoming homeless.  It is delivered through the CMHSPs.  One-time financial assistance may also be available to recipients at risk of homelessness to mitigate the identified risk.

-
Shelter Plus Care B: This is an 11.7 million dollar program of Section 8-type housing options for homeless persons with disabilities.  The targeted disabilities include mental illness, substance abuse, HIV-Aids and/or developmental disability.  The initial HUD award came in 1992 and was the fourth largest in the nation with this newly established program.  Michigan continuously renews this grant and is viewed by HUD as one of the best practice examples for this kind of program.  HUD funding is provided for the housing subsidy.  The match requirement is the documentation of equivalent dollar value in supportive services to the participant population.

-
SHP Grant B: This program is funded by 1.3 million of the HUD funds made available to the state’s Continuum of Care (COC) Planning body. It involves a Shelter Plus Care type program of housing subsidies made available to community-based organizations (CBOs) struggling to respond to individuals/families in need but lacking organized community programs to do so.  DCH is the grantee and sub-grantees were determined via a request for proposal process available to any locality covered by MSHDA’s COC Plan. This grant is renewed every other year as long as affordable rental properties can be obtained.

Home Ownership:  DCH co-chairs a home ownership coalition for Persons With Disabilities.  The goal is to enable PWD or families with a member(s) with disabilities (and typically low or very low income) to qualify for a mortgage and ultimately purchase a permanent home of their own.  Mortgage products pursued are those through community lenders willing to absorb the higher than ordinary risk, MSHDA loans, RDA loans, and the Fannie Mae Home Choice program, which Michigan helped to pilot.  Coalition members/partners are CBOs assisting potential borrowers, lenders, MSHDA, Rural Development, Fannie Mae, PWD, advocates and DCH supportive housing staff.  Down payment assistance (DPA) is available through MSHDA (up to 5K for qualifying borrowers for DPA and closing costs).  Approximately 90 families have achieved homeownership over the last nine years with total home values approximately $4 million. 

HOPWA:   DCH is the grantee for the state funds for Housing Assistance for Persons with Aids.  This program is administered through the Aids Care Consortia affiliated with the local public health systems of service.  The FY03 award was $884,000; of which $330,000 has been used to fund two year certificates, which can offset the housing related costs incurred by a person living with HIV/Aids.  A total of 896 persons received housing assistance through the HOPWA program.

Michigan Team:  The Michigan Team was formed approximately eight years ago.  It grew out of the need to form a state delegation to participate in an invitation-only forum on how to address housing needs for persons with SMI and SA.  Representatives from MSHDA’s executive and special needs housing sections participated along with representatives from MDCH, a representative from SA, consumer relations, and the private sector.  The Michigan Team resolved to pursue ideas generated from this forum, met on a periodic basis, and quickly saw the link to goals and activities in other arenas.  The Michigan Team now is an interagency group, with representatives from several program areas of MSHDA (homeless, community development, tax credits, special needs, executive office, etc.), FIA, DCH, Corporation for Supportive Housing (CSH), and as needed, other areas of the public service systems.  Aside from CSH, the private sector gets included using a focused consultation model.  Several accomplishments have resulted from this effort:

-
Low Income Housing Tax Credit Program:  Special Needs Points.  The Tax Credit program has been amended to offer bonus points for development proposals, which commit to house persons with special needs conditions within their projects.  This initiative seeks to facilitate integrated housing options for the special needs populations and foster collaborative arrangements with housing developers and human services systems and providers.  Approximately 200 units of supportive housing are created each year.

-
Section 8 Program expansions and modifications.  Several hundred Section 8 certificates/vouchers have been obtained in Michigan through targeted advocacy with housing agencies eligible to request them.  Additionally, MSHDA has both requested additional subsidies benefiting the special needs population, and had amended its Administration Plan for its existing portfolio to include such provisions as “preferences,” project-based designations, and reservations for organizations/developments benefiting the special needs populations.

-
CSH/DCH/MSHDA Supportive Housing Program expansion/problems resolution.  This previously discussed program is managed and discussed as a Michigan Team project.

-
Plans for the education, training technical assistance and skills building of the essential stakeholders for the programs are planned here.  Targeted audiences include CMH, housing developers, housing agencies, case managers/care coordinators, FIA workers, non-profit organizations, other service providers, lenders/funders, property managers, community consortia, the annual Affordable Housing Conference, etc.

· Other issues include additional strategies to close the gap between the supply of affordable/accessible housing and the housing needy funding efficiencies and the prudent use of the available funds for housing.  This includes the DCH review and technical assistance provided for HUD Section 811 and 202 proposals for funding received in the Grand Rapids and Detroit offices.

-
MSHDA has established a goal of closing the housing gap for individuals most in need. This includes all persons who are constituents of DCH.  The Michigan Team advises MSHDA on issue areas; needs analyses; problems needing resolution, etc., in pursuit of this goal.  One noteworthy example can be found in MSHDA’s Retrofit Program, whereby MSHDA made funds available to owners of MSHDA-financed housing to improve the barrier-free and physical accessibility accommodations available.  Efforts are intended to result in an increase in the number of such units available.

Other:  Inspections, costs estimations and advising the Children’s Waiver Program, homeownership efforts and assisting housing-troubled citizens, thereby mitigating the risk of their becoming users of or increasing the utilization of/dependence on the systems of care as the result of housing-related crises are among the other activities of the program.  This includes management of the Revolving Consumer Loan Fund (which has loaned over $250,000 to 160 persons since 1994) and assuring that housing issues cited by the Dignified Lifestyles Program receive follow-up attention. Additionally, DCH staff provides assistance to approximately 500 families per year to access community resources through our Community Living and Long Term Care Planning Division.

Other Housing Resources

Michigan receives annual housing allocations under several federal Housing and Urban Development (HUD) programs, mainly to serve families in communities that do not receive their own allocations under these same programs.  The Michigan Consolidated Plan describes the plan for these funds and is available through the Michigan State Housing Development Authority (MSHDA).  MDCH consults with MSHDA in this planning process to assure that persons with disabilities are involved in the planning process.
Michigan was allocated $44,600,000 in Community Development Block Grant (CDBG) funding in 2004.  Out of this grant, $10,305,500 is allocated to housing, administered by MSHDA.  This money is reallocated to cities and counties that do not receive their own CDBG allocations through a competitive grant process. Communities are providing a wide variety of housing programs that serve children and families through this source of funds.  CDBG funds of $32,916,500 are reserved for economic development and infrastructure improvements that benefit low and moderate income people.

Michigan also was allocated $26,169,152 in HOME funds in 2004, again administered by MSHDA. This money is reallocated to developers of safe, affordable housing, for families who wish to rent or become homeowners. Through a partnership between MDCH and the Corporation for Supportive Housing some of this allocation is designated for Supportive Housing Demonstration projects mentioned above.  Through this program, an emphasis is put on developing, safe affordable housing for families with extremely low incomes.

Michigan also received $2,613,000 in Emergency Shelter Grant funding in 2004, again administered by MSHDA. This allocation provides resources for existing shelters, transitional housing, permanent housing and essential services to homeless individuals and families. Local community groups collaborate to identify and rank need.

Jail Diversion
Eleven jail diversion block grant programs were funded in FY04.  As a block grant and DCH priority service delivery intervention, jail diversion has become a focal point for mental health and substance abuse issues within the criminal justice system.  Refinement of pre- and post- booking jail diversion services continue to be developed as mandated by the Mental Health Code, which says that each CMHSP must have a jail diversion program in place.  Block grant funds were used to strengthen existing jail diversion efforts in many CMHSPs, to assist in the training of law enforcement, judicial and substance abuse staff around jail diversion issues, and to develop and implement strategies to address the unique problems associated with individuals who have a mental illness and come in contact with the criminal justice system for misdemeanor and nonviolent felony crimes.

The eleven block grant funded programs were invited as part of their contract agreement to attend an end of the year daylong workshop to discuss their jail diversion programs, highlighting any aspect of its development and implementation and to answer questions.  The workshop was well received by the program staff and the exchange of information and resources was helpful.  Participants expressed a desire to have additional opportunities to convene and share their experiences.  Many of those in attendance provided handout material describing their programs and other training documents utilized by law enforcement.  Efforts continue to revolve around establishing better working relationships with representative staff of local enforcement agencies, the courts, and substance abuse coordinating agencies.  Data collection issues continue to be discussed and efforts to refine the data needed to identify and count jail diversion participants is an ongoing priority.  Technical assistance from DCH and the national GAINS center is being utilized and it is anticipated that in FY05 there will be additional opportunities for all CMHSPs who operate jail diversion programs to take advantage of training and technical assistance. 

Person-Centered Planning
MDCH continues to offer funding for innovative ideas in the area of person-centered planning.  Since the State Mental Health Code mandate in 1996, positive outcomes have occurred in the area of providing independent facilitation in developing the Individual Plan of Service.  Many CMHSPs have developed a catalog of individuals who have received training and understand how to facilitate a planning meeting.  Several projects have concentrated on supporting persons with serious and persistent mental illness as facilitators of the process.  In addition to planned facilitation, person-centered outcomes such as developing and building natural supports, enhancing community inclusion, strengthening the person-centered process and educating beneficiaries regarding rights and responsibilities have occurred.  Several CMHSPs have been instrumental in sharing best practices with their affiliates.  

In the majority of the projects, persons with serious and persistent mental illness assumed leadership roles.  Several of the projects employed persons with mental illness to work with other individuals receiving mental health services in a peer relationship with the purpose of building natural supports and making friendships in their chosen community.  These opportunities further strengthened the role of recovery with consumers taking a direct lead in developing and supporting person-centered processes.

Several counties continue to use the manual “Planning for Yourself” that was completed in conjunction with national expert Michael Smull.  Consumers have continued to help peers in specifying what they want and need in developing their plan of service.  

The Seventh Annual Person-Centered Planning Conference was held on September 20 and 21, 2004 in Lansing.  Several CMHSPs who have received federal block grant funds in this area presented in partnership with primary consumers.

Rural Initiatives

Michigan has 72 counties with a rural designation.  In the remaining 11 urban counties, it is not uncommon for the areas outside of the city to be undeveloped and rural in nature.  Access to service and service provision is at times uneven.  Challenges, frequently distance, are being met in a variety of ways.  The CMHSP Medicaid and General Fund contracts specify that direct services must be available to consumers either within a 60-mile radius or within 60 minutes.  Public transportation is sometimes nonexistent, difficult to obtain, or the ride too long.  Agencies coordinate transportation services with other state agencies, such as the Family Independence Agency, for mental health consumers.  There has been some development of peer driven and operated services.  In rural areas, people often know one another and through informal networks neighbors, friends, or family can provide access.  

Many innovative methods are used to facilitate service delivery in more isolated areas.  For example, teleconferencing technology is used to link staff from the Northern Upper Peninsula in Marquette with the members of the Dementia Coalition, which meets in Howell (Central lower Michigan) together for regular meetings and updates.  CMHSP staff in on the Northern Canadian border in Sault St. Marie link with supervisors and other staff of Hiawatha Behavioral Health with videoconferencing for weekly meetings.  Conferences are regularly videoconferenced.  

Consumers in crisis call one number all across the 15 county areas of the Upper Peninsula.  The call is triaged and/or the consumer can request to talk with a worker in his/her own county.  Consumers also talk to their doctors by video and phone.  

Forty-seven clubhouses are available throughout the state and over fifty drop-in centers provide support to consumers.  With agency outreach, models such as Gatekeeper programs, targeted primarily to older adults, and the 100 ACT teams, services are brought to the individual in vivo.  Close working relationships within the rural areas form informal affiliations that connect services, (e.g., judges, courts, mental health and substance abuse services) and, as a result, services are delivered without the state preferred formal interagency agreements.

Many block grant projects funded under other service areas originate and are implemented in rural areas.  Some of the projects and services are expressed in greater detail in other areas of this report.

Self-Determination
MDCH awarded one first year and supported a second year project for two PIHPs to provide opportunities in moving self-determined arrangements forward for persons with mental illness.  In the second year project, the PIHP continued to unbundle services to lead to greater choice among individual providers.  Contract rates and adjustments occurred and one individual who was receiving ACT services was able to choose a different provider for DBT Therapy.  This resulted in a higher satisfaction of treatment by the consumer who chose this option.  Other consumer-selected case managers who were out of the network of services and were able to exercise this choice due to the ability to unbundle services and have a set figure on each service area in developing an individual budget.  The PIHP who received year one funding, hired national expert Ric Crowley to provide comprehensive training and technical assistance in moving self-determined arrangements forward for persons with mental illness.  Consumers and the staff that support them attend monthly training sessions where plans and budgets are developed and updated to support self-determined arrangements.  

The seventh annual self-determination conference occurred in Lansing on June 14 and 15, 2004.  Over 400 individuals attended and both PIHPs that have received block grant funding participated in the conference and provided information in a workshop session.  On October 1, 2004, PIHPs are required to follow the Michigan Self-Determination Policy and Practice Guideline.  The policy states that any adult with a developmental disability or mental illness can request a self-determined arrangement from the CMHSP/PIHP.  Each PIHP submitted an action plan in providing arrangements for individuals who choose this option.  

The state continues to experience the lack of professionals supporting and providing knowledge to the people they serve about the opportunity to engage in self-determined arrangements.  We believe the barrier is associated with stigma and the lack of individuals understanding the values and principles of recovery.  

MDCH has received an Independence Plus Grant through the Center for Medicare and Medicaid Services.  One aspect of this grant is to provide specific technical assistance for persons with mental illness and the staff who work in this area.  The Independence Plus initiative will strengthen the outcomes from projects funded under the mental health block grant.   

Services for Older Adults
Multiple studies, reports and anecdotal information indicate that mental health services for older adults are underused.  The reasons include stigma, denial of problems, lack of sufficient funding and staff trained to provide geriatric services, and a lack of coordination and collaboration among mental health, aging network, and primary care service providers.  The individual projects funded, some of which are highlighted below, offer exciting examples of the creativity and commitment service providers have used to improve the system serving older adults.

Improved identification of older adults in all settings who exhibit symptoms of mental illness is a priority.  A continuing focus on prevention and suicide is exemplified with multiple funding in the past and present of Gatekeeper Programs.  Based upon the model from Spokane, Washington, community people versed in the identification of at-risk elders report their concerns, and first contact is not the result of an outreach worker’s effort. One project in a rural county recognizes the stigma that remains, that fierce independence and “pull yourself up by the boot straps” mentality is strong and that public recognition of trouble signs in elders has increased.  Data is analyzed quarterly and significant progress has been made in outreach and education (e.g., one mailing went to 16,000 of the county’s 27,000 residents).

Another project example, SEARCH: Serving Elders at Risk in the Community and at Home provided outreach efforts to find older adults in need of services, strengthen linkages with primary care physicians, and focused on renewing the attention on empowering seniors to fully participate in healthcare decisions.  The project met with multiple community referral sources and educated them throughout the year.  As a result of the community outreach, the project provided counseling services, case management, and processed Gatekeeper referrals from the cooperating agencies.  The focus with primary care providers proved to be more elusive than the other goals.  Quarter 2 had 12 individual referrals in the rural county.  Other outreach, fliers, meetings, and physician office contacts continued throughout the grant.

Residential staff and case managers have been trained in unique issues of older adults in one Community Mental Health Agency.  In another, ACT staff obtained geriatric training and materials, trained the team and provided cross training at the agency on older adult issues.  Another has completed a tool that assists workers in nursing homes and assists in the Person-Centered Planning Process.  That particular tool will be presented next May at the Mental Health and Aging Conference where attendees will be instructed on its use.  Cognitive Impairment Training to Address Difficult Behaviors taught over 40 providers in a four county area a method for on the spot assessments and a new perspective on dealing with difficult behaviors in a person-centered caring way.

Information learned from block grant projects was shared with other providers in two regional (one in the Upper Peninsula, one in the Lower Peninsula) information exchanges.  Grantees had the opportunity to talk about projects, the strengths, opportunities, and lessons.  

Michigan continues the tradition of focusing on older adults and block grant funding provides avenues to enhance efforts.

Services for Persons with Co-occurring Disorders
The Department awarded projects addressing the co-occurring mental health and substance disorder issues for the severely and persistently mentally ill.  The department started state level initiatives in integrating mental health and substance disorder treatments.  The State of Michigan is participating in the National Policy Academy for Co-occurring Disorders.  The department has a policy academy comprised of substance abuse coordinating agencies (CAs), PIHPs, and consumers to develop policies, treatments and outcomes, workforce development and to look at administrative and legal issues regarding integrated co-occurring disorders.  The primary role of the department is to provide resources and technical assistance and the CMHSP/PIHP focus is on services and treatment that use Dr. Ken Minkoff’s model of a comprehensive, continuous, integrated system of care (CCISC).

Projects have been funded which direct their efforts in staff training in the integrated treatment model and also for those who directed their efforts on planning activities of the CCISC model. A total of 14 projects were funded to improve supports and services for those consumers who were diagnosed with co-occurring mental health and substance disorders.  Eleven projects were funded for one year and three projects were funded for two years.  Funded projects reported less recidivism, increased training opportunities including training on motivational interviewing techniques, decreased relapse rate, increased treatment participation, and fewer hospital admissions. 

There are a high percentage of consumers with a diagnosis of co-occurring disorders in the Michigan public mental health system.  It is very important that service delivery for this population be addressed.  The department contracted with Drs. Minkoff and Cline to provide technical consultation for the staff and policy academy and to develop an integrated treatment model for State of Michigan.  A statewide workshop was conducted in June 2004 for all the PIHPs and CAs regarding integrated mental health and substance disorders.  Drs. Minkoff and Cline led the workshop and had enormous participation and interest generated amongst the workshop attendees. The department also procured a statewide license for the CCISC competency tools. 

The department is committed in the service development and treatment aspect of the dually diagnosed.  The department steering committee for Evidence-Based Practice (EBP) recently recommended Co-occurring Disorders: Integrated Dual Diagnosis treatment to be implemented as an Evidence-Based treatment model in the Michigan Public Mental Health system.  Many of the CMHSPs are applying for substance abuse licensure as a part of their co-occurring disorder initiative.  The department also has a workgroup looking at modifying the encounter data and data collection for co-occurring disorders.

Special Populations

Although projects in other service areas may focus on special populations, specific awards were made to the homeless, Arab/Chaldean and Hispanic populations which applied for block grant funds to address the special needs of their constituents.  The special populations category will continue to be available to address those needs of the mental health population which can identify a need specific to a service or segment of the population that cannot be captured within the traditional service area categories.

Vocational/Employment Services
MDCH continues to support vocational services innovations to move individuals toward gainful employment.  We have worked collaboratively with the Michigan Department of Career Development in supporting the Ticket to Work initiatives.  New developments include supporting consumer-owned businesses and assisting with micro-enterprise development.  Two specific training opportunities regarding self-employment and micro-enterprise development were provided for consumers, staff, and advocates and MDCH brought in national experts including David Hammis, Doreen Rosimos, and Darcy Smith. The Employment Training Specialist (ETS) Program was offered periodically to job coaches and developers across the state.  A specific ETS training was provided to staff and members of clubhouse programs to address low employment outcomes in a variety of areas in the state and development of transitional employment opportunities.  

PERFORMANCE INDICATORS AND ACCOMPLISHMENTS
Goal 1:

Assure the existence of a quality, comprehensive service array responsive




to consumer need through planning.

Objective:

To maintain a formal link between the block grant Advisory Council on Mental Illness with other planning bodies in the MDCH and other state departments.

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Advisory Council on Mental Illness (ACMI)

Indicator A:

ACMI membership on the Department of Community Health’s




Specialty Services Panel.

Measure:

Membership and active participation on ACMI by a member of the




Specialty Services Panel.

Sources of

Information:

ACMI meeting minutes and reports.

Special Issues:

Having a member of the ACMI also serve on the governor’s Specialty Services Panel allowed for a sharing of information and kept consumer issues as a primary focus.  During FY 2004, the governor formed a Mental Health Commission to review the state’s public mental health system and to make recommendations for improvement.  An ACMI member also served on the commission and other members participated on subcommittees.  The ACMI communicated verbally and in writing with the committee.  One of the seventy-one recommendations recently presented to the governor by the commission is that the charge of the ACMI be expanded to assist the department director and the governor with implementation of the commission’s recommendations.

Significance:

Specialty Services Panel and ACMI representation assures that the council is informed and has a role in the planning and evaluation of Michigan’s public mental health system.

	Indicator A.
Advisory Council on Mental Illness (ACMI)
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Measure:  Membership and active participation on ACMI by a member of the Specialty Services Panel.
	Yes
	Yes
	Yes
	100%


Status of

Implementation:
The goal was achieved.  

Goal 1:

Assure the existence of a quality, comprehensive service array responsive to consumer need through planning.

Objective:

To provide a comprehensive service array of mental health programs.

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Specialty Service Array

Indicator B:

Service array of programs are available throughout the State of Michigan.

Measure:

Numerator:
Number of CMHSPs with full service array




Denominator:
Number of CMHSPs

Sources of

Information:

CMHSP contractual requirements, Site Review Reports and Service Agency Profiles

Significance:

A comprehensive service array is necessary to provide a quality public mental health system.

	Indicator B.
Specialty Service Array
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	
	
	
	100%

	Numerator:
Number of CMHSPs with full service array
	47
	47
	46
	

	Denominator:
Number of CMHSPs
	47
	47
	46*
	


* 2 CMHSPs merged into one CMHSP.

Status of

Implementation:
The goal was achieved.  

Goal 2:

Increase reliance on community-based alternatives to inpatient care.

Objective:

To reduce, or maintain, the recidivism rate for people hospitalized within a year.

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system

Brief Name:

Community-based Alternatives

Indicator C:

The number of people with serious mental illness who are re-hospitalized within 30 days.

Measure:

Numerator:

The number of persons discharged within a quarter and 






re-admitted to inpatient within 30 days of discharge.




Denominator:
Total number of persons who are discharged from inpatient






care within a quarter.

Sources of

Information:

CMHSP Performance Indicator Data (Indicator 5b)




Submitted as of November 9, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

Section 404 of Michigan’s Mental Health Code requires a report containing information for each CMHSP and a statewide summary of demographic description of service recipients, per capita expenditures by client population group, financial information which includes description of funding authorized, expenditures by client group and fund source, and cost information by service category.

Significance:

This information is collected one month after the end of each quarter; persons who are admitted during the last month of the quarter are included in the 30-day recidivism count.  The public mental health system is funded through prepaid capitation payments.  The use of high cost alternatives such as inpatient care directly impacts on the availability of other appropriate community-based services.  While it is anticipated that there will always be some individuals requiring hospitalization, this new indicator helps to pinpoint areas of greater recidivism rates and tracks hospital usage.

	Indicator C.
Community-Based Alternatives
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	8.9%
	8.5%
	7.9%
	100%

	Numerator:  Total number of people discharged within a quarter and re-admitted to inpatient within 30 days.
	376
	
	427
	

	Denominator:  Total number of discharges within the quarter.
	4,219
	
	5,393
	


Status of

Implementation:
The goal was achieved.

Goal 3:

Assure access to the comprehensive service array

Objective:

Assure timely access to emergency service

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Access – Emergency Referrals

Indicator D:

Percentage of persons receiving a pre-admission screening for psychiatric inpatient care for whom the disposition was completed within three hours.

Measure:

Numerator:      Number of emergency referrals completed within three






      hours.




Denominator:
Number of emergency referrals for Medicaid inpatient 





        

screening during the time period.

Sources of

Information:

Data submitted by the CMHSPs as of November 10, 2004

Special Issues:

While access is determined by the availability of an array of community-based services, the timeliness with which individuals gain access to the array is critical.  CMHSPs have a general statutory obligation, under the Michigan Mental Health Code, to give priority in services to persons with serious mental illness or serious emotional disturbance who are in urgent or emergency situations.

Significance:

Persons who are experiencing symptoms serious enough to warrant evaluation for inpatient care are potentially at risk of danger to themselves or others.  Thus, time is of the essence.  This indicator assesses whether CMHSPs are meeting the department’s standard that 95% of the inpatient screenings have a final disposition within three hours.  This indicator is a standard measure of access to care.

	Indicator D.
Access – Emergency Referrals
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	96%
	95%
	89%
	94%

	Numerator:  Number of emergency referrals completed within three hours.
	5,043
	
	5,748
	

	Denominator:  Number of emergency referrals for Medicaid inpatient screening during the time period.
	5,239
	
	6,466
	


Status of

Implementation:
The Michigan standard is that at least 95% of emergency referrals for Medicaid inpatient screening be completed within three hours.  Data shows that 89% of referrals were completed within the three-hour time frame.

An analysis of this data by CMHSPs shows that 43 of 46 met the standard.  The lowest rate (62%) was reported by Detroit-Wayne CMHSP.  This issue has been addressed in their FY04 department site review.  The CMHSP was, in some cases, calculating the start time before patients in general hospital emergency rooms were medically cleared.  The CMHSP was provided specific recommendations to improve the data collection for this indicator.

The department’s Quality Improvement Council is currently reviewing indicators.  Discussions about this indicator centered on the need for expansion of the instructions for this indicator to provide clear direction on when to start the “clock” (upon request, or at the point a hospitalized patient is medically stabilized and able to be screened and referred) and what constitutes completion (placement decision and authorization).

The department will work to provide improved definitions for this indicator and to monitor compliance by CMHSPs.

Goal 3:

Assure access to the comprehensive service array.

Objective:

To provide timely access to mental health services.

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Access:  Face-to-Face

Indicator E:

The percentage of persons receiving a face-to-face meeting with a mental health professional within 14 calendar days of non-emergency request for service.

Measure:

Numerator:      Number of persons receiving an initial assessment within 





        14 calendar days of first request.




Denominator:  Number of persons receiving an initial non-emergency 





        professional assessment following a first request.

Sources of

Information:

CMHSP Performance Indicator Report (Indicator 2b)




Dated:  June 21, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

The department has set a contractual standard for this indicator.  It is expected that these assessments will occur within 14 days 95% of the time.  Ongoing contractual monitoring will continue to assure compliance.

Significance:

Residents in the CMHSP service area and Medicaid recipients who meet the eligibility criteria, as outlined above, must be afforded prompt access to services.  Quick, convenient entry into the mental health system is a critical aspect of accessibility of services.  Delays can result in inappropriate care or exacerbation of distress.  The time from scheduling to face-to-face contact with a mental health professional and commencement of services is a critical component of appropriate care.

	Indicator E.
Access:  Face-to-Face
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	94.6%
	95%
	97%
	100%

	Numerator:
Number of persons receiving an initial assessment within 14 calendar days of first request.
	7,413
	
	11,137
	

	Denominator:
Number of persons receiving an initial non-emergency professional assessment following a first request.
	7,838
	
	11,457
	


Status of

Implementation:
The goal was achieved.

Goal 3:

Assure access to the comprehensive service array.

Objective:

To provide follow-up services within 7 days after discharge.

Population:

Adults with Mental Illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Access 7-day follow-up

Indicator F:

The percentage of persons discharged from a psychiatric inpatient unit who are seen for follow-up care within 7 days.

Measure:

Numerator:      Persons seen for follow-up care by CMHSP within 7





         days.




Denominator:  Persons discharged from a psychiatric unit.

Sources of

Information:

CMHSP Performance Indicator Report (Indicator 8b)




Dated:  June 21, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

This indicator previously measured follow-up within 30 days of discharge.  The measure was changed in 2002 to assure a timelier follow-up period of 7 days.

Significance:

The continuity of care post discharge from a psychiatric inpatient unit is important to the recovery and stabilization processes for consumers.  When responsibility for the care of an individual shifts from one organization to another, it is important that services remain continuous.  If follow-up contact is not immediately taken, there is more likelihood that an individual may not have all supports required to allow the consumer to remain living independently.  Lack of community supports could result in additional/recurrent hospitalization.  Thus, the quality of care and consumer outcomes may suffer.

	Indicator F.
Access to 7-day follow-up.
	FY

2003

Actual
	FY

2004

Goal
	FY

2003

Actual
	%

Attained

	Value
	77%
	75%
	82%
	100%

	Numerator:
Persons seen for follow-up care by CMHSP within 7 days.
	2,967
	
	2,829
	

	Denominator:
Persons discharged from a psychiatric unit.
	3,847
	
	3,466
	


Status of

Implementation:
The goal was achieved.

Goal 4:

Increase opportunities for persons with serious mental illness to become employed.

Objective:

Increase the number of people with a serious mental illness who are employed.

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Employment

Indicator G:

Supported employment status of people who have a serious mental illness

Measure:

Numerator:      Total number of people with mental illness in supported





         employment earning minimum wage.




Denominator:  Total number of people with mental illness in supported 





         employment.

Sources of

Information:

CMHSP Performance Indicator Report (Indicator 35)




Dated:  June 21, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

Although previous plans reported the number of people with mental illness in supported employment, the indicator has been revised to reflect a goal for a level of earnings that may be comparable to people who do not have a mental illness.

Significance:

Persons with psychiatric disabilities do not differ from persons without disabilities in their desire to have employment.  However, persons with disabilities continue to experience high rates of unemployment, in part due to their need for services and supports.  Supportive employment opportunities, including individual placements and transitional employment opportunities with clubhouses, are expected parts of Michigan’s service array.  A measure of this goal is the number of people in supported employment who are working in jobs in which their income is at or greater than the federally established minimum wage levels.

	Indicator G.
Employment
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	93%
	93%
	91%
	98%

	Numerator:
Number of people with mental illness in supported employment earning minimum wage.
	2,422
	
	2,266
	

	Measure:
Number of people with mental illness in supported employment.
	2,617
	
	2,501
	


Status of

Implementation:
This indicator is achieved at 98% of the goal.  Supported employment and meaningful wages remain a priority for our system.  Given that economic conditions and overall employment have declined in the state, substantial attainment of this goal is positive.

The department’s Evidence-Based Workgroup and its Steering Committee have decided to address Supported Employment in a continuous quality improvement effort.  Staff resources will be dedicated to improvements in supported employment opportunities for consumers.

Goal 5:

Assure that adults with dementia have access to mental health care.

Objective:

Increase the number of adults with dementia receiving mental health services.

Population:

Adults with mental illness.

Criterion 1:

Comprehensive, community-based mental health system

Brief Name:

Services to adults with dementia

Indicator H:

The percentage of people who have a diagnosis of dementia within the total CMHSP population living in the community.

Measure:

Numerator:      Number of people with a diagnosis of dementia, residing





         in the community, who received specialty CMHSP mental





         mental health services.




Denominator:  The total number of persons with a diagnosis of dementia





         residing in the community.

Sources of

Information:

Reports from the CMHSPs:  Quality Improvement and Encounter Data




Michigan Dementia Coalition, 2000 estimate on the prevalence of 





dementia in Michigan




Archives of Neurology, August 2003

Special Issues:

Michigan’s Mental Health Code includes dementia with behavioral disturbances, in its many forms, as a mental illness.  CMHSPs are required to provide specialized services to those meeting the definition of mental illness.  In 2000, the Michigan Dementia Coalition estimated that there are 200,000 citizens who are experiencing dementia; of that number, 168,000 have Alzheimer’s disease and the remaining 32,000 are experiencing other types of dementia.

Significance:

The vast majority of dementia occurs in those aged 65 and older.  As age increases, the percentage of individuals experiencing dementia also increases.  For example, in 2000, of people over 65 who had an Alzheimer’s Disease diagnosis, 7% were between 65 and 74 years of age, 53% were between 75 and 84, and 40% were over 85.  Frequently perceived as an older adult issue, dementia is also diagnosed in younger adults and causes unalterable and progressively detrimental life changes to those diagnosed and their families.

	Indicator H.
Services to adults with dementia
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	.3%
	.4%
	.1%
	25%

	Numerator:
Number of people diagnosed with dementia, residing in the community who received CMHSP specialty services.
	530
	
	251
	

	Denominator:
The total number of persons with a diagnosis of dementia residing in the community.
	200,000
	
	200,000
	


Status of

Implementation:
This goal was not met.  Problems with the denominator were identified and changed for the FY05 application.  The Michigan Mental Health Code defines dementia as a mental illness only if it is accompanied by behavioral disturbances, depression, or delusions.  Of the estimated 200,000 people with dementia, approximately one-third (66,667) meets these clinical criteria and would be eligible for CMHSP services.  Many of these individuals are older adults and may be receiving services from other agencies including Medicare providers, local Area Agencies on Aging, and local respite providers.

Goal 6:

Assure there is a jail diversion program in every CMHSP.

Objective:

Increase the number of existing jail diversion programs.

Population:

Adults with mental illness

Criterion 1:

Comprehensive, community-based mental health system
Brief Name:

Jail Diversion

Indicator I:

Number of CMHSPs with a jail diversion program.

Measure:

Number of CMHSPs with a jail diversion program.

Sources of

Information:

Reports from CMHSPs/CMHSP Site Review Team Reports.

Special Issues:

Section 207 of the Mental Health Code requires all CMHSPs to provide services designated to divert persons with serious mental illness, serious emotional disturbance, or developmental disability from incarceration when appropriate.  Each CMHSP is required to work with law enforcement, collect jail diversion service data and maintain a database.  Guidelines were revised in 2000 for statewide consistency in program requirements.




As Michigan continues to progress in providing community-based services, many community mental health programs became affiliated to improve services, as affiliates continue to evolve, the number has decreased, from 49 in FY00, to 48 in FY01, to 47 in FY03, to 46 in FY04.

	Indicator I.
Jail Diversion
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Measure:

CMHSPs with a jail diversion program.
	47
	47
	46*
	100%


* 2 CMHSPs merged into one CMHSP.

Status of

Implementation:
The goal was achieved.

Goal 1:

Maintain or increase access to case management services among persons with serious mental illness (SMI).

Objective:

Maintain case management services for people who have SMI.

Population:

Adults with mental illness

Criterion 2:

Mental Health System Data Epidemiology
Brief Name:

Percentage Receiving Case Management

Indicator A:

Percentage of adults with SMI receiving case management services.

Measure:

Numerator:      The number of adult recipients who are diagnosed with 





         SMI receiving case management services during the FY.




Denominator:  The number of adults with an SMI served by the CMHSP





         during the FY.

Sources of

Information:

Data submitted by the CMHSPs as of November 10, 2004, Demographic Data/Encounter Data Set, FY03.

Special Issues:

Data regarding case management services to individuals who meet the SMI definition as described in Public Law 102-321 is requested annually from each CMHSP.  Additionally, MDCH has implemented its performance indicator data collection process.  Case management reporting continues to gain in the ability to capture an accurate picture of services owing to the fully implemented performance indicator data collection process.

Significance:

Assuring access to case management services for persons diagnosed with a SMI is a primary goal of the mental health block grant law.

	Indicator A.  
Percentage Receiving Case Management
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	49%
	43%
	45%
	100%

	Numerator:
The number of adult recipients who are diagnosed with an SMI receiving case management services during the fiscal year.
	43,774
	
	28,595
	

	Denominator:
The number of adults who are diagnosed with an SMI served by the CMHSP during the fiscal year.
	87,961
	
	63,318
	


Status of

Implementation:
The goal was achieved.

Goal 2:

Assure service to persons 65 years of age and older.

Objective:

To assure that people over the age of 65 have adequate access to mental heath services.

Population:

Adults with mental illness

Criterion 2:

Mental Health System Data Epidemiology
Brief Name:

Services to 65+ Population

Indicator B:

Ratio of percentage of persons over age 65 in the area population receiving mental health services to the percentage of persons over 65 in the area population.

Measure:

Numerator:      Percentage of persons 65 and older served.




Denominator:  Percentage of persons 65 and older in the CMHSP





        service area.

Sources of

Information:

CMHSP Performance Indicator Report (Indicator #19)




Dated:  June 21, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

Block grant funds were first targeted at this population in FY02, and continue to be directed in effort to assure access to services by this population group. 

Significance:

This indicator addresses the degree to which adults over the age of 65, typically an underserved population, are receiving mental health services.  The state’s population census is used as the denominator, since all residents are eligible for public mental health services.  This indicator is a standard measure of access to care.

	Indicator B.
Services to 65+ Population
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value (Ratio)
	.60
	.62
	.60
	97%

	Numerator:
Percentage of persons 65+ served.
	.073
	
	.073
	

	Denominator:
Percentage of persons 65+ in the CMHSP service area.
	.123
	
	.123
	


Status of

Implementation:
Achievement on this goal is at 97%.  Services to the population over 65 years of age, as a reflection of the percentage of that age group in the population, is unchanged from the previous year.  Overall, the number of persons served in the mental health system has declined so older adults make up a bigger share of total persons served by CMHSPs.

Goal 3:

Assure services to ethnic minority persons.

Objective:

To assure adequate mental health services to the state’s ethnic minority population.

Population:

Adults with mental illness

Criterion 2:

Mental Health System Data Epidemiology
Brief Name:

Services to Persons from Ethnic/Minority Groups

Indicator C:

Ratio of percentage of ethnic minority persons in the area population receiving mental health services to the percentage of ethnic minority persons in the area.

Measure:

Numerator:      Percentage of persons of ethnic minorities served.




Denominator:  Percentage of persons of ethnic minorities in the CMHSP





         service area.

Sources of

Information:

CMHSP Performance Indicator Report (Indicator 20)




Dated:  June 21, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

Ethnic minority persons include those who are Native American, Asian or Pacific Islander, Hispanic, or African American.

Significance:

This indicator addresses the degree to which ethnic minorities, typically an underserved population, are receiving public mental health services.  The state’s population census is used as the denominator, since all residents are eligible for public mental health services.  This indicator is a standard measure of access to care.

	Indicator C.
Services to Persons from Ethnic/Minority Groups
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value (Ratio)
	.88
	1.0
	.89
	89%

	Numerator:
Percentage of ethnic minorities served.
	.176
	
	.178
	

	Denominator:
Percentage of persons of ethnic minority in the CMHSP catchment area.
	.199
	
	.199
	


Status of

Implementation:
This indicator was attained at 89% of the goal.  The percentage of ethnic minorities served as a percentage of ethnic minorities in the population increased slightly from the previous year.  MDCH has formed the Performance Measurement Workgroup, as part of the Quality Improvement Council, in order to evaluate this and other performance measures.  The workgroup is currently discussing approaches for improving the validity of this particular measure.

Goal 4:

Assure Jail Diversion services to people with Serious Mental Illness (SMI)

Objective:

Provide jail diversion services to people with mental illnesses.

Population:

SMI Adults

Criterion 2:

Mental Health System Data Epidemiology
Brief Name:

Jail Diversion

Indicator D:

The number of people with serious mental illness who are diverted from jail into mental health services.

Measure:

The number of people with mental illness receiving jail diversion services.

Sources of

Information:

Data submitted to the department from CMHSPs in response to a July 28, 2004, memo requesting FY03 Jail Diversion Data.

Special Issues:

Identifying people who need mental health services, both before and after they come into contact with the police or jail system, is crucial to directing them into the most appropriate setting.  This data element is included in demographic data submitted by CMHSPs but is being used very infrequently.  The department is studying better ways to collect jail diversion data.  A special request was sent to CMHSPs to submit their numbers of pre-booking diversions and number of post-booking diversions.  

	Indicator D.
Jail Diversion
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Measure:
Number of people with SMI receiving jail diversion services.
	75
	250
	1,622
	100%


Status of

Implementation:
The goal was achieved.

Goal 4:

Assure Jail Diversion Services to adults with Serious Mental Illness (SMI).

Objective:

Identify mental health clients who have been arrested in the previous year.

Population:

SMI Adults

Criterion 2:

Mental Health System Data Epidemiology
Brief Name:

Mental Health Client Arrests

Indicator E:

Current clients who have been arrested.

Measure:

Numerator:      Number of adults with mental illness served who were





         arrested in the last year.




Denominator:  Number of adults with mental illness served.

Sources of

Information:

Reports from the CMHSPs:  Quality Improvement and Encounter Data, FY03.

Special Issues:

FY02 data was used as a baseline to identify the prevalence of adults in the mental health system who also came into contact with the jail and/or corrections system.  Methods of obtaining accurate data are proving to be difficult as some people who are CMHSP consumers don’t want to report that they have been arrested; the correctional system does not necessarily know if an individual is a CMHSP client, and the correctional system and the mental health system do not share or compare data.  The method currently employed is still under departmental discussion.

Significance:

Identifying consumers who have been involved with the jail or corrections system within the previous year can assist MDCH in determining whether jail diversion services are adequately utilized.  Jail diversion efforts must be directed not only toward identifying people who first come into contact with the jail or corrections systems, but also those who MDCH may not yet be aware of as having been in contact with jail or corrections systems.

	Indicator E.
Mental Health Client Arrests
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	.7%
	.6%
	1.1%
	100%

	Numerator:
Number of MI adults served arrested in the last year.
	679
	
	1,365
	

	Denominator:
Total number of adults with MI served.
	98,983
	
	129,491
	


Status of

Implementation:
The goal was achieved.

Goal 1:

Increase the availability of the service array in rural communities with funding from the Mental Health Block Grant.

Objective:

To assure that block grant funds are used to support mental health services for people in rural areas.

Population:

Adults with mental illness

Criterion 4:

Services for Homeless Populations and Services for Rural Populations
Brief Name:

Rural Services Population

Indicator A:

Percentage of rural adults with SMI who receive mental health services.

Measure:

Numerator:      Number of people with SMI receiving services in rural




                        counties.




Denominator:  Total number of people with SMI in rural areas.

Sources of

Information:

Estimation of the 12-month Prevalence of Serious Mental Illness in Michigan 2000, Quality Improvement Data, FY 2003

Special Issues:

This is a new indicator and the FY02 and FY03 data will be used as a baseline.  For purposes of this measure, counties with populations greater than 250,000 are considered urban.  These counties are Wayne, Oakland, Macomb, Kent, Genesee, Washtenaw, and Ingham.  All other counties, even though they may be good sized cities within, are considered rural based on county population and used as part of the measure.  

Significance:

This indicator is being used to determine whether people living in the state’s rural areas are being served at a level representative of the state population.  Michigan has a significant portion of the population living in rural areas where they are sparsely distributed and often older, making concentrated services challenging to develop.

	Indicator A.
Rural Services Population
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	22%
	23%
	25%
	100%

	Numerator:  Number of people with SMI receiving services in rural counties.
	27,348
	
	31,833
	

	Denominator:
Total number of people with SMI in rural areas.
	127,009
	
	127,009
	


Status of

Implementation:
The goal was achieved.

Goal 2:

Maintain and increase housing opportunities through Michigan’s PATH




Projects

Objective:

To increase the availability of housing opportunities for homeless individuals, or potentially homeless individuals.

Population:

Adults with mental illness

Criterion 4:

Services to Homeless Populations and Services to Rural Populations
Brief Name:

PATH

Indicator B:

The number of individuals served in PATH projects (programs for persons with serious mental illness who may be homeless or at risk of homelessness) in Michigan.

Measure:

The number of individuals enrolled in PATH projects.

Sources of

Information:

Michigan PATH Programs Grant Application, FY03/04 

Special Issues:

For FY03, 25 projects were operational.  Existing level of support for agencies was maintained.  There was an increase in the number of people serviced.  The reported projections for the various years and subsequent reported numbers of PATH served clients show variances that may be a result of data collection efforts.  As definitions are more uniformly applied, it will be possible to reflect more precise numbers for this performance indicator.  

	Indicator C.
PATH
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Estimated
	%

Attained

	Measure:
The number of PATH served clients.
	3,133
	3,250
	2,608
	80%


Status of

Implementation:
Actual FY04 numbers from the PATH Programs are not yet available.  The department attributes the lower FY04 estimated numbers to more accurate data collection methods used by the PATH Programs resulting in fewer duplicate counts of clients.  It is now believed that the FY03 number contained a large number of duplicate counts.

Goal 3:

Increase efforts to identify and develop housing options available to persons with serious mental illness.

Objective:

Provide information to planning organizations regarding housing opportunities for people with mental illnesses.

Population:

Adults with mental illness

Criterion 4:

Services to Homeless Populations and Services to Rural Populations
Brief Name:

Housing Options

Indicator C:

Presentation and discussion of housing issues and information at the meetings of the Advisory Council on Mental Illness (ACMI).




Participation in Steering Committee for Partners Program.

Measure:

Focus on housing at ACMI meetings.

Sources of

Information:

Minutes of the ACMI

Significance:

Inclusion of this topic at ACMI meetings will provide continued focus and direction on housing issues.  Housing issues and updates are items included in the agendas of the council meetings.  The council has been provided with several presentations related to housing issues by DCH staff and staff from other state agencies.  This subject will continue to be a topic of discussion for the council.

	Indicator C.
Housing Options
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Measure:
Focus on Housing at ACMI meetings.
	Yes
	Yes
	Yes
	100%


Status of

Implementation:
The goal has been achieved.

Goal 4:

Maintain or increase housing opportunities for people with mental illness.

Objective:

Assist people in maintaining their own residence (where the lease, rental agreement, or deed/mortgage of the home, apartment, or condominium is in the consumer’s name or that of his/her spouse) or provide access to housing opportunities.

Population:

MI Adults

Criterion 4:

Services to Homeless Populations and Services to Rural Populations
Brief Name:

Own Residence

Indicator D:

Percentage of adults served living in a residence where the lease, rental agreement, or deed/mortgage of the home, apartment, or condominium is in the consumer’s name or that of his/her spouse.

Measure:

Numerator:      Number of adults with mental illness living in a residence





         where the lease, rental agreement, or deed/mortgage of





         the home, apartment or condominium is in the





         consumer’s name or that of his/her spouse.




Denominator:  Number of adults with mental illness served through





        CMHSPs.

Sources of

Information:

CMHSP Performance Indicator Report (Indicator 37)




Dated:  June 21, 2004




For the period January 1, 2004 to March 31, 2004

Special Issues:

Activity for FY02 centered on maintaining or increasing the numbers of people living in their own residence (as defined above) and in identifying other available housing opportunities.  Activity for FY03 centered on increasing permanent supportive housing options.  Permanent supportive housing is a statewide priority in the continuum of care and is targeted toward the chronically homeless.  MDCH also manages 401 Shelter Plus Care units, 112 Supportive Housing Program units, and supported 896 people with HOPWA resources.

Significance:

Use of this indicator is based on the assumption that, in general, the quality of life of adults with mental illness will be higher when they live in their own residence instead of in some other type of residential placement.

	Indicator D.
Own residence
	FY

2003

Actual
	FY

2004

Goal
	FY

2004

Actual
	%

Attained

	Value
	55%
	52%
	56%
	100%

	Numerator:
Number of adults with mental illness living in their own residence.
	37,440
	
	35,187
	

	Denominator:
Number of adults with mental illness served through CMHSPs.
	67,822
	
	63,395
	


Status of

Implementation:
The goal was achieved.

 Goal 1:

Maintain expenditures from block grant award for services for people with serious mental illnesses.

Objective:

Maintain allocation of block grant award at existing levels.

Population:

SMI adults

Criterion 5:

Management Systems
Brief Name:

Block Grant Spending Plan

Indicator A:

Allocations to program innovations and replications through the annual block grant award expenditures.

Measure:

The amount of funding provided for services for people with serious mental illness.

Sources of

Information:

Mental Health Block Grant Spending Plan

Special Issues:

Uncommitted funding is made available to programs by a competitive grant process that addresses adult needs primarily on a one-time basis.  Service initiatives designed to carry out departmental priorities are intended to continue services, foster service innovation and replications, capacity development, or evaluation activities to meet the needs of adults with serious mental illness.

Significance:

Opportunities to try new initiatives or foster service innovations and replications as well as capacity development and evaluation activities allow the community-based system of care to become more consistent and increase the quality of care.

	Indicator A.
Block Grant Spending Plan
	FY

2004

Estimated

	Detroit/Wayne CMH Adult
	$4,535,153

	Other Adult SMI Services
	$3,559,261

	State Administrative Expenses
	$493,932

	Detroit/Wayne CMH Child
	$1,043,582

	Other Children’s SED Services
	$3,531,113

	Continuation Award
	$13,163,041


ALL ACTIVE ADULT BLOCK GRANT PROJECTS FOR FY04

	Funded Agency
	Project Description

	Allegan
	ACT Service Expansion to Older Adults "At Risk": Geriatric Training

	Allegan
	Computer Enhancement

	Bay Arenac
	Drop-In Program Enhancement

	Bay Arenac
	Co-occurring Disorders Planning Grant

	Bay Arenac
	Regional Fostering Recovery Conducive Environment

	Bay Arenac
	Geriatric Case Management Expansion Project

	Berrien
	Person-Centered Planning

	Berrien
	Purchase of Smokeater (air cleaner), carpeting, and computer training

	CEI
	JIMHO Fairweather Program

	CEI
	Case Management/Medical Advocacy

	CEI
	JIMHO Project Stay

	CEI
	Equipment for Justice in Mental Health Homeless Program

	CEI
	Life Skills in Recovery

	CEI
	Natural Support & Community Inclusion Project

	CEI/CMHAMM
	Jail Diversion - Pre & Post Booking

	Central MI
	Co-occurring Disorders Proposal for Midland County

	Central MI
	Eagle's Nest Drop-In

	Central MI
	Peer Run Community Support Program

	Central MI
	ACT Peer Support Advocate

	Central MI
	Peer Case Management

	Copper Country
	PCP - A way of life for our older adults

	Copper Country
	Respite Consumer Satisfaction Initiative

	Copper Country
	Geriatric Community Mental Health Team

	Copper Country
	Drop-In Program Enhancement

	Copper Country
	Building Natural Supports for Persons with Mental Illness

	Detroit-Wayne
	Services for homeless people with mental illness

	Detroit-Wayne
	Gateway Northeast Drop-In Center

	Detroit-Wayne
	36th District Court Post Booking Central Diagnostic & Referral Unit

	Detroit-Wayne
	Jail Diversion

	Detroit-Wayne
	Arab-American and Chaldean Mental Illness and Treatment Anti-Stigma Project

	Detroit-Wayne
	Clubhouse Start-Up, Site Development, and Operational Supports

	Detroit-Wayne
	Peer Case Management

	Detroit-Wayne
	Gateway Western Wayne Drop-In Center

	Detroit-Wayne
	Drop-In Center Enhancement

	Detroit-Wayne
	Go-Getters Drop-In Center Program Enhancement

	Detroit-Wayne
	Services for MI homeless people with physical disabilities

	Detroit-Wayne
	Supported Education in a Clubhouse Setting

	Detroit-Wayne
	A Model for Integrating PCP for OA w/SMI in Nursing Homes & Homes for Aged

	Detroit-Wayne
	Improving Employment Outcomes

	Detroit-Wayne
	MI/SA

	Detroit-Wayne
	Comprehensive Services

	Detroit-Wayne
	Criminal Justice Diversion Evaluation

	Detroit-Wayne
	American Indian Services-Elders & Adult Case Management Services

	Detroit-Wayne
	Hands Across Town

	Detroit-Wayne
	Cass Homeless Outreach and Case Management Services

	Detroit-Wayne
	Anti-Stigma Initiatives

	Detroit-Wayne
	Consumer-to-Consumer Warm Line Support Network

	Detroit-Wayne
	Crisis Planning

	Detroit-Wayne
	Consumer Delivered Case Management Services

	Detroit-Wayne
	Motivational Interviewing Training

	Detroit-Wayne
	Complex Services Employment Opportunities Replication

	Detroit-Wayne
	Fisher Clubhouse Anti-Stigma/Anti-Discrimination

	Detroit-Wayne
	ICCD Training

	Detroit-Wayne
	Southwest Counseling and Development Services Dual Diagnosis Program

	Detroit-Wayne
	Employment Unit Development - A Place of Our Own Clubhouse

	Detroit-Wayne
	Crisis Intervention-WRAP

	Detroit-Wayne
	Independent Living Transition Initiative

	Genesee
	Vista Drop-In Center

	Genesee
	Homeless Crisis Intervention Program

	Gratiot
	Gemini Treatment Program

	Hiawatha Behavioral Health
	Drop-In Center – Schoolcraft

	Hiawatha Behavioral Health
	Consumer Run, Delivered, or Directed Initiatives

	Hiawatha Behavioral Health
	Older Adults

	Hiawatha Behavioral Health
	Schoolcraft Drop-In

	Hiawatha Behavioral Health
	Schoolcraft ACT

	Hiawatha Behavioral Health
	Drop-In Center – Chippewa

	Huron Behavioral Health
	Consumer-Run Drop-In Program Enhancement

	Huron Behavioral Health
	Expansion of Gatekeeper Program

	Inter-Tribal
	Mental Health and Aging Project

	Ionia
	Building Natural Supports

	Ionia
	Jail Diversion

	Ionia
	River's Edge Drop-In Center



	Kalamazoo
	Keystone - A Consumer Operated Drop-in Center Request for Equipment

	Kalamazoo
	Additional ICCD Training for Clubhouse Staff

	Kalamazoo
	Anti-Stigma Project in Supported Education

	Kalamazoo
	ACT Peer Support Advocate for Healthy Activities

	Kalamazoo
	Case Management Peer Assistant

	Kalamazoo
	Special Populations:  Co-occurring Disorder Services Peer Mentor

	Kalamazoo
	Outreach to Homeless Persons in Kalamazoo

	Kalamazoo 
	Diabetes and Improved Self-Management

	Kalamazoo in affiliation
	Co-occurring System Change

	Lapeer
	Consumer Run Drop-In Center Enhancement

	Lenawee
	Connecting to the Community

	Lenawee
	Early Intervention for Independence

	Lenawee
	Improving Employment Outcomes at New Focus Clubhouse

	Lenawee
	Training for Co-occurring Disorders

	Lifeways
	SEARCH: Serving Elders at Risk in the Community and at Home

	Lifeways
	Enhanced Outpatient Co-occurring Disorders Program

	Lifeways
	Drop-In Microenterprise Initiative

	Lifeways
	Drop-In Program Enhancement

	Lifeways
	Anti-Stigma Campaign

	Lifeways
	Enhanced Jail Diversion Program

	Livingston
	Enhancing Opportunities for Jail Diversion Collaboration

	Livingston
	ICCD 3-week Training

	Livingston
	Transportation Support for After-Program Initiatives

	Livingston
	Michigan Clubhouse Training Initiatives

	Livingston
	Moral Recognition Treatment Interventions

	Macomb
	Drop-in Program Enhancement - Computer Lab

	Macomb
	Drop-in Program Enhancement - Coffee House

	Macomb
	Improving Employment Outcomes:  Micro-enterprise Unit

	Macomb
	Arab-American and Chaldean Anti-Stigma Project

	Monroe
	Monroe County Drop-in Center

	Montcalm
	Miracle Drop-in, Inc.

	Muskegon
	ACT Peer Support Advocates

	Muskegon
	Case Management Peer Advocates

	Muskegon in affiliation
	The "How to, I can" of Self-Determination

	Muskegon in affiliation
	Peer to Peer Orientation

	Muskegon in affiliation
	Independent PCP Facilitator Program

	Network of West Michigan
	Case Management Assistants

	Network of West Michigan
	Self-Determination

	Network of West Michigan
	Pre-booking Jail Diversion

	Network of West Michigan
	Enhanced Residential Addiction Treatment Program for Men

	Network of West Michigan
	Crisis Planning and Training in Wellness Recovery Action Plan (WRAP)

	Network of West Michigan
	Peer Support Staff on ACT Teams

	Network of West Michigan
	Treating Older Adults with Co-occurring Disorders

	Network of West Michigan
	Consumer Run Program Enhancements

	Network of West Michigan
	Training of mental health providers working with older adult consumers

	Network of West Michigan
	MI/SA

	North Country
	ICCD 3-week Training

	North Country
	WRAP Break-Thru

	Northern Lakes
	Drop-in Program Development

	Northern Lakes
	Crawford, Roscommon, Wexford, & Missaukee Case Management Assistants

	Northern Lakes
	Co-occurring Disorders Treatment Continuum

	Northern Lakes
	Kandu Island

	Northern Lakes
	Grand Traverse and Leelanau Case Management Assistants

	Northern Lakes
	Grand Traverse and Leelanau Jail Diversion Program

	Northern Lakes
	Kitchen Unit

	Northern Lakes
	Crawford, Roscommon, Wexford, & Missaukee Jail Diversion

	Oakland
	Anti-Stigma Community Education Initiative (Easter Seals)

	Oakland
	South Oakland Drop-in Environment and Activity Enhancement (Easter Seals)

	Oakland
	Freedom Road - Transportation Initiative

	Oakland
	Innovations in Jail Diversion

	Oakland
	Arab-American and Chaldean Mental Illness and Treatment Anti-Stigma Project

	Oakland
	Homeless-MI Outreach Services (CNS)

	Oakland
	Michigan Consumer Evaluation Team, Inc. (MCET)

	Oakland
	Drop-in Center Enhancement

	Oakland
	Commercial Kitchen Appliances

	Ottawa
	Assistant Case Managers-ACMs

	Pathways
	Getting in to the Get Away

	Pathways
	Brantley Drop-in Center

	Pathways
	Clinical Service Guidelines & End-of-Life Issues for Older Adult Population

	Pathways
	Upper Peninsula Co-occurring Disorders Project

	Pines
	Friendship Center, Inc.

	Saginaw
	Anti-Stigma Initiatives

	Saginaw
	ICCD Clubhouse Training

	Saginaw
	Jail Diversion

	Saginaw
	Case Management Assistants

	St. Clair
	Anti-Stigma "Balancing Act"

	St. Clair
	Consumer Run, Delivered or Directed Initiatives Drop-in Program Enhancement

	St. Clair
	Recovery Conducive Environment

	St. Clair
	Case Management/Supports for Persons with Mental Illness

	St. Clair
	Project Stay

	Summit Pointe
	A Consumer-Run Center for Recovery Awareness

	Washtenaw
	Cognitive Impairment Training to Address Difficult Behaviors

	Washtenaw
	Service Capacity Expansion of the Project Outreach Team

	Washtenaw
	Common Cents - Money Management

	Washtenaw
	Phase 2 of the Minkoff Model for Treatment of Co-occurring Disorders

	Washtenaw
	Full Circle Community Center


CHILDREN’S SERVICES HIGHLIGHTS

With the initiation of mental health managed care, Michigan continued to focus on developing those services that are intense, family‑centered, and community‑based alternatives to out‑of‑home restrictive care. Strength‑based models that incorporate an individualized, person‑centered planning/family-centered practice concept continued to be supported and encouraged. These models include wraparound services, home‑based services, and respite care. The wraparound and home‑based services models utilize a multi-agency staffing approach assuring the involvement of representatives of the health, education, and child welfare service arenas.  This continues to be emphasized. 

The DCH continues its activities to assure a family‑centered children’s mental health services system.  Federal block grant resources are used to assist the Association for Children’s Mental Health (ACMH) in providing advocacy and parent/family support for children with serious emotional disturbance and their families.  The ACMH provides training and support for parents in six regions of Michigan to function as advocates to secure services and to provide mentoring to other parents. The regions targeted for parent advocates are those areas presently under‑served or having a high need for advocacy.  On‑going feedback from parent support groups regarding the impact of intensive home and community‑based program development has been a key element in planning and implementation of a family‑centered mental health services system.  Work to continue efforts to increase family-centered practice continued in FY04 through individualized services (wraparound) training, and person-centered planning/family-centered practice training with PIHP staff and families.

Highlights of the community-based services for children include the following:

Home-based Services: Michigan requires CMHSPs to provide home-based services. DCH established intensive mental health home-based services as a primary service delivery method for children with serious emotional disturbance and their families.  By providing Medicaid coverage for home-based services, access to this intensive, family-centered service was dramatically increased.  By including home-based services as a required component of CMHSP service arrays, such access is continued and reduces the potential for reliance on unnecessary and more costly restrictive placements.

Wraparound Services: A services approach that has continued to grow is wraparound. Wraparound was introduced in Michigan in 1993. DCH has made Mental Health Block Grant funding available for this service planning strategy since that time. CMHSP led initiatives are supported by annual federal block grant awards. The Family Independence Agency also is a major funder of wraparound and other funders varyingly include the courts, schools and substance abuse services. There has continued to be focus on entrenchment of the wraparound model and improvement in service proficiency and capacity for wraparound services to children with SED and their families. All wraparound services in Michigan are provided as a collaborative effort targeted to preserve families and reduce reliance on inpatient and residential treatment. Wraparound services initiatives in Michigan must be structured to involve a community team, a resource coordinator, and a child and family team. The initiative must plan and facilitate services based on the principles of strength-based assessments, life domains planning, the philosophy of unconditional care, and 10 other core wraparound values. These fundamental elements are published in an informational advisory and are included as requirements in all DCH/CMHSP wraparound contracts. In addition, wraparound is included in the capitated 1915(b) waiver managed special services and supports as a b3 service for children and adolescents. Wraparound is also included in Michigan’s Mental Health Code as a service that CMHSPs must provide to children when appropriate.

Respite Services: Respite services provide an interval of relief to the families of children, who have a serious emotional disturbance, utilizing short-term care to the child within or out of the family's home. Parents of children with serious emotional disturbance have identified respite as a critical support service to families to keep their child within the family home. The provision of respite services to families of children with serious emotional disturbance has been a primary element supporting the successful reduction of reliance on inpatient services and out-of-home placements by allowing the family a break for their child, often reducing frustration for both the parents and the child. This helps to improve the child’s overall functioning. CMHSPs provide respite services as part of their array of services, although an elimination of state funding for respite as part of executive budget cuts in December 2002 and an interim elimination of alternative services (including respite) as a covered service under the managed specialty mental health services waiver, did reduce the amount of respite provided and total numbers served.

Partial restoration of the state funding and inclusion of respite as a b3 service under the managed specialty mental health services waiver will assist in the provision of moving respite services forward. 

Case Management Services: By policy, those clients needing case management are those who have multiple service needs and who require access to the continuum of mental health services (i.e. those individuals needing or provided substantial services), and those who have a demonstrated inability to independently access and sustain involvement with needed services. The determination of the need for case management may occur at any time due to changing circumstances. The need for case management services must be documented in the clinical record. 

Family-Centered Practice: By policy and under the Mental Health Code, Michigan requires CMHSPs to utilize the Person-Centered Planning (PCP) approach. DCH has developed a curriculum that focuses on the implementation of Family-Centered Practice (FCP). The training curriculum for the Person-Centered Planning/Family-Centered Practice became available to CMHSP staff and families in early FY99.  DCH provides PCP/FCP training upon the request of CMHSPs and works with the CMHSPs to design training specific to the needs of that CMHSP.  Also, in FY99, with grant support from the National Resource Coalition of America and the Robert Wood Johnson Foundation, four communities were selected to pilot family-centered training across all systems and sectors serving children and families.  An additional three communities were selected in FY 2001 to participate, including two large counties in Southeast Michigan (Metropolitan Detroit area).  Each community designs its family‑centered training with state assistance, based on an assessment of the level of family-centered practice in the community.  Additionally, a national consultant, John O'Brien was brought to Michigan for a strategic planning meeting on FCP and how it might be moved forward in Michigan.  With continued emphasis on family-centered, community-based interventions and efforts to keep children out of more restrictive, more costly, and often less beneficial out-of-home placements, the CMHSPs continue to be encouraged to focus on providing appropriate care that families and children request and desire. In addition, the DCH Site Review Team monitors family-centered practice in the development of plans of services for children and families as part of their protocols. CMHSPs are cited for this and are referred to DCH for technical assistance and training. 

Family-Centered Practice is being furthered, both internally and across systems. The Division of Mental Health Services to Children and Families has established a Family-Centered Practice team to develop and implement family-centered strategies for the mental health system. The TAG Team, an interagency group including Michigan Department of Education, Michigan Department of Community Health (mental and public health), Family Independence Agency, juvenile justice, and families has developed strategies for implementing Family-Centered Practice across systems. 

Criterion 1:  GOALS AND OBJECTIVES

	Goal 1:
	Maintain or expand access to high quality intensive, community-based services for children with serious emotional disturbance and their families. 

	Objective 1:
	To maintain or increase the rate of children with serious emotional disturbance receiving case management services, based upon the FY2003 actual rate.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion I:
	Comprehensive, Community-Based Mental Health Service Systems.

	Brief Name:
	Case Management Services.

	Indicator 1:
	Percentage of children receiving case management services in FY2003.

	Measure:
	Numerator: Number of children with serious emotional disturbance receiving case management services.

Denominator: Total number of children with serious emotional disturbance served by CMHSPs.

	Source of Information:
	CMHSP data reports.

	Special Issues:
	By policy, those clients needing case management are those who have multiple service needs and who require access to the continuum of mental health services (i.e. those individuals needing or provided substantial services), and those who have a demonstrated inability to independently access and sustain involvement with needed services. The determination of the need for case management may occur at intake, at the initiation of the treatment planning process based on the above criteria, or at any other time due to changing circumstances. The need for case management services must be documented in the clinical record. 

	Significance:


	The percentage of children with serious emotional disturbance receiving case management services indicate that community-based services continue to be provided, thus reducing the need for more restrictive out-of-home placements.


	Indicator 1.1:

Case Management 

Services
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Estimated
	%

Attained



	Value: % of children rec. svc.
	45%
	45%
	45%
	100%

	Numerator
	11,443
	12,447
	12,457
	

	Denominator
	25,464
	27,570
	27,682
	


	Status of Implementation:
	This objective has been achieved.


	Goal 2:
	The Department of Community Health will monitor the quality, access, timeliness, and outcomes of community based services. 

	Objective 1:
	In FY2004, the percentage of children with SED who received a face-to-face meeting with a professional within 14 calendar days of a non-emergent request for service will average above 95%.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion I:
	Comprehensive, Community-Based Mental Health Service Systems.

	Brief Name:
	Access to Assessment.

	Indicator 1:
	Percentage of children with serious emotional disturbance who received a face-to-face meeting with a professional within 14 calendar days.

	Measure:
	Numerator: Children with serious emotional disturbance who received a face-to-face meeting with a professional within 14 calendar days.

Denominator: Children with serious emotional disturbance who received a face-to-face meeting with a professional.

	Source of Information:
	CMHSP Performance Indicator Report.



	Special Issues:
	Quick, convenient entry in the mental health system is a critical aspect of accessibility of services. Delays can result in inappropriate care or exacerbation of symptomatology. It is crucial to families and children to be able to access services in a short time frame to promote follow through with services and decrease the rate of dropout. By measuring and focusing on quick access to services, the DCH is encouraging CMHSPs to be responsive to the needs of children and families.



	Significance:
	The time it takes to have a face-to-face contact with a mental health professional from the request for service is a critical component.


	Indicator 2.2:

Access to Assessment
	FY 2002

Actual
	FY 2003

Actual
	FY 2004

Estimated
	%

Attained

	Value: % of children assessed within 14 days
	94.8%
	95%
	97%
	100%

	Numerator
	14,825
	14,568
	12,362
	

	Denominator
	15,640
	15,335
	13,084
	


	Status of Implementation:
	This objective has been achieved.


	Goal 2:
	The Department of Community Health will monitor the quality, access, timeliness, and outcomes of community based services. 

	Objective 2:
	In FY2004, the percentage of children with serious emotional disturbance starting any needed on-going service within 14 days of a non-emergent assessment with a professional.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion I:
	Comprehensive, Community-Based Mental Health Service Systems.

	Brief Name:
	Assessment to Start of Services.

	Indicator 2:
	Percentage of children with serious emotional disturbance starting any needed on-going service within 14 days of a non-emergent assessment with a professional.

	Measure:
	Numerator: Children with serious emotional disturbance who started any needed ongoing service within 14 days of a non-emergent face-to-face assessment with a professional.

Denominator: Children with serious emotional disturbance who started an ongoing service.

	Source of Information:
	CMHSP Performance Indicator Report.



	Special Issues:
	This is a performance indicator that is utilized by the MDCH on a quarterly basis to monitor entry in the CMHSP system. Quick, convenient entry in the mental health system is a critical aspect of accessibility of services. Delays can result in inappropriate care or exacerbation of symptomatology. It is crucial to families and children to be able to access services in a short time frame to promote follow through with services and decrease the rate of dropout. By measuring and focusing on quick access to services, the DCH is encouraging CMHSPs to be responsive to the needs of children and families.

	Significance:
	The time it takes from assessment to the start of services with a mental health professional is a critical component of appropriate care.


	Indicator 2.3:

Assessment to Start of Services
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Estimated
	%

Attained



	Value: % in services within 14 days
	83.5%
	83.5%
	92.8%
	100%

	Numerator
	10,280
	10,281
	9,752
	

	Denominator
	12,312
	12,325
	10,320
	

	Status of Implementation:
	This objective has been achieved.


	Goal 2:
	The Department of Community Health will monitor the quality, access, timeliness, and outcomes of community based services. 

	Objective 3:
	In FY2004, the percentage of children with serious emotional disturbance with meaningful improvement on the CAFAS will be within 1% of the average of FY02 and FY03.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion I:
	Comprehensive, Community-Based Mental Health Service Systems.

	Brief Name:
	>=20 point reduction in CAFAS

	Indicator 3:
	Percentage of children with serious emotional disturbance that have greater than or equal to 20 reduction on Child and Adolescent Functional Assessment Scale in the Michigan Level of Functioning Project (MLOF).

	Measure:
	Numerator: Children with serious emotional disturbance that have greater than or equal to 20 reduction on Child and Adolescent Functional Assessment Scale in the MLOF.

Denominator: Children participating in the MLOF that completed treatment.

	Source of Information:
	Michigan Level of Functioning Project



	Special Issues:
	This indicator reviews significant and meaningful change in the level of functioning for a child and family. CMHSPs that participate in the MLOF (participation is voluntary) also tend to be those that are interested in outcomes and using information for continuous quality improvement efforts. CMHSPs that are new to the MLOF may bring averages down due to previous lacking organized efforts to improve services. Thus, as new CMHSPs continue to join the project, the average for this indicator may continue to fall slightly until continuous quality improvement process is fully implemented. However, as cognitive behavior therapy use is expanded among current project sites, some individual CMHSPs may see improvements.

  

	Significance:
	A 20 point reduction or greater on the CAFAS is an indicator of significant and meaningful change in the life of a child and family. 


	Indicator 2.3:

>=20 point reduction in CAFAS 
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Estimated
	%

Attained



	Value: % of children exiting services with >=20 reduction
	56.6%
	55.1%
	55.9%
	100%

	Numerator
	1,390
	1,410
	1,359
	

	Denominator
	2,456
	2,559
	2,431
	


	Status of Implementation:
	This objective has been achieved.


	Goal 2:
	The Department of Community Health will monitor the quality, access, timeliness, and outcomes of community based services. 

	Objective 4:
	In FY2004, the percentage of children with serious emotional disturbance who complete treatment with no severe impairments will be within 1% of the average of FY02 and FY03.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion I:
	Comprehensive, Community-Based Mental Health Service Systems.

	Brief Name:
	No severe impairments at exit

	Indicator 4:
	Percentage of children with serious emotional disturbance that complete treatment and have no severe impairments on the Child and Adolescent Functional Assessment Scale in the Michigan Level of Functioning Project (MLOF).

	Measure:
	Numerator: Children with serious emotional disturbance that complete treatment and have no severe impairments on the Child and Adolescent Functional Assessment Scale in the Michigan Level of Functioning Project (MLOF).

Denominator: Children participating in the MLOF had a severe impairment at intake and that completed treatment.

	Source of Information:
	Michigan Level of Functioning Project



	Special Issues:
	This indicator focuses on the success of treatment for children and families exiting services. For CMHSPs that are part of the MLOF, this indicator monitors all children who entered the CMHSP with a severe impairment and who leave treatment with no severe impairments. CMHSPs that participate in the MLOF (participation is voluntary) also tend to be those that are interested in outcomes and using information for continuous quality improvement efforts. CMHSPs that are new to the MLOF may bring averages down due to previous lacking organized efforts to improve services. Thus, as new CMHSPs continue to join the project, the average for this indicator may continue to fall slightly until continuous quality improvement process is fully implemented. However, as cognitive behavior therapy use is expanded among current project sites, some individual CMHSPs may see improvements.

  

	Significance:
	A reduction in sever impairments on the CAFAS is an indicator of significant and meaningful change in the life of a child and family. 


	Indicator 2.4:

No Severe Impairments at Exit
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Estimated
	%

Attained



	Value: % of children exiting services with no severe impairments
	57.4%
	55.9%
	56.5%
	100%

	Numerator
	678
	680
	1,374
	

	Denominator
	1,182
	1,216
	2,431
	


	Status of Implementation:
	This objective has been achieved.


Criterion 2:
MENTAL HEALTH SYSTEM DATA EPIDEMIOLOGY
Prevalence Estimation: The literature estimates that from 3 to 21 percent of the general population require mental health services. The Surgeon General’s Report on Mental Health (1999) indicates that the Methodology for Epidemiology of Mental Disorders in Children and Adolescents (MECA) Study estimated that 21 percent of U.S. Children ages 9 to 17 had a diagnosable mental or addictive disorder. Additionally, if significant functional impairment was required, the percentage dropped to 11 percent. This is consistent with the Prevalence of Serious Emotional Disturbance in Children and Adolescents (1998).

Under the federal definition, the Department of Community Health estimates that most children provided public mental health services in Michigan qualify as being SED. All of the children identified as having an emotional illness in Michigan have a diagnosis exclusive of V codes, primary substance abuse, and developmental disorder, and have usually had this condition for six or more months. This would qualify them as having a serious emotional disorder under the federal definition. Based upon the broad federal definition of SED, Michigan has used a prevalence estimate for SED of 11%, which calculates out to 285,534 children. In Prevalence of Serious Emotional Disturbance in Children and Adolescents, the Center for Mental Health Services cites two ranges of prevalence based on severity of impairment. It should be noted that when using the broader range and definition (10% - 12% with significant functional impairment), Michigan’s current prevalence rate for SED, 11%, is slightly higher than the mean of the recommended rate. This figure takes into account recommended adjustments for differing levels of poverty. Michigan’s rate is also less than three percentage points above the extreme functional impairment range cited by CMHS.

SED Definition: Michigan’s Mental Health Code defines serious emotional disturbance in compliance with the federal definition as published in the May 20, 1993 Federal Register Notice, Vol. 58, No. 96. The DCH contract with community mental health service programs (CMHSPs) also defines serious emotional disturbance using the parameters included in the federal definition. In recent years, DCH has made a concerted effort to correct aberrations regarding reported numbers of children with serious emotional disturbance served by CMHSPs. The CMHSP reporting patterns over the last several years have improved and continued efforts have been made to ensure more consistency.

Targeted Population: The DCH/CMHSP contract now requires that CMHSPs administer the Child and Adolescent Functional Assessment Scale (CAFAS) at intake (for non-emergent cases) and at closure or annually thereafter. During FY98, the DCH mandated the statewide use of the Child and Adolescent Functional Assessment Scale (CAFAS) by CMHSPs in order to more accurately describe the SED population served by CMHSPs and to begin to equate the functioning level of the population served with the level of service intensity required to meet the child and family’s needs. The subscale scores of the CAFAS are required to be reported to DCH as part of the data set reporting requirements. In addition, the CMHSP Performance Indicator System requires a measure of system access related specifically to children, although this is being considered for elimination in a revised Performance Indicator System.
Chart #1 illustrates the number of children per CMHSP catchment area in Michigan, the general population per catchment area in Michigan, the percentage of children in the general population for CMHSP catchment areas, the number of children with SED served by CMHSPs in FY04, the percentage of the child population that received services from the identified CMHSPs in FY04, and the calculation of 11% of children per CMHSP catchment area. Chart #1 utilizes 2000 census data.
Chart #1

	CMHSP  
	# OF CHILD        0-18
	# GEN. POP
	% OF GEN. POP      0-18
	EST. # OF SED SERVED     FY04
	% SERVED OF CHILD POP
	 11% OF CHILD       0-18

	ALLEGAN
	30,495
	105,665
	28.86%
	323
	1.06%
	3,354

	AUSABLE VALLEY
	13,409
	58,402
	22.96%
	428
	3.19%
	1,475

	BARRY
	15,433
	56,755
	27.19%
	224
	1.45%
	1,698

	BAY-ARENAC
	30,972
	127,426
	24.31%
	743
	2.40%
	3,407

	BERRIEN               
	42,302
	162,453
	26.04%
	773
	1.83%
	4,653

	CENTRAL MI
	64,257
	267,250
	24.04%
	2,128
	3.31%
	7,068

	C.E.I.
	110,643
	447,728
	24.71%
	1,287
	1.16%
	12,171

	COPPER COUNTRY
	11,969
	54,881
	21.81%
	203
	1.70%
	1,317

	DETROIT-WAYNE
	577,680
	2,061,162
	28.03%
	3,075
	0.53%
	63,545

	GENESEE
	119,601
	436,141
	27.42%
	944
	0.79%
	13,156

	GOGEBIC
	3,548
	17,370
	20.43%
	100
	2.82%
	390

	GRATIOT
	10,058
	42,285
	23.79%
	222
	2.21%
	1,106

	HIAWATHA 
	12,892
	59,389
	21.71%
	276
	2.14%
	1,418

	HURON
	8,749
	36,079
	24.25%
	205
	2.34%
	962

	IONIA
	16,554
	61,518
	26.91%
	285
	1.72%
	1,821

	KALAMAZOO
	57,391
	238,603
	24.05%
	782
	1.36%
	6,313

	KENT
	162,259
	574,335
	28.25%
	1,870
	1.15%
	17,848

	LAPEER
	24,601
	87,904
	27.99%
	170
	0.69%
	2,706

	LENAWEE
	25,658
	98,890
	25.95%
	194
	0.76%
	2,822

	LIFEWAYS 
	52,840
	204,949
	25.78%
	1,369
	2.59%
	5,812

	LIVINGSTON
	45,125
	156,951
	28.75%
	296
	0.66%
	4,964

	MACOMB
	189,784
	788,149
	24.08%
	951
	0.50%
	20,876

	MANISTEE-BENZIE
	9,294
	40,525
	22.93%
	508
	5.47%
	1,022

	MONROE
	39,993
	145,945
	27.40%
	331
	0.83%
	4,399

	MONTCALM
	16,580
	61,266
	27.06%
	402
	2.43%
	1,824

	MUSKEGON
	46,878
	170,200
	27.54%
	451
	0.96%
	5,157

	NEWAYGO
	13,933
	47,874
	29.10%
	237
	1.70%
	1,533

	NORTHEAST
	14,757
	67,759
	21.78%
	463
	3.14%
	1,623

	NORTHERN LAKES
	45,569
	183,477
	24.84%
	1,303
	2.86%
	5,013

	NORTH COUNTRY
	37,013
	143,957
	25.71%
	923
	2.49%
	4,658

	NORTHPOINTE
	15,678
	65,936
	23.78%
	268
	1.71%
	1,725

	OAKLAND
	300,760
	1,194,156
	25.19%
	898
	0.30%
	33,084

	OTTAWA
	68,396
	238,314
	28.70%
	341
	0.50%
	7,524

	PATHWAYS
	26,519
	120,040
	22.09%
	498
	1.88%
	2,917

	PINES (BRANCH)
	11,698
	45,787
	25.55%
	382
	3.27%
	1,287

	ST. CLAIR
	43,971
	164,235
	26.77%
	333
	0.76%
	4,837

	ST. JOSEPH
	17,180
	62,422
	27.52%
	320
	1.86%
	1,890

	SAGINAW
	55,890
	210,039
	26.61%
	551
	0.99%
	6,148

	SANILAC
	11,992
	44,547
	26.92%
	98
	0.81%
	1,319

	SHIAWASSEE
	19,244
	71,687
	26.84%
	208
	1.08%
	2,117

	SUMMIT POINTE 
	35,854
	137,985
	25.98%
	772
	2.15%
	3,944

	TUSCOLA
	15,606
	58,266
	26.78%
	256
	1.64%
	1,717

	VAN BUREN
	21,406
	76,263
	28.07%
	345
	1.61%
	2,355

	WASHTENAW
	71,288
	322,895
	22.08%
	338
	0.47%
	7,842

	WEST MICHIGAN
	16,905
	66,480
	25.43%
	368
	2.18%
	1,860

	WOODLANDS
	13,053
	51,104
	25.54%
	239
	1.83%
	1,436

	TOTAL
	2,595,767
	9,938,444
	26.12%
	27,682
	1.07%
	285,534


Criterion 2:
GOALS AND OBJECTIVES
	Goal 3:
	Assure the provision of mental health services to children with serious emotional disturbance through community mental health services programs.

	Objective 1:
	To maintain or increase the rate of children with serious emotional disturbance accessing services, based upon the FY2003 actual rate.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion II:
	Mental Health System Data Epidemiology.

	Brief Name:
	Percentage of SED Population Served by Public System.

	Indicator 1:
	Percentage of SED population served by CMHSPs

	Measure:
	Numerator: The number of children identified as SED by CMHSPs.

Denominator: Total number of children in Michigan.

	Source of Information:
	CMHSP Data Report, Michigan Level of Functioning Project.

	Special Issues:
	The Michigan Mission Based Performance Indicator System requires a measure of system access related specifically to children with SED. The above outcome indicator is based on the percentage of children served by CMHSP that are diagnosed as having SED. This percentage, based on the CAFAS scores, is computed by dividing the number of children reported with CAFAS scores of 50 or more by the number of children reported assessed using the CAFAS. 

	Significance:
	The percentage of children with SED being served by CMHSPs is an important indicator to identify that the public system is serving children with SED.


	Indicator 3.1:

Percentage of SED Population Served by Public System
	FY 2002

Actual


	FY 2003

Estimated


	FY 2004

Estimated
	%

Attained



	Value: % of children rec. svc.
	 0.98%
	1.06%
	1.07%
	100%

	Numerator
	25,464
	27,570
	27,682
	

	Denominator
	2,595,767
	2,595,767
	2,595,767
	


	Status of Implementation:
	This objective has been achieved.


Criterion 3:
CHILDREN'S SERVICES
Children’s Services System:  In Michigan, responsibility for coordination of children’s services is delegated to state departments by service area as described below.

Michigan Department of Community Health (MDCH or DCH)
The MDCH is a decentralized state agency responsible for assuring mental health services to individuals in the state.  Through its contracts with Community Mental Health Services Programs (CMHSPs), Prepaid Inpatient Health Plans (PIHPs) for Medicaid Specialty Services, and regional substance abuse agencies, the MDCH assures mental health and substance abuse services to children with serious emotional disturbance and their families. These contracts require services coordination and integration with key local children’s human services providers. MDCH has taken the lead for developing integrated substance abuse and mental health services for children with co-occurring disorders. Local CMHSP Directors participate as representatives to community human services interagency coordination groups known as Community Collaboratives.  

Michigan Family Independence Agency (FIA)


FIA is a centralized state agency responsible for providing child welfare, child protection, and delinquency services in the state. Services are provided through state offices at the county level. Service coordination policies are implemented through community interagency agreements and local office performance contracts. Local FIA directors participate as representatives to Community Collaboratives.

Michigan Circuit Court – Family Division

The Family Division of the Circuit Court has been phased in to replace the former Probate Court system. Child abuse and neglect and delinquency cases fall under the jurisdiction of the Circuit Court – Family Division. The Circuit Court – Family Division Judge or court administrators participate as representatives to Community Collaboratives. The State Court Administrative Office has been a key partner in developing and training for the blended funding initiative.

Michigan Department of Education (MDE)

MDE is a decentralized state agency responsible for assurance of education services in the state. This responsibility includes assurance of special education services as required by the Individuals with Disabilities Education Act. In conjunction with Intermediate School Districts (ISDs), local public school districts are responsible for regular and special education services coordination. Intermediate and local public school superintendents and/or special education directors participate as representatives to Community Collaboratives. Education representatives also serve as members of child and family services planning teams (wraparound), service level components of interagency individualized services initiatives.

At the state human services systems level, Michigan has incrementally intensified its focus on interdepartmental planning and program development. Under the new Governor, the Children’s Cabinet has been established and is convened by Governor Jennifer M. Granholm to work collaboratively to better support and serve Michigan’s children. The members of the Children’s Cabinet are the Directors of the Departments of Community Health, Labor and Economic Growth, the Family Independence Agency and the Superintendent of Public Instruction. The Children’s Action Network (CAN) has been appointed by the Children’s Cabinet to focus on universal prevention and early intervention services for children birth to age five. The CAN includes members of the Children’s Cabinet, members of the child advocacy community, and other key state governmental staff. The CAN brings together the Department Directors in human services – to work across state department boundaries to uplift children. Two major initiatives of the Children’s Cabinet and CAN are:

School-based Family Resources Centers: Governor Granholm has responded to the challenge of turning around Michigan schools that are not meeting their academic achievement goals with a two track strategy. The first track emphasizes improved leadership and professional development and better alignment of curriculum to state content guidelines in the “high priority” schools. The second track calls for the creation of School Based Family Resource Centers that will use a collaborative approach to improve human service delivery to school-aged children and their families. These Centers will serve as a “one stop shop” for family services located within or near a neighborhood school. Recognizing that services like health care, nutrition, and family support activities can have significant impact on education achievement, the Centers will help schools achieve their long-term goals of improved reading and math scores be improving services to families. The Centers will also promote greater parental involvement in education by linking human service delivery to the school environment. The Family Independence Agency is leading this effort. 

Project Great Start (PGS) is the Governor’s umbrella effort that seeks to coordinate the early childhood work of various public and private entities in Michigan to achieve common targets and measurable results. PGS will seek opportunities for synergy among the many early childhood programs and initiatives that exist in Michigan today and ways to eliminate needless duplication of services and competition for resources. Existing early childhood programs in Michigan that wish to identify themselves with Project Great Start are welcomed and asked to embrace cooperative action. PGS will work to see that more resources, public and private, are devoted to achieving an early childhood vision of “A Great Start for every child in Michigan: safe, healthy, and eager to succeed in school and in life.” and, in particular, will use the Children’s Cabinet and the Children’s Action Network (consisting of private entities, e.g. Michigan Association of Education of Young Children, Michigan’s Children, Michigan Child Care Coordinating Council, Council on Maternal and Child Health, etc.) to maximize the impact to reaching this vision. The Early Childhood Comprehensive System Project, which is funded by a federal Maternal and Child Health grant, is developing a strategic plan to assure a coordinated system of community resources and supports to assure the vision of a “Great Start” for every child. The Early Childhood Core Team, a group of state staff and local community representatives, and parents, is guiding the process.

In addition, several state interagency structures have been established to facilitate planning and coordination in the development and delivery of education, child welfare and children’s mental health services. These interagency administrative committees are steering cross-system activities in the implementation of Part C of IDEA, wraparound services for children and families, and the Blended Funding Workgroup. 

Child Care Expulsion Prevention (CCEP) programs provide trained early childhood mental health professionals who consult with children care providers and parents for children under the age of six who are experiencing behavioral and emotional challenges in their child care setting. CCEP aims to reduce expulsions and increase the number of families and child care providers who successfully nurture the social and emotional development of children ages 0-5 in licensed child care programs. These projects are a collaborative effort funded through the Family Independence Agency and the Michigan Department of Community Health and support cooperation with local community mental health agencies and the Michigan Community Coordinated Child Care Association.

At the community level, interagency administrative groups, counterparts to each of the aforementioned structures, serve to assure interagency planning and coordination. Of these various local committees, the most pivotal group is the Community Collaborative. All of Michigan’s 83 counties are served by a single county or multi-county local Community Collaborative which functions to oversee children's services planning and development. The local collaborative bodies are comprised of local public agency directors (public health, community mental health, Family Independence Agency [FIA], substance abuse agencies), family court judges, prosecutors, and families, private agencies and community representatives. 

Transition to Adult Services:  In late 1997, DCH and FIA began to explore strategies to identify approaches to enhance access to mental health services for youth served by the Michigan Network for Youth and Families. Staff involved in these discussions detailed a significant overlap of homeless and runaway youth issues and service barriers and the focus of transition services models. During FY98, FIA and DCH children’s and adult’s services staff reviewed national youth in transition models and released requests for CMHSP mental health services transition proposals. The request for proposals specifically requested models that:

· target youth with serious emotional disturbance 16 through 22 years of age;

· incorporate the wraparound individualized services planning approach; and 

· focus on interagency collaborative development of a seamless array of age appropriate services that provide transition linkages between children’s and adult’s mental health services systems, and provide linkages to education and vocational rehabilitation services.

The mental health youth to adult transition services project has the potential to bring significant revision to the local community mental health services structure. Current adult services eligibility policies do not recognize behavior disorders in individuals over the age of 18. These are frequent diagnoses in the late adolescent population. In addition, at the state and local levels, the pilots will be developed around a strength-based, individualized, person-centered services planning process, emphasizing service integration and collaboration. It is anticipated that blended efforts of the children’s and adult’s services systems will advance Michigan’s effort to develop interagency, integrated and seamless systems of care. In addition, DCH has developed a best practice document on transition services in conjunction with education and rehabilitation services. 
Juvenile Justice Diversion: In collaboration with the Family Independence Agency (FIA), the State Court Administrators Office, parents of children with SED, Community Mental Health Service Programs (CMHSPs), and a Circuit Court Family Division Judge, the DCH has created a model for juvenile justice diversion to occur at the local level. The mental health system, in cooperation with the local juvenile justice system, has a role to play at each stage in the adjudication process. Youth with mental health needs may be identified for diversion from the juvenile justice system at any point, including pre-adjudication (before formal charges are brought) or during the disposition process. Pre-adjudication diversion occurs at the point of contact with law enforcement officers and relies heavily on effective interactions between police and community mental health services. During the disposition process, youth may be screened and evaluated for the presence of serious emotional disturbance. After the determination of serious emotional disturbance is made, diversion may include negotiations with prosecutors, defense attorneys, community-based mental health providers, the local Family Independence Agency (FIA), and the courts to produce a community-based disposition in lieu of prosecution or as a condition of a reduction in charges. In the diversion process, youth and families would be linked to an array of community-based services. 

Since FY00, the Federal Mental Health Block Grant was made available to CMHSPs for the purpose of providing screening and assessment services for the juvenile justice population served by the local FIA and Circuit Court‑Family Division and to provide services to youth who are screened and assessed and determined to be in need of mental health services. For those CMHSPs that were already providing screening and assessment services, funding can be used for wraparound, home based services, or for innovative programming for the juvenile justice population currently served by the local Circuit Court‑Family Division or Family Independence Agency.

CMHSPs will partner with the local FIA and the juvenile justice system in diverting youth with serious emotional disturbance from the juvenile justice system. Family and youth input into the development and implementation of these services is required.

Criterion 3:
GOALS AND OBJECTIVES
	Goal 4:
	Maintain a statewide integrated children=s services system to provide comprehensive care to children with multiple services needs.

	Objective 1:
	To maintain or increase services to children with serious emotional disturbance who are involved with the juvenile justice system.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion III:
	Children’s Services.

	Brief Name:
	Children involved with juvenile justice

	Indicator 1:
	Percent of children who have involvement with the juvenile justice system.

	Measure:
	Numerator: The number of children served by the CMHSP system who have contact with the juvenile justice system.

Denominator:  The total number of children served by the CMHSP system. 

	Source of Information:
	CMHSP Data Reports, Michigan Level of Functioning Project, Performance Indicator Reports.

	Special Issues:
	Studies have indicated that 50-75% of children involved with the juvenile justice system have mental health needs, including serious emotional disturbance. CMHSPs should serve those that meet criteria for serious emotional disturbance and collaborative efforts such as the Mental Health Juvenile Justice Screening, Assessment and Diversion Projects should help to increase the number of youth with mental health needs being served. Continued collaboration between these systems will help those with the greatest needs receive the mental health services.   

	Significance:
	Monitoring the percentage of youth involved with juvenile justice will help to determine if youth with mental health needs involved with the juvenile justice system are accessing the CMHSP system.


	Indicator 4.1: 

% SED Youth Served with Juvenile Justice Involvement
	FY 2002

Actual


	FY 2003

Estimated


	FY 2004

Estimated
	%

Attained



	% Youth Involved with Juvenile Justice
	14.6%
	17.6%
	20.9%
	100%

	Numerator
	3,718
	4,852
	5,786
	

	Denominator
	25,464
	27,570
	27,682
	


	Status of Implementation:
	This objective has been achieved.


Criterion 4:
TARGETED SERVICES TO HOMELESS AND RURAL POPULATIONS
Population Description:  Michigan commissioned a study called, "The State of Homelessness in Michigan" which is supported by the Michigan Interagency Committee on Homelessness, a federally mandated entity comprised of representatives from all state agencies that provide homeless assistance programs. The 17-month study was released in June of 1995. The study attempted to estimate the numbers of homeless persons and families, and to survey homeless individuals and families presently provided services in order to gather demographic information and descriptive information regarding services involvement, including mental health services, substance abuse history, school involvement (for children), etc., both to identify what services homeless individuals and families are receiving and to identify what services they feel they need. The study was commissioned to provide baseline information to the state for planning purposes. The study estimates that there are 77,000 to 136,000 incidents of homelessness among school age children each year. 

Services Provided: The Michigan Department of Education (MDE) was awarded funding to provide approximately 25 special local Intermediate School District projects for outreach and support of homeless children to attend and be successful in school by providing tutorial services, transportation, and other related support services to families (case management).

Since FY95, annual appropriations, through the Family Independence Agency had maintained Michigan's 28 runaway programs and nine (9) homeless youth programs. This past year, 26 runaway programs and 13 homeless youth programs have been in place to meet the evolving needs of local communities. Since FY95, the State of Michigan and the Skillman Foundation have annually renewed their commitment to support the Michigan Network for Youth and Families (MNYF). The programs provide a variety of counseling services, case management, emergency shelter, support services, and 24-hour crisis intervention. Although, data is not available for specific diagnosis, it is assumed that a number of these children are SED and are being served within the MNYF programs on a short-term basis and referred for mental health services. Several MNYF agencies and CMHSPs have established relationships to facilitate services for mutual clients.  In these instances, MNYF programs are able to provide emergency crisis intervention and referral for the CMHSP, emergency respite services, or foster care and parent support groups.  The CMHSP is able to provide counseling and other services for MNYF clients with mental health needs. DCH continues to encourage the development of these relationships.  In late 1997, DCH and FIA began to explore strategies to identify approaches to enhance access to mental health services for youth served by the MNYF Programs. Staff involved in these discussions detailed a significant overlap of issues and service barriers presented by the needs of homeless and runaway youth and the focus of the transition services models. During FY98, FIA and DCH children's as well as adult's services staff reviewed national youth in transition models and released requests for CMHSP mental health services transition proposals. 

Policy Academy on Homeless Families and Children

Michigan currently has a Policy Academy on Homeless Families and Children with the vision of “All Michigan children and Families live with dignity and thrive in safe, affordable, and sustainable homes in supportive communities.” Goals of the Policy Academy on Homeless Families and Children are:

· Expanding the supply of and access to affordable and safe housing for homeless families, children, and youth.

· Strengthening and expanding efforts to prevent homelessness among families, children, and youth.

· Increasing awareness and utilization of “mainstream” services and community resources for homeless families, children, and youth.

· Increasing the quality of data and efficacy and impact of collaborative federal, state, and local planning for ending homelessness among families, children, and youth.

· Building a political agenda and public will to end homelessness for families, children, and youth.

As the Policy Academy on Homeless Families and Children continues to plan and develop strategies to end homelessness, this application will be updated and goals will be established to monitor this effort.

Rural Services

The majority of Michigan’s population lives in the 11 counties that are urban.  The remaining 72 counties are classified as rural.

Michigan has assured the availability of mental health services to all residents by requiring the full array of services in each CMHSP region.  Access standards related to timeliness and geographic availability are required by contract.  For office or site-based mental health services, the individual’s primary service providers must be within 30 miles or 30 minutes of the individual’s residence in urban areas, and within 60 miles or 60 minutes in rural areas. 

Housing and Homelessness Programs/Partnerships:  

Supportive Housing Program  (SHP) Partnership:  This program is in its 7th year of existence and has facilitated nearly 700 units of housing with another 200+ already in the pipeline.  Community coalitions exist in Allegan, Kent, Genesee, Washtenaw, Livingston, Traverse City-Benzie, Wayne and Kalamazoo counties.  Additional efforts have been initiated in Detroit, Ottawa County, and Sault Ste. Marie as the result of training and technical assistance through the partnership.  

Long Term Care Housing Workgroup:  Identified goals and work plan of this group is being carried out through the Division of Community Living.  The Centers for Medicare and Medicaid Services Nursing Home Transition Grant is a significant component of this plan.
Homeless Programs:  These programs consist largely of the PATH, Shelter Plus Care, and SHP grant programs in addition to a program of training and technical assistance made available to sub-grantees as well as other requesting parties (e.g., HUD-sponsored trainings; HUD-requested special assistance; CMH requests; MSHDA and CSH requests, etc.).  In addition DCH participates on the Michigan Interagency Committee on Homelessness (MICH).

-
PATH B:  This is a formula grant through SAMHSA intended to link persons with mental illness and at risk of homelessness with community-based resources and supports (including assistance with applications for income supports) to avoid becoming homeless.  It is delivered through the CMHSPs.  One-time financial assistance may also be available to recipients at risk of homelessness to mitigate the identified risk.

-
Shelter Plus Care B: This is an 11.7 million dollar program of Section 8-type housing options for homeless persons with disabilities.  The targeted disabilities include mental illness, substance abuse, HIV-Aids and/or developmental disability.  The initial HUD award came in 1992 and was the fourth largest in the nation with this newly established program.  Michigan continuously renews this grant and is viewed by HUD as one of the best practice examples for this kind of program.  HUD funding is provided for the housing subsidy.  The match requirement is the documentation of equivalent dollar value in supportive services to the participant population.

-
SHP Grant B: This program is funded by 1.3 million of the HUD funds made available to the state’s Continuum of Care (COC) Planning body. It involves a Shelter Plus Care type program of housing subsidies made available to community-based organizations (CBOs) struggling to respond to individuals/families in need but lacking organized community programs to do so.  DCH is the grantee and sub-grantees were determined via a request for proposal process available to any locality covered by MSHDA’s COC Plan. This grant is renewed every other year as long as affordable rental properties can be obtained.

Home Ownership:  DCH co-chairs a home ownership coalition for Persons With Disabilities.  The goal is to enable PWD or families with a member(s) with disabilities (and typically low or very low income) to qualify for a mortgage and ultimately purchase a permanent home of their own.  Mortgage products pursued are those through community lenders willing to absorb the higher than ordinary risk, MSHDA loans, RDA loans, and the Fannie Mae Home Choice program, which Michigan helped to pilot.  Coalition members/partners are CBOs assisting potential borrowers, lenders, MSHDA, Rural Development, Fannie Mae, PWD, advocates and DCH supportive housing staff.  Down payment assistance (DPA) is available through MSHDA (up to 5K for qualifying borrowers for DPA and closing costs).  Approximately 90 families have achieved homeownership over the last nine years with total home values approximately $4 million. 

HOPWA:   DCH is the grantee for the state funds for Housing Assistance for Persons with Aids.  This program is administered through the Aids Care Consortia affiliated with the local public health systems of service.  The FY03 award was $884,000; of which $330,000 has been used to fund two year certificates, which can offset the housing related costs incurred by a person living with HIV/Aids.  A total of 896 persons received housing assistance through the HOPWA program.

Michigan Team:  The Michigan Team was formed approximately eight years ago.  It grew out of the need to form a state delegation to participate in an invitation-only forum on how to address housing needs for persons with SMI and SA.  Representatives from MSHDA’s executive and special needs housing sections participated along with representatives from MDCH, a representative from SA, consumer relations, and the private sector.  The Michigan Team resolved to pursue ideas generated from this forum, met on a periodic basis, and quickly saw the link to goals and activities in other arenas.  The Michigan Team now is an interagency group, with representatives from several program areas of MSHDA (homeless, community development, tax credits, special needs, executive office, etc.), FIA, DCH, Corporation for Supportive Housing (CSH), and as needed, other areas of the public service systems.  Aside from CSH, the private sector gets included using a focused consultation model.  Several accomplishments have resulted from this effort:

-
Low Income Housing Tax Credit Program:  Special Needs Points.  The Tax Credit program has been amended to offer bonus points for development proposals, which commit to house persons with special needs conditions within their projects.  This initiative seeks to facilitate integrated housing options for the special needs populations and foster collaborative arrangements with housing developers and human services systems and providers.  Approximately 200 units of supportive housing are created each year.

-
Section 8 Program expansions and modifications.  Several hundred Section 8 certificates/vouchers have been obtained in Michigan through targeted advocacy with housing agencies eligible to request them.  Additionally, MSHDA has both requested additional subsidies benefiting the special needs population, and had amended its Administration Plan for its existing portfolio to include such provisions as “preferences,” project-based designations, and reservations for organizations/developments benefiting the special needs populations.

-
CSH/DCH/MSHDA Supportive Housing Program expansion/problems resolution.  This previously discussed program is managed and discussed as a Michigan Team project.

-
Plans for the education, training technical assistance and skills building of the essential stakeholders for the programs are planned here.  Targeted audiences include CMH, housing developers, housing agencies, case managers/care coordinators, FIA workers, non-profit organizations, other service providers, lenders/funders, property managers, community consortia, the annual Affordable Housing Conference, etc.

· Other issues  include additional strategies to close the gap between the supply of affordable/accessible housing and the housing needy funding efficiencies and the prudent use of the available funds for housing.  This includes the DCH review and technical assistance provided for HUD Section 811 and 202 proposals for funding received in the Grand Rapids and Detroit offices.

-
MSHDA has established a goal of closing the housing gap for individuals most in need. This includes all persons who are constituents of DCH.  The Michigan Team advises MSHDA on issue areas; needs analyses; problems needing resolution, etc., in pursuit of this goal.  One noteworthy example can be found in MSHDA’s Retrofit Program, whereby MSHDA made funds available to owners of MSHDA-financed housing to improve the barrier-free and physical accessibility accommodations available.  Efforts are intended to result in an increase in the number of such units available.

Other:  Inspections, costs estimations and advising the Children’s Waiver Program, homeownership efforts and assisting housing-troubled citizens, thereby mitigating the risk of their becoming users of or increasing the utilization of/dependence on the systems of care as the result of housing-related crises are among the other activities of the program.  This includes management of the Revolving Consumer Loan Fund (which has loaned over $250,000 to 160 persons since 1994) and assuring that housing issues cited by the Dignified Lifestyles Program receive follow-up attention. Additionally, DCH staff provides assistance to approximately 500 families per year to access community resources through our Community Living and Long Term Care Planning Division.

Other Housing Resources

Michigan receives annual housing allocations under several federal Housing and Urban Development (HUD) programs, mainly to serve families in communities that do not receive their own allocations under these same programs.  The Michigan Consolidated Plan describes the plan for these funds and is available through the Michigan State Housing Development Authority (MSHDA).  MDCH consults with MSHDA in this planning process to assure that persons with disabilities are involved in the planning process.
Michigan was allocated $44,600,000 in Community Development Block Grant (CDBG) funding in 2004.  Out of this grant, $10,305,500 is allocated to housing, administered by MSHDA.  This money is reallocated to cities and counties that do not receive their own CDBG allocations through a competitive grant process. Communities are providing a wide variety of housing programs that serve children and families through this source of funds.  CDBG funds of $32,916,500 are reserved for economic development and infrastructure improvements that benefit low and moderate income people.

Michigan also was allocated $26,169,152 in HOME funds in 2004, again administered by MSHDA. This money is reallocated to developers of safe, affordable housing, for families who wish to rent or become homeowners. Through a partnership between MDCH and the Corporation for Supportive Housing some of this allocation is designated for Supportive Housing Demonstration projects mentioned above.  Through this program, an emphasis is put on developing, safe affordable housing for families with extremely low incomes.

Michigan also received $2,613,000 in Emergency Shelter Grant funding in 2004, again administered by MSHDA. This allocation provides resources for existing shelters, transitional housing, permanent housing and essential services to homeless individuals and families. Local community groups collaborate to identify and rank need.

Criterion 4:
GOALS AND OBJECTIVES
	Goal 5:
	Continue to implement programs for runaway and homeless youth.

	Objective 1:
	In FY2004, the Family Independence Agency will maintain runaway programs and homeless youth initiatives.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion IV:
	Targeted Services to Rural and Homeless Populations.

	Brief Name:
	Homeless and Runaway Youth Network.

	Indicator 1:
	Programs that exist to meet the needs of youth that run away or are homeless.

	Measure:
	Number of programs to meet the needs of youth that run away or are homeless.

	Source of Information:
	Family Independence Agency.

	Special Issues:
	In a 1995 report (the most recent homelessness study in Michigan) on the youth served by Michigan Network for Youth and Families (MNYF) programs, over 2,000 reported depression; 1,318 indicated loss or grief; 992 reported being abandoned; 735 were treated as suicidal; 694 displayed behavioral disorders; 454 had family mental health problems. Although, data is not available for specific diagnosis, it is assumed that a number of these children are SED and are being served within MNYF programs on a short-term basis and referred for mental health services. Because of their transient “homeless” lifestyle, it is difficult to consistently track and document service needs and service outcomes for this population. Several MNYF agencies and CMHSPs have established relationships to facilitate services for mutual clients. DCH continues to encourage the development of these relationships.

	Significance:
	Runaway and homeless youth programs to address the specific needs of homeless youth are crucial to keeping youth from engaging in delinquent activities and will likely lead to a more stable future.


	Indicator 5.1:

Homeless and Runaway Youth Network
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Actual
	%

Attained



	Value: # of programs
	39
	39
	39
	100%


	Status of Implementation:
	This objective has been achieved.


	Goal 5:
	Continue to implement programs for runaway and homeless youth.

	Objective 2:
	To maintain or increase the rate of children with serious emotional disturbance receiving case management services in rural settings, based upon the FY2003 actual rate.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion IV:
	Targeted Services to Rural and Homeless Populations.

	Brief Name:
	Rural case management.

	Indicator 2:
	Percentage of children receiving case management services in rural settings.

	Measure:
	Numerator: The number of children (rural) diagnosed with serious emotional disturbance who received case management services during the fiscal year.

Denominator: The number of children (rural) and their families who received substantial amounts of mental health related public funds or services during the fiscal year.

	Source of Information:
	CMHSP Budget reports, CMHSP Data reports.

	Special Issues:
	The managed care contract requires case management services as an essential element in all participating contractors service arrays. Case management may be provided as a single service through community mental health or may be provided under home-based services as part of a package of treatment services for the child and family, or as part of wraparound services. 

	Significance:
	The percentage of children with serious emotional disturbance receiving case management services indicate that community-based services continue to be provided, thus reducing the need for more restrictive out-of-home placements.


	Indicator 5.2:

Rural Case Management
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Estimated
	%

Attained



	Value: % of children rec. svc.
	41%
	41%
	41%
	100%

	Numerator
	4,219
	5,458
	5,680
	

	Denominator
	10,268
	13,283
	13,998
	


	Status of Implementation:
	This objective has been achieved.


Criterion 5:
MANAGEMENT SYSTEMS
During FY04, block grant allocations were provided as identified in the following chart. 

	 FY04 BLOCK GRANT ALLOCATIONS

	SERVICE PROVISION
	AMOUNT
	PERCENTAGE

	ADMINISTRATIVE EXPENSES
	$123,083.00
	2.7%

	DETROIT-WAYNE CMHSP CHILDRENS*
	 $9,123.00
	0.2%

	CHILDREN'S WRAPAROUND SERVICES
	$1,531,167.00
	33.5%

	CHILDREN'S EVALUATION/TRAINING
	$451,518.00
	9.9%

	PARENT SUPPORT SERVICES
	$119,199.00
	2.6%

	CHILDREN'S RESPITE SERVICES
	$414,606.00
	9.1%

	TRANSITION SERVICES
	$205,000.00
	4.5%

	JUVENILE JUSTICE DIVERSION PILOTS
	$1,009,657.00
	22.1%

	TO BE ALLOCATED IN FY05
	$711,342.00
	15.5%

	CHILDREN’S SERVICES AWARD
	 $4,574,695.00
	100.00%


*
DETROIT-WAYNE CMHSP CHILDREN’S IS ACTUALLY $1,043,582, BUT WAS FUNDED PRIMARILY WITH FY03 FUNDS.

	ACMH FAMILY ADVOCACY PROJECT
	MACOMB RESPITE

	ALLEGAN RESPITE
	MACOMB JUVENILE JUSTICE

	ALLEGAN JUVENILE JUSTICE
	MANISTEE-BENZIE RESPITE

	ALLEGAN WRAPAROUND
	MANISTEE-BENZIE WRAPAROUND

	AUSABLE RESPITE
	MILES CONSULTING

	AUSABLE WRAPAROUND
	MONROE RESPITE

	BARRY RESPITE
	MONROE JUVENILE JUSTICE

	BARRY COUNTY JUVENILE JUSTICE
	MONROE TRANSITION

	BAY ARENAC RESPITE
	MONROE WRAPAROUND

	BAY-ARENAC JUVENILE JUSTICE
	MONTCALM RESPITE

	BERRIEN RESPITE
	MPHI - BLENDING FUNDING INITIATIVE-SW

	CEI RESPITE
	MPHI - FAMILY-CENTERED PRACTICE

	CEI JUVENILE JUSTICE
	MUSKEGON RESPITE

	CEI TRANSITION
	N. MICHIGAN JUVENILE JUSTICE DIVERSION

	CEI WRAPAROUND
	N. MICHIGAN WRAPAROUND

	CENTRAL MICHIGAN RESPITE
	NEIL BROWN CONSULTING

	CENTRAL MICHIGAN JUVENILE JUSTICE
	NEWAYGO RESPITE

	CENTRAL MICHIGAN WRAPAROUND
	NORTH COUNTRY RESPITE

	COPPER COUNTRY RESPITE
	NORTHEAST RESPITE

	COPPER COUNTRY JUVENILE JUSTICE
	NORTHERN LAKES RESPITE

	DETROIT-WAYNE RESPITE
	NORTHERN LAKES WRAPAROUND

	DETROIT-WAYNE CHILD
	NORTHPOINTE RESPITE

	EMU LOF PROJECT
	NORTHPOINTE JUVENILE JUSTICE

	GENESEE RESPITE
	NORTHPOINTE WRAPAROUND

	GENESEE JUVENILE JUSTICE
	OAKLAND RESPITE

	GENESEE TRANSITION 
	OTTAWA RESPITE

	GENESEE WRAPAROUND
	PATHWAYS RESPITE

	GOGEBIC RESPITE
	PATHWAYS  WRAPAROUND

	GRATIOT RESPITE
	PATHWAYS JUVENILE JUSTICE

	GRATIOT JUVENILE JUSTICE
	PINES RESPITE

	GRATIOT WRAPAROUND
	SAGINAW RESPITE

	HIAWATHA RESPITE
	SANILAC RESPITE

	HIAWATHA WRAPAROUND (E.U.P.)
	SANILAC JUVENILE JUSTICE

	HURON RESPITE
	SHIAWASSEE RESPITE

	IONIA RESPITE
	SHIAWASSEE WRAPAROUND

	IONIA JUVENILE JUSTICE
	ST CLAIR JUVENILE JUSTICE

	IONIA WRAPAROUND
	ST CLAIR TECHNICAL ASSISTANCE

	KALAMAZOO RESPITE
	ST JOSEPH WRAPAROUND

	KALAMAZOO JUVENILE JUSTICE
	ST. CLAIR RESPITE

	KALAMAZOO WRAPAROUND
	ST. JOSEPH RESPITE

	KENT RESPITE
	SUMMIT POINTE RESPITE

	KENT JUVENILE JUSTICE
	SUMMIT POINTE JUVENILE JUSTICE

	LAPEER RESPITE
	SUMMIT POINTE WRAPAROUND

	LAPEER WRAPAROUND
	TUSCOLA RESPITE

	LENAWEE RESPITE
	VAN BUREN RESPITE

	LENAWEE WRAPAROUND
	VAN BUREN WRAPAROUND

	LIFEWAYS RESPITE
	VROON VANDENBERG CONSULTING

	LIFEWAYS JUVENILE JUSTICE
	WASHTENAW RESPITE

	LIFEWAYS WRAPAROUND
	WASHTENAW WRAPAROUND

	LIVINGSTON RESPITE
	WEST MICHIGAN RESPITE

	LIVINGSTON FAMILY-CENTERED PRACTICE
	WEST MICHIGAN WRAPAROUND

	LIVINGSTON JUVENILE JUSTICE
	WOODLANDS RESPITE

	LIVINGSTON WRAPAROUND
	


Funds for FY04 are targeted for continued development of those intensive, community-based services that are alternatives between outpatient and inpatient services.  Wraparound services continuation and support is the major area of focus for several reasons: 1) it provides an individually designed set of services responsive to needs; 2) it employs an intersystem/ integrated approach to "wrapping" the services around the child and family, thus it is a means to forge integrated services for children; and 3) this service has been effective in preventing unnecessary psychiatric hospitalization or residential treatment and/or in returning children home from these placements. During FY04, Michigan continued block grant funding for 26 wraparound services, and support respite services initiatives for all 47 CMHSPs. Eleven collaborative projects addressing juvenile justice diversion of youth with SED began late in FY00, 8 additional projects were funded in FY01, and 3 more were added in FY02 to bring the total to 22 projects covering 25 counties. Twenty-one projects are continuing in FY04. The three Transition Services pilots that began in FY99 continue to be funded in FY04. Block Grant dollars were also directed to training in wraparound and family-centered services. Funds were also used to continue support for six regional parent/support group activities and parent involvement in systems planning. Lastly, one state level staff position is funded to (as it relates to children): 1) coordinate the planning process required by P.L. 102-321; 2) provide oversight of the Mental Health Block Grant, and 3) provide technical assistance to CMH regarding home-based services and respite services.
Staff Development:  For the past six years, training on development and delivery of the community-based services has been a major focus, not only for pilot project demonstration site staff but also for other staff of CMHSPs, Family Independence Agency (FIA), juvenile courts, and schools statewide, in order to support continued development of these models in Michigan. A diverse statewide children’s services training agenda has targeted enhancement of community capacity to plan and provide culturally competent wraparound, home-based, and respite services. These trainings focused on strength-based assessments and a family-centered approach. This comprehensive training strategy, continued since FY96, focuses on building on families strengths and working with families in the community. Training of staff to deliver family-centered, culturally sensitive services is a major priority of DCH. Family trainers, parents or family members of children with serious emotional disturbance, are incorporated in trainings provided to staff both as participants and as trainers. Family trainers are past recipients of services and provide a critical perspective in the training sessions.

DCH has continued to convene wraparound roundtable meetings. These regional meetings for wraparound resource coordinators are designed to provide a forum for sharing information and for brainstorming barriers. In the largely urban southeast region of the state, CMHSP respite services program administrators have adopted this roundtable concept. The respite roundtable participants now include parents and family advocates, as well as local and state level children’s services staff. These forums focus on service capacity and skill development in the context of family-centered best practices. The contract with CMHSPs requires contractors to assure that staff receive person/family-centered planning (PCP) training. DCH has contracted for the development of an individualized family-centered services curriculum based on the principles of wraparound services planning. This combined training curriculum has been used to meet the staff development needs of CMHSP staff and at the same time satisfy the PCP training requirements.

An interagency effort to establish a universal family assessment and plan of service model for use by local community level human services systems reached the implementation stage during FY98 with the selection of four communities to pilot intersystem assessment and plans of service processes. In FY00, two of the communities developed and secured agreement from the various partner agencies, to use a common assessment and plan of service. Pilot sites are asked to assure 30% to 50% of the members of site planning committees for the initiative are parents or family members.  As part of the state level effort to assist communities in adapting a family-centered model, parent and professional trainers facilitate implementation of a training curriculum across child-serving systems designed by the local planning committees. The curriculum design is based on the results of a self-assessment of training needs based on a survey of staff and consumers familiar with focus of the pilot project. During FY99, each community pilot established the local committee to do the self-assessment of the level of family-centered practice and state level parent and staff coaches have assisted sites with the self-assessment process. During FY00 and FY01, family-centered training occurred at the four pilot sites based on their local assessment and plan. In FY01, three additional pilot sites were selected to participate in the project for FY02 and FY03. One result of the pilot, which ended October 31, 2003, is an effort to develop a parent leadership training institute.  Additionally, a national consultant, John O'Brien was brought to Michigan for a strategic planning meeting on FCP and how it might be moved forward in Michigan.  The recommendations are now being prioritized for follow-up action.

DCH has used Federal Mental Health Block Grant funds to continue cultural diversity awareness and cultural competence training as an element of the overall home and community-based services support and development effort and expand training to emergency services personnel. Cultural competence is emphasized for the family-centered training being completed in Michigan and has expanded beyond ethnicity and race to respecting a person’s economic status, living situation, and family culture. Some training, such as the wraparound conference has included paramedics. Since the contract between CMHSPs and DCH requires coordination between CMHSPs and a consumer’s physician, communication and education occurs informally about each consumer. Additionally, since CMHSPs are required to provide 24-hour emergency services, including some interventions that occur in the community (such as hospital emergency rooms), education often is being provided by CMHSPs on an informal, and sometimes formal, basis.

Criterion 5:
GOALS AND OBJECTIVES
	Goal 6


	Increase the knowledge and skills of children’s services staff and parents regarding coordinated, family-centered, community based services.

	Objective 1:
	To maintain or expand the number of parents and professionals trained in family-centered community-based services.

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion V:
	Management Systems.

	Brief Name:
	Family-Centered Training.

	Indicator 1:
	Number of parents and professionals attending family-centered trainings.

	Measure:
	Count of parents and professionals attending family-centered trainings.

	Source of Information:
	Attendance lists from training coordinators, counts collected by training coordinators.

	Special Issues:
	Based on feedback from Family-Centered Practices training pilots done in FY97, DCH began work to develop a curriculum that serves to provide basic wraparound services training as well as the primary concepts of Family-Centered Practice. A frequent observation of staff participating in the FY97 trainings described the similarities of these two services planning structures. In addition, the revision to the Mental Health Code requiring CMHSPs to utilize the person-centered planning approach necessitated expediting the related training availability. It was therefore necessary to revisit the curriculum development phase of this project. Training for staff to MPCBs on “Making Room at the Table” has also provided. This curriculum addresses the incorporation of parents in policy making groups, a primary function of MPCBs. Lastly, in FY99, with grant support from the National Resource Coalition of America and the Robert Wood Johnson Foundation, four communities were selected to pilot family-centered training across all systems and sectors serving children and families. Three additional communities were selected in FY01. Each community designs its family‑centered training with state assistance, based on an assessment of the level of family-centered practice in the community. Michigan is building on this effort – both within the mental health system and in the other systems to incorporate FCP as the way of doing business.

	Significance:
	The number of parents and professionals trained in family-centered practice is an important indicator related to the provision and advocacy of individualized services focused at meeting the needs for children and their families.


	Indicator 6.1:

Family-Centered Training
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Actual
	%

Attained



	Value: # of persons trained
	2,550
	3,339
	3,435
	100%


	Status of Implementation:
	This objective has been achieved.


	Goal 6:
	Increase the knowledge and skills of children’s services staff and parents regarding coordinated, family-centered, community based services.

	Objective 2:
	To support involvement of parents and youth in statewide planning and monitoring groups. 

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion V:
	Management Systems.

	Brief Name:
	Parental Involvement.

	Indicator 2:
	Number of groups in which parents and youth are involved.

	Measure:
	Count of groups in which parents and youth are involved.

	Source of Information:
	Meeting minutes, report of coordinating staff.

	Special Issues:
	Collaborative groups at the state level have made significant attempts to increase parent and youth involvement in planning and monitoring groups such as the Wraparound Steering Committee, State Interagency Coordinating Council for Early On Infants and Toddlers, and the TAG Team. Parents and youth are reimbursed for expenses and supported to attend these meetings. Continued efforts to accommodate parents and youth will hopefully increase attendance and input by parents and youth.

	Significance:
	Parent and youth involvement in planning and monitoring of services is crucial to helping the state to design and implement services that will be family friendly and supportive of the needs of families and youth. Parents and youth offer perspectives to the group that professionals fail to realize.


	Indicator 6.2:

Parental Involvement
	FY 2002

Actual
	FY 2003

Actual
	FY 2004

Estimated
	%

Attained

	Value: # of groups with parents/youth
	7
	7
	7
	100%


	Status of Implementation:
	This objective has been achieved.


	Goal 7:
	To utilize the Mental Health Block Grant to support family-centered, community-based services.

	Objective 1:
	To allocate 95% of children’s federal Mental Health Block support innovative, family-centered, community-based services for children and families.   

	Population:
	Children diagnosed with serious emotional disturbance.

	Criterion V:
	Management Systems.

	Brief Name:
	Federal Block Grant Allocation.  

	Indicator 1:
	Percent of allocation of Mental Health Block Grant towards innovative, family-centered, community-based services for children and families.

	Measure:
	Numerator: Annual total block grant funds used to support innovative, family-centered, community-based services for children and families.

Denominator: Annual total federal mental health block grant allocated for children with serious emotional disturbance.

	Source of Information:
	Annual Block Grant Spending Plan.

	Special Issues:
	Mental Health Block Grant Funds for FY04 are targeted for continued development of those intensive, community-based services that are alternatives between outpatient and inpatient services. Wraparound services continuation and support is the major area of focus for several reasons: 1) it provides an individually designed set of services responsive to needs; 2) it employs an intersystem/integrated approach to "wrapping" the services around the child and family, thus it is a means to forge integrated services for children; and 3) the program, has been effective in preventing unnecessary psychiatric hospitalization or residential treatment and/or in returning children home from these placements. Funds also were used to continue support for parent/support group activities and parent involvement in systems planning.  Lastly, one state level staff position is funded to (as it relates to children): 1) coordinate the planning process required by P.L. 102-321; 2) oversee children’s Mental Health Block Grant, and 3) provide technical assistance to CMH to meet the standards of enrollment to provide home-based services.

	Significance:

	The Mental Health Block Grant-Children’s portion is intended to support family-centered, community-based services for children and families and this indicator demonstrates that these services are supported.


	Indicator 7.1:

Children’s Block Grant Allocation to Innovative Services
	FY 2002

Actual


	FY 2003

Actual


	FY 2004

Actual
	%

Attained



	Value: % of Allocation of MHBG 
	96%
	96%
	96%
	100%

	Numerator
	$4,435,287
	$4,239,153
	$4,394,412
	

	Denominator
	$4,601,908
	$4,413,993
	$4,574,695
	


	Status of Implementation:
	This objective has been achieved.
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