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Start Year 2016

End Year 2017

Plan Year

Number 113704139

Expiration Date 9/30/2016

State SAPT DUNS Number

Agency Name Michigan Department of Health and Human Services

Organizational Unit Behavioral Health and Developmental Disabilities Administration

Mailing Address 320 S. Walnut Street, 5th Floor

City Lansing

Zip Code 48913

I. State Agency to be the SAPT Grantee for the Block Grant

First Name Thomas

Last Name Renwick

Agency Name Michigan Department of Health and Human Services

Mailing Address 320 S. Walnut Street, 5th Floor

City Lansing

Zip Code 48913

Telephone 517-373-2568

Fax 517-335-5376

Email Address renwickt@michigan.gov

II. Contact Person for the SAPT Grantee of the Block Grant

Number 113704139

Expiration Date 9/30/2016

State CMHS DUNS Number

Agency Name Michigan Department of Health and Human Services

Organizational Unit Behavioral Health & Developmental Disabilities Administration

Mailing Address 320 S. Walnut Street, 5th Floor

City Lansing

Zip Code 48913

I. State Agency to be the CMHS Grantee for the Block Grant

First Name Thomas

Last Name Renwick

Agency Name Michigan Department of Health and Human Services

Mailing Address 320 S. Walnut Street, 5th Floor

II. Contact Person for the CMHS Grantee of the Block Grant

State Information

State Information
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City Lansing

Zip Code 48933

Telephone 517-373-2568

Fax 517-335-5376

Email Address renwickt@michigan.gov

From

To

III. State Expenditure Period (Most recent State expenditure period that is closed out)

Submission Date 8/31/2015 12:55:50 PM 

Revision Date 5/3/2016 11:30:37 AM 

IV. Date Submitted

First Name Karen

Last Name Cashen

Telephone (517) 335-5934

Fax (517) 335-5376

Email Address cashenk@michigan.gov

V. Contact Person Responsible for Application Submission

Footnotes: 

Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 2 of 291



Fiscal Year 2016

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administrations

Funding Agreements
as required by

Substance Abuse Prevention and Treatment Block Grant Program
as authorized by

Title XIX, Part B, Subpart II and Subpart III of the Public Health Service Act
and

Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart II of the Public Health Service Act

Section Title Chapter

Section 1921 Formula Grants to States 42 USC § 300x-21 

Section 1922 Certain Allocations 42 USC § 300x-22 

Section 1923 Intravenous Substance Abuse 42 USC § 300x-23 

Section 1924 Requirements Regarding Tuberculosis and Human Immunodeficiency Virus 42 USC § 300x-24 

Section 1925 Group Homes for Recovering Substance Abusers 42 USC § 300x-25 

Section 1926 State Law Regarding the Sale of Tobacco Products to Individuals Under Age 18 42 USC § 300x-26 

Section 1927 Treatment Services for Pregnant Women 42 USC § 300x-27 

Section 1928 Additional Agreements 42 USC § 300x-28 

Section 1929 Submission to Secretary of Statewide Assessment of Needs 42 USC § 300x-29 

Section 1930 Maintenance of Effort Regarding State Expenditures 42 USC § 300x-30 

Section 1931 Restrictions on Expenditure of Grant 42 USC § 300x-31 

Section 1932 Application for Grant; Approval of State Plan 42 USC § 300x-32 

Section 1935 Core Data Set 42 USC § 300x-35 

Title XIX, Part B, Subpart III of the Public Health Service Act

Section 1941 Opportunity for Public Comment on State Plans 42 USC § 300x-51 

Section 1942 Requirement of Reports and Audits by States 42 USC § 300x-52 

Section 1943 Additional Requirements 42 USC § 300x-53 

State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [SA]
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Section 1946 Prohibition Regarding Receipt of Funds 42 USC § 300x-56 

Section 1947 Nondiscrimination 42 USC § 300x-57 

Section 1953 Continuation of Certain Programs 42 USC § 300x-63 

Section 1955 Services Provided by Nongovernmental Organizations 42 USC § 300x-65 

Section 1956 Services for Individuals with Co-Occurring Disorders 42 USC § 300x-66 
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

Note: Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the 
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is 
the case, you will be notified.

As the duly authorized representative of the applicant I certify that the applicant: 

Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds 
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project 
described in this application.

1.

Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized 
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish 
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

2.

Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the 
appearance of personal or organizational conflict of interest, or personal gain.

3.

Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.4.

Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §§4728-4763) relating to prescribed standards for merit 
systems for programs funded under one of the nineteen statutes or regulations specified in Appendix A of OPM’s Standard for a 
Merit System of Personnel Administration (5 C.F.R. 900, Subpart F).

5.

Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights 
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education 
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685- 1686), which prohibits discrimination on the basis of sex; (c) 
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of 
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §§6101-6107), which prohibits discrimination on the basis 
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis 
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health 
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient 
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non- discrimination in the sale, 
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for Federal 
assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the application.

6.

Will comply, or has already complied, with the requirements of Title II and III of the Uniform Relocation Assistance and Real Property 
Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or whose property 
is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real property acquired 
for project purposes regardless of Federal participation in purchases.

7.

Will comply with the provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities of 
employees whose principal employment activities are funded in whole or in part with Federal funds.

8.

Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C. 
§276c and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327- 333), regarding labor standards 
for federally assisted construction subagreements.

9.

Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of 1973 
(P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood insurance 
if the total cost of insurable construction and acquisition is $10,000 or more.

10.

Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental quality 
control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b) notification 
of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood hazards in 
floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management program 
developed under the Costal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions to State 
(Clear Air) Implementation Plans under Section 176(c) of the Clear Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.); (g) 

11.
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protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and (h) 
protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential 
components of the national wild and scenic rivers system.

12.

Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as 
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic 
Preservation Act of 1974 (16 U.S.C. §§ 469a-1 et seq.).

13.

Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities 
supported by this award of assistance.

14.

Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the 
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of 
assistance. 16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §§4801 et seq.) which prohibits the use of 
lead based paint in construction or rehabilitation of residence structures.

15.

Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.16.

Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this 
program.

17.
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LIST of CERTIFICATIONS

1. CERTIFICATION REGARDING LOBBYING

Title 31, United States Code, Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and 
financial transactions," generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) 
funds for lobbying the Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative 
agreement. Section 1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must 
disclose lobbying undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative 
agreements EXCEEDING $100,000 in total costs (45 CFR Part 93). By signing and submitting this application, the applicant is providing 
certification set out in Appendix A to 45 CFR Part 93.

2. CERTIFICATION REGARDING PROGRAM FRAUD CIVIL REMEDIES ACT (PFCRA)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and 
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims 
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply 
with the Department of Health and Human Services terms and conditions of award if a grant is awarded as a result of this application.

3. CERTIFICATION REGARDING ENVIRONMENTAL TOBACCO SMOKE

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any 
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, day care, early 
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal 
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also 
applies to children’s services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal 
funds. The law does not apply to children’s services provided in private residence, portions of facilities used for inpatient drug or 
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC 
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each 
violation and/or the imposition of an administrative compliance order on the responsible entity.

The authorized official signing for the applicant organization certifies that the applicant organization will comply with the requirements 
of the Act and will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined 
by the Act. The applicant organization agrees that it will require that the language of this certification be included in any sub-awards 
which contain provisions for children’s services and that all sub-recipients shall certify accordingly.

The Department of Health and Human Services strongly encourages all grant recipients to provide a smoke-free workplace and 
promote the non-use of tobacco products. This is consistent with the DHHS mission to protect and advance the physical and mental 
health of the American people.

I hereby certify that the state or territory will comply with Title XIX, Part B, Subpart II and Subpart III of the Public Health Service (PHS) Act, as amended, and 
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary 
for the period covered by this agreement.

I also certify that the state or territory will comply with the Assurances Non-Construction Programs and Certifications summarized above.

Name of Chief Executive Officer (CEO) or Designee: Rick Snyder  

Signature of CEO or Designee1:    

Title: Governor Date Signed:  

mm/dd/yyyy

1If the agreement is signed by an authorized designee, a copy of the designation must be attached. 
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Footnotes: 
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Fiscal Year 2016

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administrations

Funding Agreements
as required by

Community Mental Health Services Block Grant Program
as authorized by

Title XIX, Part B, Subpart II and Subpart III of the Public Health Service Act
and

Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart II of the Public Health Service Act

Section Title Chapter

Section 1911 Formula Grants to States 42 USC § 300x 

Section 1912 State Plan for Comprehensive Community Mental Health Services for Certain Individuals 42 USC § 300x-1 

Section 1913 Certain Agreements 42 USC § 300x-2 

Section 1914 State Mental Health Planning Council 42 USC § 300x-3 

Section 1915 Additional Provisions 42 USC § 300x-4 

Section 1916 Restrictions on Use of Payments 42 USC § 300x-5 

Section 1917 Application for Grant 42 USC § 300x-6 

Title XIX, Part B, Subpart III of the Public Health Service Act

Section 1941 Opportunity for Public Comment on State Plans 42 USC § 300x-51 

Section 1942 Requirement of Reports and Audits by States 42 USC § 300x-52 

Section 1943 Additional Requirements 42 USC § 300x-53 

Section 1946 Prohibition Regarding Receipt of Funds 42 USC § 300x-56 

Section 1947 Nondiscrimination 42 USC § 300x-57 

Section 1953 Continuation of Certain Programs 42 USC § 300x-63 

Section 1955 Services Provided by Nongovernmental Organizations 42 USC § 300x-65 

Section 1956 Services for Individuals with Co-Occurring Disorders 42 USC § 300x-66 

State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [MH]
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

Note: Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the 
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is 
the case, you will be notified.

As the duly authorized representative of the applicant I certify that the applicant: 

Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds 
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project 
described in this application.

1.

Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized 
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish 
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

2.

Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the 
appearance of personal or organizational conflict of interest, or personal gain.

3.

Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.4.

Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §§4728-4763) relating to prescribed standards for merit 
systems for programs funded under one of the nineteen statutes or regulations specified in Appendix A of OPM’s Standard for a 
Merit System of Personnel Administration (5 C.F.R. 900, Subpart F).

5.

Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights 
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education 
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685- 1686), which prohibits discrimination on the basis of sex; (c) 
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of 
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §§6101-6107), which prohibits discrimination on the basis 
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis 
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health 
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient 
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non- discrimination in the sale, 
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for Federal 
assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the application.

6.

Will comply, or has already complied, with the requirements of Title II and III of the Uniform Relocation Assistance and Real Property 
Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or whose property 
is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real property acquired 
for project purposes regardless of Federal participation in purchases.

7.

Will comply with the provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities of 
employees whose principal employment activities are funded in whole or in part with Federal funds.

8.

Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C. 
§276c and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327- 333), regarding labor standards 
for federally assisted construction subagreements.

9.

Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of 1973 
(P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood insurance 
if the total cost of insurable construction and acquisition is $10,000 or more.

10.

Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental quality 
control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b) notification 
of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood hazards in 
floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management program 
developed under the Costal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions to State 
(Clear Air) Implementation Plans under Section 176(c) of the Clear Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.); (g) 

11.
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protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and (h) 
protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential 
components of the national wild and scenic rivers system.

12.

Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as 
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic 
Preservation Act of 1974 (16 U.S.C. §§ 469a-1 et seq.).

13.

Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities 
supported by this award of assistance.

14.

Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the 
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of 
assistance. 16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §§4801 et seq.) which prohibits the use of 
lead based paint in construction or rehabilitation of residence structures.

15.

Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.16.

Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this 
program.

17.
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LIST of CERTIFICATIONS

1. CERTIFICATION REGARDING LOBBYING

Title 31, United States Code, Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and 
financial transactions," generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) 
funds for lobbying the Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative 
agreement. Section 1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must 
disclose lobbying undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative 
agreements EXCEEDING $100,000 in total costs (45 CFR Part 93). By signing and submitting this application, the applicant is providing 
certification set out in Appendix A to 45 CFR Part 93.

2. CERTIFICATION REGARDING PROGRAM FRAUD CIVIL REMEDIES ACT (PFCRA)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and 
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims 
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply 
with the Department of Health and Human Services terms and conditions of award if a grant is awarded as a result of this application.

3. CERTIFICATION REGARDING ENVIRONMENTAL TOBACCO SMOKE

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any 
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, day care, early 
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal 
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also 
applies to children’s services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal 
funds. The law does not apply to children’s services provided in private residence, portions of facilities used for inpatient drug or 
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC 
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each 
violation and/or the imposition of an administrative compliance order on the responsible entity.

The authorized official signing for the applicant organization certifies that the applicant organization will comply with the requirements 
of the Act and will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined 
by the Act. The applicant organization agrees that it will require that the language of this certification be included in any sub-awards 
which contain provisions for children’s services and that all sub-recipients shall certify accordingly.

The Department of Health and Human Services strongly encourages all grant recipients to provide a smoke-free workplace and 
promote the non-use of tobacco products. This is consistent with the DHHS mission to protect and advance the physical and mental 
health of the American people.

I hereby certify that the state or territory will comply with Title XIX, Part B, Subpart II and Subpart III of the Public Health Service (PHS) Act, as amended, and 
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary 
for the period covered by this agreement.

I also certify that the state or territory will comply with the Assurances Non-Construction Programs and Certifications summarized above.

Name of Chief Executive Officer (CEO) or Designee: Rick Snyder   

Signature of CEO or Designee1:    

Title: Governor  Date Signed:  

mm/dd/yyyy

1If the agreement is signed by an authorized designee, a copy of the designation must be attached. 
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Footnotes: 
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State Information

 

Disclosure of Lobbying Activities

 

To View Standard Form LLL, Click the link below (This form is OPTIONAL)

Standard Form LLL (click here)

Name  Nick LyonNick Lyon  

Title  DirectorDirector  

Organization  Department of Health and Human ServicesDepartment of Health and Human Services  

Signature:  Date:  

Footnotes:
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Planning Steps

Step 1: Assess the strengths and needs of the service system to address the specific populations. 

Narrative Question: 

Provide an overview of the state's behavioral health prevention, early identification, treatment, and recovery support systems. Describe how the 
public behavioral health system is currently organized at the state and local levels, differentiating between child and adult systems. This 
description should include a discussion of the roles of the SSA, the SMHA, and other state agencies with respect to the delivery of behavioral 
health services. States should also include a description of regional, county, tribal, and local entities that provide behavioral health services or 
contribute resources that assist in providing the services. The description should also include how these systems address the needs of diverse 
racial, ethnic, and sexual gender minorities, as well as American Indian/Alaskan Native populations in the states.

Footnotes: 
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Block Grant Application Revision Request – Prevention: 

 

Michigan Department of Health and Human Services (MDHHS) is responsible for health policy 

and management of the state's publicly funded health service systems.  The Michigan Public 

Health Code, Public Act 368 of 1978 (as amended), Sections 6201 and 6203, establishes the 

state's single state authority (SSA) and its duties.  The OROSC functions as the SSA within 

MDHHS.  Responsibilities include the administration of federal and state funding for substance 

abuse prevention, treatment, recovery, and gambling addiction.  OROSC allocates Substance 

Abuse Prevention and Treatment (SAPT) Block Grant (BG) funding through 10 regional Pre-

paid Inpat ient Heal th Plans ( PIHPs), whose responsibilities include planning, 

administering, funding, and maintaining the provision of substance abuse treatment and 

prevention services for 83 counties in Michigan.  All PIHPs have prevention coordinators 

(PCs), who receive input from and empower local communities in their response to substance 

abuse prevention needs.  PIHPs contract with local prevention coalitions as providers to 

implement the specific prevention activities in the target communities in their respective 

regions. 

 

Overall, a sound-functioning and well-organized community prevention infrastructure exists in 

Michigan.  PIHPs are contractually required to submit multiple year Action Plans (APs) to 

OROSC, which address identified priority problems, and target specific interventions related to 

the appropriate intervening variables.  These prevention strategies illustrate evidence of the 

five step Strategic Prevention Framework/State Incentive Grant (SPF/SIG) planning 

process by utilizing local community coalitions, parents, and youth as part of this ongoing 

planning process.  The PIHPs must complete a comprehensive strategic plan, based on this 

data-driven planning model process, and complete a planning chart using a logic model 

approach with their submission. In addition, PIHPs are required to address leveraging and 

aligning with other resources to address prevention in their communities as part of their plans. 

 

In alignment with SAMHSA's Strategic Initiative #1: Prevention of Substance Abuse and 

Mental Illness, OROSC’s approach to prevention aligns with the following goals: I .I : 

Promote emotional health and wellness, prevent or delay the onset of and complications from 

substance abuse and mental illness, and identify and respond to emerging behavioral health 

issues; 1.2: Prevent and reduce underage drinking and young adult problem drinking; and 1.4: 

Prevent and reduce prescription drug and illicit opioid misuse and abuse. The overall purpose 

of OROSC’s prevention efforts is to utilize both community and individual level interventions 

to address the prevention priorities - reducing underage drinking among persons aged  12-20 

and prescription drug misuse and abuse among persons aged 12-25 -  by building upon and 

enhancing the current community substance abuse prevention infrastructure and capacity at 

the PIHP regional level by strengthening collaboration and partnerships specifically with 

primary care providers, local intermediate school districts and school health centers and the 

communities they serve. 

 

Since 2002, OROSC has received five major awards specific to substance abuse prevention:  1) 

State Incentive Grant (SIG); 2) Strategic Prevention Framework State Incentive Grant  

(SPF/SIG); 3) Center for Substance Abuse Prevention (CSAP) State Epidemiology Outcomes 
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Workgroup (SEOW) award; 4) Strategic Prevention Enhancement (SPE); and 5) Strategic 

Prevention Framework Partnerships for Success II (PFS II).  Recently, OROSC, was the 

recipient of the Partnership for Success 2015-2020 Grant. Deliverables from these awards 

have had and will continue to have a cumulative effect and strengthened ou r  infrastructure 

systemically to foster the use of a data-driven planning process lead by the continued work of 

the SEOW, expand the use of evidence-based programs (EBPs), develop epidemiological 

profiles and logic models, and increase the capacity to address mental, emotional, and 

behavioral conditions to support and improve the quality of life for citizens of Michigan. 

 

As a mechanism to collaborate with Native American Tribes and communities in Michigan, 

the Michigan Inter-Tribal Council (ITC) has been an integral partner for SPF/SIG, SEOW and 

PFS II; and OROSC has supported substance abuse training to member tribes of the ITC.  This 

relationship exemplifies an ongoing process and support system that addresses and responds to 

the substance abuse prevention related needs of tribes and tribal organizations in the state. 

 

Through intensive training, technical assistance provided by OROSC, the Central Center 

for the Application of Prevention Technologies and a contract with the Michigan 

Association of Community Mental Health Boards , the state has been able to strengthen 

and expand our State Prevention Framework; thereby, increasing capacity to support effective 

substance abuse and mental health prevention services across systems.  The TSC-PW, as the 

SPE Policy Enhancement Consortium, has provided oversight and coordination of 

environmental scans to assess capacity and gaps. These environmental scans have helped 

develop the Capacity Building/Infrastructure Enhancement Plan for prevention prepared 

communities, including the development of a comprehensive five-year strategic prevention 

plan as well as plans for enhancing workforce development and developing state policy to 

support needed service system improvements. 

 

The required inclusion of government agencies and community stakeholders in the SIG, 

SPF/SIG, SEOW, SPE and PFS II grants has helped to facilitate the transformation to a 

recovery oriented system of care (ROSC) in Michigan.  The ROSC Transformation Steering 

Committee (TSC), an advisory group to the OROSC, has established several workgroups, one 

of which is the Prevention Workgroup (TSC-PW).  Membership of this group includes Prepaid 

Inpatient Health Plans (PIHPs), substance abuse coalitions, Department of Education (MDE), 

Michigan Army National Guard, faith-based agencies, providers, and administrators.  The 

TSC-PW served as the SPE Policy Consortium and the Advisory Council for the PFS II project. 

The TSC-PW is also the Advisory Council for the PFS 2015-2020 Grant Project. 

 

In addition, OROSC has established formal partnerships and collaborative initiatives with: 

 

 DHHS Pathways to Potential Program (PPP) – OROSC provided funding to PIHPs to 

establish prevention programs in school districts with PPPs. The programs provide Success 

Coaches to poor performing schools in an effort to improve social support and behavioral 

health service delivery. 

 Michigan Department of Education’s Safe Schools Healthy Students (SSHS) Project – 

OROSC staff serve on the SSHS State Core Team.  OROSC provided funding to PIHPs to 
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implement prevention programs in schools districts funded by the SSHS Grant Project. 

 Michigan State Police, Office of Highway Safety Planning (OHSP) – OROSC staff serve on 

the OHSP Impaired Driving Action Team. 

 The Michigan Office of the Attorney General, PIHPs, Community Coalitions, Michigan 

Petroleum Retailers Association, Michigan State Police and the Michigan Liquor Control 

Commission are represented on OROSC’s Youth Access to Tobacco Workgroup to provide 

council and advice to the state strategic plan to reduce youth access to tobacco. 

 

Despite the solid infrastructure in place, there is the need to enhance and increase the capacity 

to implement, sustain and improve effective substance abuse prevention services to address 

underage drinking among persons aged 12 to 20 and prescription drug misuse and abuse 

an10ng persons aged 12 to 25.  The following needs or capacity gaps have been identified by 

OROSC, the State Epidemiological Outcomes Workgroup (SEOW) and the TSC-PW: 

 

• The lack of adequate data on specific demographic subsets of Michigan's population (e.g., 

Native Americans, Hispanics, Arab Americans, lesbian/gay/bisexual/transgender, etc.). 

Since significant differences on alcohol, tobacco and other drug (ATOD) rates and 

consequences often exist between racial and cultural groups, it is important to improve the 

collection of this data for all Michigan ATOD indicators.  Although progress has been 

made in recent years, there is room for continued improvement.  Progress: MiBRFS 

estimates are more representative by oversampling Hispanics, which also allows for precise 

estimates. Results from the 2012 Michigan Hispanic/Latino standalone survey and the 2013 

Michigan Arab/Chaldean standalone survey will be released in the near future according to 

MiBRFS. 

• Limited data being collected on specific drugs (e.g., methamphetamine, prescription and 

over-the-counter drugs, etc.) or other specific variables that may be correlated (e.g., the 

link between child health and maternal alcohol consumption related to fetal alcohol 

spectrum disorders or potential mental health indicators, the link between substance 

use/abuse and child abuse and neglect cases, etc.). Progress: MiYRBS is tracking 

lifetime prescription drug use and past 30day painkiller use of high school students. 

• Local level risk and protective factor data related to family, school, community, and 

individual domains, as well as among specific populations (e.g., college students, 

adjudicated youth, the elderly, etc.) 

• Limited access to the Michigan Automated Prescription Monitoring Systems (MAPS) 

data for local coalitions, providers, and communities. Although somewhat limited by law, 

there are some statewide totals available to the general public. To access regional or 

county-level data requires a special request to the Michigan Licensing and Regulatory 

Affairs (LARA) department. Some community coalitions are not aware of this option, and 

the ability to fulfill special requests is determined by LARA staff member time. 

Progress: Collaboration between OROSC and MAPS produced A Profile of Drug 

Overdose Deaths Using the MAPS. 

• The need to strengthen partnerships (at both the local and state level) with specific 

primary care providers, dentists, and pharmacies. Although the medical disciplines are 

somewhat aware of issues related to prescription drug misuse and abuse, they have a 

limited understanding of their role in reducing access, as well as other community 
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partners that are available to assist in their efforts. Progress: Current PFS II project 

allows building and enhancing community level collaboration with primacy care providers. 

• Increase use of the Michigan Prevention Data System (MPDS) to collect and process 

data among community coalitions. Although the MPDS is used for all PIHP direct-funded 

providers, coalitions who do not receive SAPT block grant funds are under no obligation 

to use this system; and most do not. 

 

OROSC is committed to developing a culturally competent substance use disorder service 

delivery system and the proposed activities will be implemented and monitored in adherence to 

the National Standards for Culturally and Linguistic Appropriate Services (CLAS) in Health 

and Health Care.  Best practices in the performance of our service delivery, regulatory, and 

business functions necessitates responding to clients, customers, communities and employees 

in a culturally appropriate manner, which includes the recognition that race historically has 

played a major role in health and economic disparities.  OROSC understands that these 

disparities continue today.  OROSC relies on a document called Transforming Cultural and 

Linguistic Theory into Action: A Toolkit for Communities that identifies cultural competency as 

an integral component to the OROSC strategic plan and system.  Core components of this 

document must be infused into routine business practices and operations, requires continuous 

quality improvement, must be data driven, must be administratively friendly versus 

burdensome, and need to identify roles and responsibilities throughout the system.  In addition, 

six key implementation principles were identified: inclusion, diversity, respect, excellence, 

relationships, and accountability.  This document and more information are available on the 

OROSC website at: 

www.michigan.gov/bhrecovery.http://www.michigan.gov/documents/mdch/Transform Cultural 

Linguistic Theory into Action 390866 7.pdf 
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Block Grant Application Revision Request – Mental Health: 

 

Please address how the state systems address the needs of diverse racial, ethnic, and sexual 

gender minorities, as well as American Indian/Alaskan Native populations in the states.  

Additionally, please describe any outreach effort and programs for SMI amongst rural and 

homeless populations. 

 

In Michigan, the legislative appropriations act for mental health services requires the following: 

 

A. From the funds appropriated in part 1 for mental health services for special populations, the 

department shall ensure that CMHSPs meet with multicultural service providers to develop a 

workable framework for contracting, service delivery, and reimbursement. 

B. Funds appropriated in part 1 for mental health services for special populations shall not be 

utilized for services provided to illegal immigrants, fugitive felons, and individuals who are 

not residents of this state. The department shall maintain contracts with recipients of 

multicultural services grants that mandate grantees establish that recipients of services are 

legally residing in the United States. An exception to the contractual provision shall be 

allowed to address individuals presenting with emergent mental health conditions. 

C. The department shall require an annual report from the independent organizations that 

received mental health services for special populations funding. The annual report, due 

November 10th of the current fiscal year, shall include specific information on services and 

programs provided, the client base to which the services and programs were provided, 

information on any wraparound services provided, and the expenditures for those services 

(See Attachment C.4.4). The annual report shall not be required for any CMHSP receiving 

less than $1000.00 in special population funding in a fiscal year.   

 

The above information is included in all contracts for Community Mental Health Services 

Programs (CMHSPs) who receive funding for special populations.  Examples of the special 

populations served are:  Chinese, Native American, Asian, Hispanic, Arab/Chaldean, Vietnam 

Veterans, and Jewish. 

 

In addition to the CMHSPs, funding for special populations is provided to the Chaldean 

Community Foundation, the Jewish Federation of Metropolitan Detroit, and the Inter-Tribal 

Council of Michigan. 

 

Some good examples of initiatives specifically for special populations of youth with serious 

emotional disturbance come from Detroit-Wayne County Mental Health Authority (DWMHA). 

Currently, through their block grant funded Connections System of Care, the need for additional 

services to special populations was identified.  To begin to address this need, a part-time Parent 

Support Partner (PSP) was placed at Ruth Ellis Center (an LBGTQ2S specific agency) and 

American Indian Health and Family Services (AIHFS).  These two positions are working 

alongside other Parent Support Partners embedded in other provider agencies across Wayne 

County to identify and address issues that revolve around not only the implementation of PSP 
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services at a culturally-specific and diverse servicing agency, but also to identify barriers 

experienced by these specific cultures. 

 

Ruth Ellis Center working with Connection staff also finalized the editing process for the 

training, “Basics for Addressing Cultural Aspects of Gender Identity/Expression in Children and 

Youth," which will be made available to all interested mental health providers through the 

DWMHA training website to increase the system’s capacity to implement best practices when 

working with the LGBTQ2S population.  There are plans in the works for additional LGBTQ2S 

cross-system workforce trainings as well.  The goal of training initiatives is to engage as many 

systems partners as possible in cultural competency training around this population, while 

braiding funding through collaborative initiatives.  Working with LGBTQ2S youth in a school 

setting will also be a topic covered in suicide prevention initiatives coordinated in partnership 

with the Wayne Regional Education Service Administration (RESA).  

 

WCMHA and AIHFS were also awarded a SAMHSA System of Care grant to work specifically 

on creating a comprehensive, culturally specific system of care for American Indian/Alaskan 

Native youth with SED and their families.  Among other things, the grant has allowed work to be 

done on the development of an individualized two-year strategic marketing plan with AIHFS. 

The plan for next year is to implement social marketing approaches to increase access to 

Community Mental Health (CMH) services for the American Indian/Alaskan Native population 

and build CMH capacity at AIHFS. 

 

The majority of Michigan’s population lives in the 9 counties (according to 2014 census data) 

that are urban.  The remaining 74 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.  CMHSPs in rural areas are encouraged 

to submit proposals for one-time block grant funding for service areas identified in the MDHHS 

annual Request for Proposals.  

 

Every community across the state has developed a 10-Year Plan to End Homelessness.  To assist 

in implementation of their plans, the Michigan State Housing Development Authority (MSHDA) 

has made funds available to create supportive housing for homeless families with children, 

homeless youth, chronically homeless, and homeless survivors of domestic violence.  In 

addition, supportive housing developments in Detroit, Grand Rapids, and Battle Creek are being 

proposed targeted to homeless veterans.  MDHHS homeless programs consist of Housing 

Opportunities for People Living with AIDS, PATH, Shelter Plus Care, and Supportive Housing 

Program grant programs in addition to a program of training and technical assistance made 

available to sub-grantees.  MDHHS also participates in a homeownership coalition for people 

with disabilities.  Recent innovations have included making MSDHA down payment assistance 

available to people who are getting a USDA Rural Development loan to purchase a home. 
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OVERVIEW 
 

In Michigan, behavioral health prevention, early identification, treatment, and recovery support 

systems are the primary responsibility of the State’s mental health and substance use disorder 

services authorities, collectively known as the Behavioral Health and Developmental Disabilities 

Administration (BHDDA), located within the Michigan Department of Health and Human 

Services (MDHHS).  MDHHS, one of the largest of the 17 departments in Michigan’s State 

government, is responsible for health policy and management of the State's publicly-funded 

health and human service systems. The new MDHHS, created in April 2015, replaces the former 

Michigan Department of Community Health (MDCH), which was created in 1996 by 

consolidating the Department of Public Health (now the Public Health Administration), the 

Department of Mental Health (now BHDDA), and the Medical Services Administration (MSA-

the state's Medicaid agency).   
 
 

MDHHS contracts with 10 Prepaid Inpatient Health Plans (PIHPs) to manage Medicaid funded 

specialty services and supports.  Specialty behavioral health is carved out from the Medicaid 

Health Plans managed care system, and first opportunity for the sole source management of these 

services is available to be earned by the 46 Community Mental Health Services Provider 

(CMHSP) system through state defined PIHP regions.  Additionally, Medicaid Health Plans 

manage comprehensive physical health services inclusive of outpatient mental health for the mild 

to moderate population.  There is also a fee-for-service outpatient mental health benefit for 

Medicaid beneficiaries with a physician or psychiatrist for the very small number of persons not 

yet in a Medicaid Health Plan (mostly persons in nursing home settings or persons awaiting 

choice of or assignment to a Medicaid Health Plan).  The map below outlines the state defined 

regions; each represented by one PIHP which contracts with MDHHS to manage the carved-out 

specialty behavioral health services.    
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Three of the ten PIHPs are single county CMHSPs.   The remaining seven PIHPs are regional 

entities representing all CMHSPs within a state defined region.  Regional entities are defined in 

the Michigan Mental Health Code (Public Act 258 of 1974).   

 

CMHSPs provide Medicaid, state general fund, block grant, and locally funded services to 

children with serious emotional disturbance (SED), adults with serious mental illness (SMI), and 

children and adults with intellectual/developmental disabilities (I/DD). 

 

For Medicaid, each region and each CMHSP provider system is required to have a 

comprehensive array of services that allows for maximizing choice and control on the part of 

individuals in need of service.  Requirements for priority populations and mandatory services for 

state general funds are also defined in Public Act 258 of 1974.  With the CMHSP system, 

individual plans of service are developed using a person-centered planning process for adults and 

a family driven/youth guided process for children.       

 

Since submission of the FY15 block grant application, Public Act 500 and 501 of 2013 were 

signed into law.  Public Act 500 and 501 required the full integration of the Substance Abuse 

Coordinating Agencies (CAs) into the same statewide network of PIHP managing entities that 

were already responsible for Medicaid funded substance use disorder prevention and treatment 

services.  The result is the PIHP, in close collaboration with CMHSPs within the region, are 

responsible for the full range of behavioral health and intellectual/developmental disabilities 

services, regardless of the public payer source (state general fund, Medicaid, block grant, etc.).   

 

In April 2014 Michigan expanded Medicaid by offering of the Healthy Michigan Plan.  As of 

this writing, more than 590,000 previously uninsured persons are enrolled in the Healthy 

Michigan Plan receiving both comprehensive physical and mental health outpatient services 

through the Medicaid Health Plans.  These people also have access to the full continuum of 

specialty behavioral health services available as needed through the PIHPs and CMHSPs.  

Formerly, these services were supported by block grant funding, state general fund and local 

funds, none of which were entitlements and all of which were prioritized within a capped amount 

of resources available.   

 

The array of Medicaid mental health specialty services and supports provided through PIHPs 

under Michigan’s 1915b/c capitated managed care waiver includes:  Applied Behavioral 

Analysis, Assertive Community Treatment, Assessments, Child Therapy, Clubhouse 

Psychosocial Rehabilitation Programs, Crisis Interventions, Crisis Residential Services, Family 

Therapy, Health Services, Home-Based Services, Individual/Group Therapy, Intensive Crisis 

Stabilization Services, Medication Administration, Medication Review, Nursing Facility Mental 

Health Monitoring, Occupational Therapy, Personal Care in Specialized Settings, Physical 

Therapy, Speech, Hearing and Language, Substance Abuse (including outpatient, approved 

pharmacological supports, residential and sub-acute detoxification services), Targeted Case 

Management, Telemedicine, Transportation, Treatment Planning, Partial Hospitalization, and 

Inpatient Psychiatric Hospitalization.  The specialty services and supports known as (b)(3) 

services which are included in the MDHHS contract include:  Assistive Technology, Community 

Living Supports, Enhanced Pharmacy, Environmental Modifications, Family Support and 

Training, Housing Assistance. Peer-Delivered or Operated Support Services, Prevention-Direct 

Service Models, Respite Care Services, Skill-Building Assistance, Support and Service 

Coordination, Supported/Integrated Employment Services, Children’s Serious Emotional 

Disturbance Home and Community-Based Services and Fiscal Intermediary Services.   
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The BHDDA requires that PIHPs have recovery-oriented services available for substance use 

disorder support and services.  These consist of outpatient services (including intensive 

outpatient), residential services, sub-acute detoxification, medication-assisted treatment, case 

management, early intervention, peer recovery and recovery support, prevention, and integrated 

treatment for co-occurring mental health and substance use disorders.  BHDDA has been 

expanding and improving integrated treatment for persons with co-occurring mental health and 

substance use disorders.  This has been a focus of improvement over the last several years, 

occurring in partnership with the public mental health system.  This process has been impacted at 

the state level through the statewide Practice Improvement Steering Committee and a group of 

specially trained clinicians (Michigan Fidelity Assessment Services Team) who conduct fidelity 

reviews of various organizations to ensure that evidence-based practices that support co-

occurring disorder services and other practices, are being provided appropriately and that 

necessary ongoing education and training are provided.  The steering committee is comprised of 

state level staff, PIHP representatives, stakeholders from local agencies and persons in recovery.  

  

MDHHS has a number of mechanisms in place to provide leadership in the coordination of 

mental health services within the broader system. The PIHP contracts currently describe the 

PIHPs’ responsibilities and deliverables. These contracts place a heavy emphasis on customer 

service, uniform data collection and encounter data reporting, fiscal management, quality 

assessment, and utilization.   

 

This past year much progress has been made providing tools and information to support 

integration of physical health with the behavioral health systems of care.  One example is the 

new tool called Care Connect 360, which provides a comprehensive overview of a person’s 

claims and encounter history, including chronic conditions indicated by that activity.  The tool 

also provides population level reporting options to identify lists of persons who are at high risk 

such as those with frequent utilization of inpatient or emergency room. Care Connect 360 is 

available to care coordinators in both PIHP/CMHSP and MHP systems, as the consumer has 

consented and as consistent with all privacy and security laws.  

 

Also to support integration and good collaboration, each PIHP is required to have agreements in 

place with Medicaid Health Plans and human services agencies that serve people in the mental 

health system.  In the upcoming contract year, both Medicaid Health Plan and PIHP contracts 

will have key common indicators of population health that are shared.  The quality withhold and  

financial incentive systems for both PIHPs and Medicaid Health Plans will incorporate the 

common metrics that both Medicaid Health Plans and PIHP are accountable together for, as well 

as the metrics that are unique to the PIHP and Medicaid Health Plans’ quality systems.      

 

Through September 30, 2014, BHDDA coordinated substance use disorder treatment, 

prevention, and recovery services through sixteen Coordinating Agencies.  As noted earlier in 

this overview, the coordination of substance use disorder treatment and prevention systems of 

care are now administered through the same entities that manage and deliver mental health 

services (PIHPs and CMHSPs).  Each PIHP is also required to have a specific substance use 

disorder advisory and policy board that monitors prevention, treatment and recovery functions of 

the PIHP to ensure these services continue to be evidenced based, and result in positive 

outcomes.     

 

The Public Health and Community Services Administration (PHCS) within MDHHS is 

responsible for behavioral health promotion and early intervention activities and other activities 

which complement the behavioral health services offered by BHDDA.  The PHCS is also 

responsible for statewide suicide prevention planning and activities, maternal, infant and early 
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childhood programs that include behavioral health screenings and referrals, tobacco use 

prevention and treatment programs, fetal alcohol syndrome prevention programs, the coordinated 

school health program, chronic disease prevention and management programs and health 

integration activities.  

 

The MDHHS is one of 17 departments of state government, responsible for health policy and 

management of the states publicly funded health service systems. The Michigan Public Health 

Code, Public Act 368 of 1978 (as amended) Sections 6201 and 6203, and Public Act 500, 

establishes the state substance abuse authority (SSA) and its duties.  BHDDA functions as the 

Michigan SSA and duties include the administration and coordination of public funds such as 

Substance Abuse Prevention and Treatment (SAPT) Block Grant for the prevention and 

treatment of substance abuse and gambling addictions.   

 

ADULTS WITH SERIOUS MENTAL ILLNESS (SMI) 

As early as 2001, the National Institute of Medicine’s report brief entitled, Crossing the Quality 

Chasm – A New Health System for the 21
st
 Century highlighted the finding that, “Scientific 

knowledge about best care is not applied systematically or expeditiously to clinical practice. It 

now takes an average of 17 years for new knowledge generated by randomized controlled trails 

to be incorporated into practice, and even then application is highly uneven.  The committee 

therefore recommends that the Department of Health and Human Services establish a 

comprehensive program aimed at making scientific evidence more useful and more accessible to 

clinicians and patients.”
1
  

 

Additional calls for systems transformation came in 2003 with the President’s New Freedom 

Commission on Mental Health report, in 2004 with the State of Michigan’s Mental Health 

Commission final report, and in 2006 with another National Institute of Medicine report on 

Improving the Quality of Care for Mental and Substance-Use Conditions.  As recently as 2009, 

Proctor et al noted that, “One of the most critical issues in mental health services research is the 

gap between what is known about effective treatment and what is provided to and experienced by 

consumers in routine care in community practice settings.”
2 

 

In response to these findings and calls for action, a concerted effort has been underway by 

SAMHSA to provide the information and tools necessary for States to know about, to develop, 

and to implement any number of evidence-based practices that have been shown to improve the 

well-being and recovery of service recipients facing various mental and emotional health 

challenges.  From the development of various toolkits (made available to provider systems at no-

cost), to the ongoing availability of information about newly developed practices with 

demonstrable bases of evidence on its National Registry of Evidence-based Programs and 

Practices (http://www.nrepp.samhsa.gov/), SAMHSA has equipped the field with foundational 

knowledge and effective models with which to improve the quality of services for recipients of 

our care.  

 

Assisted by available block grant resources, Michigan has continued to make strides in 

improving our system of care to include the availability and delivery of many of these 

recommended practices.  Among the strengths demonstrated across our State, efforts have 

continued to progress in the development and implementation of a range of SAMHSA-endorsed 

                                                        
1 Institute of Medicine: Committee on Quality of Health Care in America (2001). Crossing the Quality Chasm: A New Health System for the 21st Century, 
Washington, D.C.: National Academy Press. 
 
2 Proctor, E., Landsverk, J., Aarons, G., Chambers, D., Glisson, C., & Mittman, B. (2009). Implementation research in mental health services: An emerging 
science with conceptual, methodological and training challenges. Admin. Policy Mental Health 36: 24-34. 
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evidence-based practices (EBPs) and cross-cutting initiatives across our CMHSP provider 

system, including block grant-supported projects targeting the following adult service practice 

areas.  As many of these practices are only partially implemented and/or are encountering 

sustainability challenges, they also continue to represent ongoing needs for the coming Fiscal 

Year 2016-17 grant cycle: 

 

Assertive Community Treatment 

 

The 90+ community-based Michigan Assertive Community Treatment (ACT) teams engage and 

work with adults who experience the most severe and troubling symptoms of serious mental 

illness.  Firmly embedded in the public mental health system and a Medicaid covered service, 

ACT uses proactive engagement to provide continuous, rapid, flexible, twenty-four hour a day, 

seven days a week, three hundred and sixty-five days a year treatment.  Although there is a well-

established 20 year history of ACT, assuring the necessary skills and information in workforce 

development and support of this very high intensity evidence-based practice remains a priority.  

An ACT specific training is required annually.  

  

ACT-specific training is required by Medicaid, and the Quality Management Site Review Team 

emphasizes adherence to Medicaid.  A quality improvement tool, the Field Guide to ACT was 

created, adopted and is used today to support ACT teamwork addressing Medicaid, the 

sponsoring organization, in consumer relations and satisfaction and outcomes.  

 

As the fixed point of responsibility, the ACT team consists of multi-disciplinary mental health 

professionals that most often include a peer.  Responsible for working with ACT consumers to 

develop the person-centered treatment plan and for supporting consumers in all aspects of 

community living, ACT assists consumers to live in the most independent setting possible, while 

supporting goals focused toward recovery.  Consumers receiving ACT services in Michigan 

typically have needs that have not been effectively addressed by traditional, less intensive 

services.  Additionally, ACT consumers have been asked to participate in the 44 item MHSIP 

Survey. 

 

Fully integrated into the public mental health system, ACT interfaces with many of Michigan 

State‘s other supported evidence-based practices such as Integrated Dual Disorder Treatment and 

Family Psychoeducation.  ACT is represented on the Practice Improvement Steering Committee; 

the ACT subcommittee has been disbanded and is poised to reconvene when policy and practice 

issues arise.  ACT is one of the evidence-based practices in the www.improvingmipractices.org 

website and, as such, has a variety of resources and information available to ACT team members, 

the public, consumers, administrators, and families.  

 

Family Psychoeducation 

 

Family Psychoeducation (FPE) in Michigan is provided through the PIHPs, CMHSPs, and 

contract agencies for partnering with consumers and families to support recovery.  FPE is 

comprised of three phases:  1) joining sessions, where practitioners and families begin to form a 

practitioner, consumer-family alliance and learn about the individual families experiences related 

to mental illness; 2) a structured one day workshop that focuses on the biological causes of 

mental illness as well as individual needs of families; and 3) multi-family groups focus on a 

structured problem-solving approach over time, creating a safe environment to experiment, 

communicate, cope, grow and practice new social skills.   
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Representation on the Practice Improvement Steering committee (PISC) is consistent.  FPE has a 

strong subcommittee, the Steering Committee, made of dedicated and skilled staff from 

throughout the state.   

 

Over time a significant structure to support FPE has been achieved.  A part-time State 

Coordinator works with MDHHS and the Steering Committee to plan and implement the 

Facilitator, Advanced Facilitator and Trainer/Regional Supervisor training.  A FPE Sustainability 

document has been created.  Bimonthly Learning Collaboratives focusing on FPE staffs current 

needs and challenges.  Learning Collaboratives are well-attended and have lively participation. 

In effort to maintain high fidelity, technical assistance/fidelity reviews are offered to PIHPs 

annually.  There are 15 active supervisors/trainers spread regionally to provide regular 

supervision throughout the State. 

 

Consumers participating in multi-family problem solving groups have shown a decrease in the 

use of higher intensity mental health services [Crisis Intervention (CI), Crisis Residential (CR), 

and Inpatient (IP)]. This is an area rich for research but, meanwhile, it looks like FPE can greatly 

reduce the use of expensive services. 

 

We are in the process of another review of this service similar to what was completed in 2012. 

That report, a “Point-in-Time Survey” Family Psychoeducation, November 2012, showed very 

positive results for FPE.  Surveys were completed within a two week period by 146 Consumers 

and 121 Families about their family members.  Acceptance, respect, help, hope, and dealing 

better with daily problems averaged 87% for families and 70% for consumers.  53% of families 

observed an improvement in physical health.  92% of consumers indicated taking medications on 

a regular basis.  Categories included daily problems, control of life, dealing with crisis, getting 

along better with family, better social in social situations, taking care of needs, handling things 

when awry, regular medications, crisis help from natural supports, no police contact or 

hospitalizations during the past three months averaged 69% improvement. 

 

Co-occurring Disorders (COD): Integrated Dual Disorders Treatment (IDDT)   

MDHHS activities for the implementation and sustainability of evidence-based and best 

practices for addressing co-occurring behavioral health and substance use disorders include: 

 

 Michigan Fidelity Assessment Support Team (MIFAST): 

o Integrated Dual Disorder Treatment (IDDT) readiness assessment, onsite fidelity 

reviews, and follow-up technical assistance; 

o Dual Disorder Capability in Mental Health Treatment (DDCMHT) onsite reviews 

and follow-up technical assistance. 

 The Performance Improvement Steering Committee; 

o Quarterly meetings of this Committee includes a standing agenda for Co-

occurring Competency in both Mental Health and Substance Use Disorder 

Treatment as well as Integrated Treatment for Co-occurring Disorders (formerly 

Integrated Dual Disorder Treatment) which is specialized care for Co-occurring 

disorders at the Assertive Community Treatment  (ACT) level. 

 

The MIFAST group reviews programs for the purpose of assisting them in developing and 

sustaining IDDT teams that practice with a high level of fidelity.  MIFAST does this by 

conducting a technical assistance conference to help agencies develop an implementation plan 

for IDDT, followed by an onsite visit to determine the degree to which the agency has achieved 

implementation by fidelity scoring of the 26 scorecard elements, and subsequent provision of 
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technical assistance to aid in the improvement of areas that are shown to need further 

development.  The MIFAST team has added the DDCMHT site review process to its menu of 

assistive activities.  The MIFAST team underwent formal training through SAMSHA in order to 

provide system wide review of “dual disorder” treatment capabilities across all programs at the 

outpatient level of care.  For the agencies that request DDCMHT site-reviews of their outpatient 

treatment programs, each site is provided with a scoring report and a work plan with suggested 

activities for enhancing supports and services in each area reviewed.   

 

The 2016 plan for MIFAST ITCOD (formerly IDDT) is to ascertain the number of teams 

practicing across the State of Michigan; determine the number of teams who have had four or 

more site Reviews since 2006; determine the number of protocols that consistently score above a 

4 and organize site reviews to target areas that score below 3.1; provide both review and 

technical assistance for areas below 3.1 in site reviews and follow-up; initiate site reviews for 

IDDT teams who have not yet participated or have had <3 reviews; conduct DDCMHT site 

reviews for all outpatient level of care programs; conduct MIFAST inter-rater reliability 

enhancement training for veteran and new reviewer team members; and recruit and induct 

additional peer support specialists or persons with lived experience onto the review team as 

consultants to MIFAST and as part of the site review process. 

 

The Practice Improvement Steering Committee has goals and objectives for the continuance of 

implementation, sustainability and improvement of the standards of practice for integrated 

treatment.  The Practice Improvement Steering Committee helps to plan and focus the Co-

occurring treatment within the annual statewide Substance Use Disorder Conference, as well as 

the Co-occurring College.  The Co-occurring College is a separate activity which provides 

focused trainings for providers from various specialized supports and services who want to 

insure they are able to address comorbidity. 

 

The annual Substance Abuse Conference and its Co-occurring topics are intended to bring 

together staff from administrative and practice levels and provide them with the best examples of 

co-occurring mission, vision, policy and practice initiatives, as well training on evidence based 

practices developed and adapted for co-occurring treatment.  The Substance Abuse Conference 

planning group meets to review submissions from presenters who wish to participate in this 

conference.  Reviews are conducted to determine if presentations meet the goals of the 

conference for integrated treatment, evidence-based and meet standards for strength-based and 

recovery characteristics.  Plenary speakers are also reviewed and chosen based on their ability to 

meet the goals of the conference. 

 

Motivational Interviewing    
Motivational Interviewing (MI) is a goal-directed, client-centered counseling style for eliciting 

behavioral change by helping clients to explore and resolve ambivalence. The operational 

assumption in MI is that ambivalent attitudes or lack of resolve is the primary obstacle to 

behavioral change, so that the examination and resolution of ambivalence becomes its key goal. 

MI represents a philosophy as well as a set of skills for effectively engaging and assisting 

Michigan’s behavioral health system’s service recipients facing one or more areas of difficult 

behavior change about which they may be ambivalent.  

 

Goals for 2016-2017 and beyond with regard to Motivational Interviewing include: 

 Expanding the Motivational Interviewing internal trainer project by using trainers 

developed through a state-funded initiative to strengthen Supervisor Skills for observing, 

coaching and enhancing Motivational Interviewing skills with the people they supervise. 
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 Complete five additional Modules for the web-based Motivational Interviewing Training 

on the Improving MI Practices (www.improvingMIpractices.org) website.  These 

modules will be specific to supervisors of contact level staff and intended to teach them 

how to provide MI skill enhancement supervision, coaching and feedback. 

 Begin to recruit and include individuals from provider agencies across the state that wish 

to become local trainers in the MIMIT project through the regularly scheduled Learn-

and-Share project for trainers. 

 

Dialectical Behavior Therapy (DBT)    

Dialectical Behavior Therapy (DBT) is a cognitive-behavioral treatment approach with two key 

characteristics: a behavioral, problem-solving focus blended with acceptance-based strategies, 

and an emphasis on dialectical processes. It has become the evidence-based treatment of choice 

for serving individuals with Borderline Personality Disorder, a population that when 

untreated/undertreated tends to drive up emergency service/crisis service and psychiatric 

hospitalization costs. 

 

 With approximately 50 DBT teams delivering services across Michigan’s public 

behavioral health system, each existing PIHP regions feature one or more available DBT 

team providing this evidence-based treatment to service recipients with Borderline 

Personality Disorder. 

 Ongoing core and refresher training continues to be provided annually to Michigan’s 

public behavioral health workforce, along with evaluation of the effectiveness of the 

current training approach, using outcomes from training surveys as well as information 

on the continuing development of the model to make improvements that are cost-

effective and help strengthen and sustain program and practitioner skills.    

 Increase use of the practice knowledge exam that has been developed to better gauge the 

level of core knowledge and skills, as well as to inform future training and support for 

performance quality. The DBT practice knowledge exam is available via the Improving 

MI Practices (www.improvingmipractices.org) website.  Test results are immediately 

available to MDHHS for aggregation and analysis for the purposes of supporting high-

quality service delivery, and to help inform needed training moving forward. 

 Statewide efforts to improve and expand the quality and availability of DBT services is 

being guided by a DBT Subcommittee, led by experienced practitioners from within 

Michigan’s behavioral health service network, which advances the products of its work to 

the MDHHS-advising Practices Improvement Steering Committee. 

 In 2014 the sub-committee was formed into an arm of the Michigan Fidelity Assistance 

Support Team for DBT.  The team trained on the Global Informational Index (GOI) as an 

on-site evaluation tool and used it in nine site visits to assist teams in identifying the 

degree to which they have achieved implementation and identify areas for further 

development.  In 2015 the team developed a DBT specific tool and trained for use of the 

tool along with the GOI for site assistance.  In 2016 the goal will be to conduct a 

minimum of 10 reviews and provide follow-up consulting and training for areas 

identified by the site visit activity as requiring further development. 

 

Supported Employment / Individual Placement and Support    
Michigan presently has 21 Individual Placement and Support (IPS) sites actively providing 

services and striving to achieve or maintain at least fair fidelity.  Another four sites are beginning 

to provide IPS services.  In addition, two more sites are struggling to balance staff and are in 
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question of continuing to follow the IPS model.  One other site chose to stop providing IPS 

services in FY 2015.  These sites represent 13 of the 46 CMHSPs in Michigan and provide these 

services in 24 of the 83 counties in Michigan.  The Upper Peninsula as well as other rural areas 

struggle with efforts to build and/or follow the IPS model.  Several CMHSPs and providers met 

the summer of FY 2014 and were challenged to determine enough potential candidates to merit a 

full-time staff.  Funding and budgeting for this distinct position is also challenging.  Outreach 

has continued through technical assistance for counties considering the IPS model and led to one 

site’s decision to press forward this fiscal year requesting a fidelity review and expectation of 

growth. 

 

State-level leadership for IPS transitioned in late 2014.  The new State lead met with the 

Michigan core review team over several months and jointly chose to adopt the Individual 

Placement & Support (IPS) title instead of the “supported employment” title.  This was done to 

help providers recognize this is truly an evidence-based practice for individuals with mental 

illness with higher expectations and standards than more generically referenced “supported 

employment” programs.  Training events in FY 2015 have intentionally been by invitation to 

supervisors, sites and organizations sincerely trying to follow the IPS model.   

 

In fiscal year 2014, approximately 800 individuals with serious mental illness equated to about 

900 jobs (some individuals had more than one (1) job during the year) were supported through 

the Michigan IPS initiative.  All of these jobs were reported as competitive, integrated 

employment.  Anecdotally it appears a significant number of these jobs were for over 30 hours a 

week and individuals earned in access of the Social Security Administration’s substantial gainful 

amount.  This has not been well documented but efforts are underway to increase reporting to 

better track this data, set goals, and promote stronger partnering with vocational rehab for shared 

successes.  Key focus areas to increase quality employment outcomes for FY 2016 and beyond 

include: 

 

Core Review Team- 

In FY 2014, the core review team’s participation had fallen to four (4) active reviewers.  We 

have added two (2) new review team members this year and anticipate at least another two (2) 

new review team members in FY 2016 for a total of eight (8) members.  It appears that 

maintaining eight to ten review members will meet the review needs for the immediate future. 

 

Funding Challenges- 

- It’s become obvious that there is much variance in the rates and/or staffing costs associated 

with these 21 plus IPS providers.  Four of the IPS providers offer services directly through their 

CMHSP staff and average costs are clearly more than those providers that are contracted by 

other CMHSPs to provide the services.  Detroit Wayne Mental Health Authority (the CMHSP) is 

presently working with its current eight IPS sites (soon to be eleven to increase the contract 

payment amount to much better cover actual program costs.   

 

In addition, it’s becoming clear that in order to grow the IPS model in Michigan, a strategy must 

be developed to not only develop new IPS sites but to provide the framework to support that 

growth through timely reviews, training events, and even consideration/implementation of 

incentives to gain heightened provider commitment.  Presently, MI supports just over 200,000 

individuals with serious mental illness.  This equates to about 1,000 employment specialists 

needed to serve all Michigan citizens with mental illness at the ratio projected by Dartmouth of 

one (1) employment specialist for each 200 individuals.  Presently there are about 50 

employment specialists in Michigan with continuing struggles to fund those staff positions.  

There is clearly much room for growth of the IPS model. 
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Staff Development/Training Events clearly needed include: 

 Enhancing Supervisor Outcomes 

 Basic IPS “101” training is needed annually for new staff 

 Job Development & Retention 

 Increased emphasis on data collection 

 Cross-walking effective Motivational Interviewing (MI) with IPS 

 Peer Support Specialist’s role(s) in IPS 

 Benefits Planning for effective IPS 

 Seeking out new funding sources such as SSA PASS plans, VR, etc. 

 

The IPS Core Review Team led similar training events in FY 2015 and is planning to lead again 

in FY 2016 with assistance from topic experts on MI, VR, benefits planning, etc.   

NOTE:  The lead Michigan staff is also giving consideration to how to best implement training 

webinars, conferences and other events available through Dartmouth IPS. 

 

Strategic Planning- 

Though strategic planning has been included in the past, it has not grown into an accepted 

component, plan, or roadmap for planned growth and sustainability in Michigan.  Efforts are 

starting now in FY 2015 to establish the best logical roadmap by consensus of the core review 

team and ideally will be a living instrument reviewed annually and projected for three to five 

years.   

 

Communications and Michigan Specific Resource Development- 

Michigan is working to create a growing on-line presence at www.improvingmipractices.org. 

This website was established several years ago for other evidence-based practices and now has a 

section dedicated to IPS with Michigan specific resources available.  It is also expected to 

become the home for tracking ongoing fidelity reviews, calendar of events, IPS webinar events, 

possibly interactive on-line training, and more. 

 

Documentation and Data Tracking- 

Additionally, Michigan is strongly considering implementing a requirement that each CMHSP 

will report quarterly the number of individuals employed (focus on individual, competitive, 

integrated employment), average hours and average wage.  Establishing these quarterly data is 

expected to then allow the State to more effectively create policy, procedures and contracts to 

emphasize IPS.  Work is underway at this time to update the Medicaid Provider Manual to 

clearly include IPS as the lead/preferred employment outcome for persons with serious mental 

illness and to also require CMHSPs or providers attain State approval to present themselves as an 

IPS site. 

 

Partnerships with Vocational Rehabilitation is challenging given limited funding and differing 

philosophies.  Past work established an inter-agency joint agreement describing shared roles of 

each agency.  This agreement is being reconsidered primarily due to the release of the Work 

Innovation and Opportunity Act.  Ideally, these efforts will greatly polish Michigan’s IPS 

initiative and provide growing opportunities to increase high quality fidelity and employment 

outcomes for Michigan citizens. 

 

Older Adults 

 

Older adults are eligible for the same service array as younger adults within the public behavioral 

health system.  In FY 14 over 13,000 older adults (65 and over) received public behavioral health 
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services, which is approximately 5% of the total number of adults served.  Approximately 1,100 

of these individuals had both an Intellectual/Developmental Disability and a mental illness and 

some 3,461 received behavioral health services in a nursing facility. Note: Citizens aged 65 and 

older make up nearly 14% of Michigan’s population according to the 2010 Census, with a 

projected 36% increase 2010 to 2020.  It is expected that there will be twice as many persons 

aged 65+ in 2030 as 2000, making up 20% of the population by 2030. 

 

MDHHS continues to partner with universities such as Eastern Michigan University’s 

Alzheimer’s disease and Education Program, and colleges like Lansing Community College, 

Mental Health and Aging Project (MHAP), to provide a variety of seminars and workshops 

related to both mental illness and dementia.  An annual Mental Health and Aging Conference 

and regional seminars focus on the mental health needs of elders.  Other partnerships include 

collaborative work with the Michigan Assisted Living Association, providing materials, 

curriculum, and training on dementia care to staff of facilities whose residents include over half 

persons with dementia.    

 

MDHHS continues to work with the Geriatric Education Center of Michigan (GECM) and the 

Center for Rural Health. Providing behavioral health information through a monthly 

teleconference called, “grand rounds” has reached new audiences: 50 locations with multiple 

attendees in primary care, primarily in the Upper Peninsula and upper-lower rural areas, plus 

presentations on behavioral health for older adults at regional GECM sites.  Collaboration with 

GECM has extended to their “Alzheimer’s Disease and Related Disorders Supplemental 

Training Grant,” with enhancements to curriculum and relevant case studies (e.g., cases of 

persons with physical and mental health issues and accompanying dementia), and expansion of 

training participation to mental health professionals, which builds on the department’s focus on 

Integrated Health.  Upcoming efforts include writing educational modules on co-occurring 

mental illness and substance abuse for the audience of primary care professionals. 

 

Involvement in the Michigan Dementia Coalition, a grassroots collaboration of representatives of 

universities, community agencies, and state government units continues.  As adjunct members of 

NASMHPD Older Persons Division, Department staff share state programming information and 

participate in regular calls regarding services and needs. 

 

Clubhouse     
Currently there are 44 Clubhouses that serve over 4,500 consumers in the state.  The 

International Center for Clubhouse Development (ICCD) model programs have been recognized 

as an evidenced-based practice by the Substance Abuse and Mental Health Services 

Administration (SAMHSA) since March 2011.  Employment outcomes for Clubhouses played a 

significant role in SAMSHA’s decision.  Two of the three journal articles used to make the 

finding focused on employment.  Both articles were studies of employment outcomes at a 

Clubhouse certified by the ICCD.  

 

Accredited Clubhouses follow specific guidelines for employment systems within the clubhouse, 

and they were able to objectively demonstrate strong effectiveness for this model.  Therefore, the 

ICCD standards on employment should be seen as the most effective method known to secure an 

array of employment opportunities for clubhouse members.  For this reason, fidelity to the ICCD 

clubhouse standards is strongly encouraged. Michigan clubhouses have made gains in their 

employment outcomes from. 

 

There are clear differences in outcomes between Clubhouse International (CI)-Accredited 

clubhouses and non-CI Accredited clubhouses, particularly in transitional employment (TE). 
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Forty percent of the directors and about one-third of staff have had training from CI. Notably all 

clubhouses have provided outreach services to members and have been engaged in some form of 

health and wellness initiative. In keeping with the goal of integrating physical health and 

behavioral health, clubhouses show an increase of about 8.6% from 2012 to 2013 in engagement 

with health and wellness initiatives. In the employment arena, it appears that TE is very much 

associated with CI-Accredited clubhouses with some patterns that CI Accredited clubhouses 

show better employment outcomes than non-CI-Accredited clubhouses. Independent 

employment (IE) is the most common form of employment across clubhouses. The correlations 

between the different types of employment and services extended to clubhouse members reveal a 

pattern that suggests that the type of employment that a member holds may be related to different 

services. For example, the number of members connected to Michigan Rehabilitation Services or 

Michigan Commission for the Blind was significantly related to IE, not to SE or TE. The IE 

number was significantly related to access to clubhouse activities on weekend, evenings and 

holidays. Perhaps clubhouses accommodate their members who hold weekday jobs by having 

other days of access to this group. This was significant only for 2013. Finally the numbers 

holding SE was related to the number of face-to-face outreach services provided. Clearly the 

pattern of not seeing any significant relationships with these services and TE employment is 

notable. Perhaps people in TE are receiving supports from clubhouses through their participation 

in TE which involves staff who are highly integrated into the core clubhouse activities. A five 

year survey conducted by Michigan State University and MDHHS provides use with much of the 

information above.   

 

Comprehensive 2-3 emersion training; In FY14 MDHHS sponsored 15 different Michigan 

Clubhouses to participate in 2-3 emersion training though-out the United States. The initiative 

provided funding for Clubhouse colleagues (members & staff) to attend comprehensive trainings 

at any of the 6 accredited training bases in North America. Comprehensive trainings come in the 

form of 3-week or 2-week courses. All trainings are for 1 staff and 1 member for the full 

duration, and one administrator for the final week.  The trainings follow a uniquely experiential 

program where colleagues are immersed in the practices of some of the strongest Clubhouses in 

the world.  Training content includes Employment Development, Education Support, Meaningful 

Work-Ordered Day & Relationships Opportunities, Physical Wellness and more. In 2011, 

SAMSHA added the Clubhouse International Model to their Evidenced-Based Practices list.  In 

the spirit of Evidenced-based practice, programs that follow the model closely will have better 

outcomes.  Many Michigan Clubhouses need assistance to attain model fidelity, and 

comprehensive trainings like these are a catalyst for strong, positive changes.   High Fidelity 

Clubhouses provide a better experience, significantly improve mental health, and are very cost-

effective which is consistent with the department’s vision). 

 

Benefits training:  Many people with serious mental illness (SMI) do not consider working for 

fear that they will lose their government benefits (especially Medicaid). The goal of benefits 

training is to provide high-quality training to CPSSS and PIHP/ CMHSP staff so that they can 

help people who use CMHSP services and navigate through the complex maze of work 

incentives available. The main target population was:  Certified Peer Supports Specialists, other 

people with SMI receiving services from PIHPs/CMHPs, as well as other administrators, benefits 

coordinators, training coordinators ad supports coordinators/case managers from the 

PIHP/CMHSPs.  In FY14, four-two-day trainings with (25-30 participants) were offered 

thought-out Michigan. In addition, four one- day training events were also provided serving 25-

30 individuals as well. Also ongoing Technical assistance was provided to all training 

participants as needed. Approximately 160 contacts per year are typical in any given year. 
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Jail Diversion 

Through Executive Order 2013-7, Governor Snyder mandated the establishment of the Mental 

Health Diversion Council within the (then) Michigan Department of Community Health to 

advise and assist in the implementation of a diversion action plan and to provide 

recommendations for statutory, contractual or procedural changes to improve diversion efforts 

statewide.  This Council consists of 18 members who have been vetted by the Lt. Governor as 

agents of their respective fields and include representation from:  Michigan Department of 

Health and Human Services; Michigan Department of Corrections; State Court Administration 

Office; Medicaid pre-paid inpatient health plan; adult service agencies/providers (CMHSM); 

Judiciary; prosecutors; community prisoner re-entry; court administrators; county sheriffs; local 

law enforcement; attorneys representing MI, DD interests; mental health, DD advocate; school 

administration; juvenile courts; and children’s medical psychiatric.   

 

The Council is chaired by the Lt. Governor and meets on a monthly basis to address progress on 

the Council’s Action Plan, which is the framework and blueprint that the Diversion Council is 

using to help implement systematic, innovative and cost effective methods of diversion 

throughout the state.  The ultimate goals are to:  strengthen pre-booking jail diversion for 

individuals with mental illness; ensure quality, effective and comprehensive behavioral health 

treatment in jails and prisons; expand post booking jail diversion options for individuals with 

mental illness; reduce unnecessary incarceration or re-incarceration of individuals with mental 

illness; and establish an ongoing mechanism to coordinate and assist with implementation of 

action plan goals and to facilitate needed systems change. 

 

In order to put these major goals in motion, action steps, milestone dates, key responsibilities and 

deliverable outcomes that help move along the process and act as markers for progress there 

have been set in place.  This is a “living” document that is in constant flux as major/minor goals 

and action steps get crossed off due to completion and new goals and action steps are added.  It’s 

used as a template to visualize the framework of the overall diversion blueprint. 

  

One of the main focuses of the Action Plan has to do with implementing systematic change in 

communities and how they address jail/law enforcement diversion. These pilot programs are 

charged with demonstrating the effectiveness of various diversion approaches and help build a 

case for expansion on a statewide basis.  Lessons learned from these programs will be used to 

inform a broader pilot approach moving forward. To that end the Diversion Council looks at 

different counties around the state to come up with innovative and cost effective ways to divert 

MI, DD consumers in a way that could be replicated state wide.  Each of the pilot sights would 

be awarded funding to initiate their process for one year initially (now on a two year cycle) and 

those broadly considered were based on innovation of program, urban/rural mix and already 

established community relationships (readiness).  Potential pilots would be asked to explain their 

mode of diversion within their communities with the following considerations being treated as 

priorities coming out of the Mental Health Diversion Council.  Each of these considerations was 

acknowledged to be some of the most important innovation strategies in an effort to focus on 

evidence based practices. 

 

Priority Considerations for Pilots:  

1. Those agencies seeking to initiate expanded services with law enforcement to include in 

their communities Crisis Intervention Teams (CIT) that would train local police, first 

responders and dispatch personnel in the 40 hour CIT training model to help better deal 

with the mentally ill and developmentally disabled in the field prior to potential 

incarceration.  Further, that police departments would be backfilled while their officers 

are trained. 
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2. Those agencies that are exploring the need for a centralized crisis assessment/diversion 

facility for law enforcement to utilize in lieu of jails. 

3. Those agencies that desire to focus on more comprehensive and enhanced mental health 

treatment for those in jail and transitioning out of jail.  Efforts may include access to 

psychotropic medications in the jail setting as well as easy access to meds upon release, 

bolstered housing efforts prior to and after release; minimal wait times to see 

doctors/psychiatrists in and out of jail, increased support systems in place prior to and 

after release, utilization of educational and vocational opportunities pre and post release. 

4. Those agencies looking to initiate or bolster efforts to expand the use of Alternative 

Outpatient Treatment by way of “Kevin’s Law.”  This consideration has been lessened 

due to the subsequent formation of the Kevin’s Law Panel at the behest of the Mental 

Health Diversion Council in an effort to address pre-emptive diversion.  There is 

currently legislation pending (provided by the Panel) that would make the existing law 

more streamlined, easier to understand and implement as well as more “user friendly” for 

courts, CMH’s and family members.  This would go a long way in trying to get help for 

the mentally ill before they become an immediate threat to themselves or others and 

subsequently have interaction with law enforcement. 

 

The Mental Health Diversion Council has a goal to address diversion at any point in which the 

mentally ill may come in contact with law enforcement or the criminal justice system.  This is 

referred to as “points of intercept” and the Diversion Council is working diligently in the 

following areas to fill gaps in communities that may need assistance:  1) Pre-Emptive - 

Expanded use of Assisted Outpatient Treatment (currently being revamped by the Kevin’s Law 

Panel and the Legislature); 2) Pre-Arrest/Pre-Booking - Law enforcement and emergency 

services point of contact (CIT), Initial detention; 3) Post Booking – Improve local in jail 

behavioral health treatment at booking, expand/strengthen mental health courts and mental health 

resources in criminal probation, greater presence at pre-sentencing/forensic evaluations; 4) Pre-

Release – Re-entry from jails, prisons and forensic center; and 5) Post Release – Comprehensive 

jail in-reach and post release coordination, linkage to community services from probation/parole 

(housing, treatment, employment, meds). 

 

Data and Evaluation: 

The Mental Health Diversion Council has partnered with Michigan State University to supply 

comprehensive data and evaluation reports for each pilot individually and as a whole.  What this 

means is that the MSU evaluation team will gather data that will be utilized in all the pilots, in 

essence binding them together to draw certain conclusions as to their effectiveness as a whole.  

They will also gather and analyze data specific to each individual pilot to determine their 

effectiveness separately.   

 

Governor Snyder and his administration have committed to making jail diversion efforts around 

the state a priority and in doing so the Mental Health Diversion Council is changing the way we 

currently do business in this regard.  The Mental Health Diversion Council has become 

instrumental in its charge of carrying out this administrations edict to come up with efficient, 

innovative, cost effective and transferable programs that can be replicated state wide once 

deemed a best practice and to supply comprehensive evaluations of data collected to outline the 

return on investment.  The Mental Health Diversion Council’s jail diversion efforts are far 

reaching and in the process of impacting legislation that would get the mentally ill into treatment 

before they decompensate and fall in to the revolving door of law enforcement, jail, courts and 

hospitalization.  Finally this body is striving to take steps to improve the current relationships 

and culture of law enforcement, courts and treatment providers.  We are trying to foster an 
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attitude of shared commitment to a shared challenge that every community faces and in doing so 

that we may assist and empower those that need our help the most.    

 

Recovery-Oriented Care / Recovery Support Services 

Recovery-based services and supports remain a strong foundation of publicly funded behavioral 

health programs in the state.  As part of Michigan’s Certified Peer Support Specialist (CPSS) 

initiative, approximately 1,400 individuals have been trained and certified in the 

state.  Individuals work in a variety of areas including supports coordination, psychosocial 

rehabilitation programs, access centers, drug and mental health courts, crisis settings, drop-in 

centers, employment, housing outreach, jail diversion, Assertive Community Treatment, and a 

variety of other evidence based practices.  A strong relationship with the Veterans 

Administration has led to over 105 Veterans receiving certification working at community 

mental health programs, provider agencies and VA centers. 

 

A statewide committee of individuals with lived experience from addictions are providing 

recommendations and developing a curriculum for a statewide certification for peer recovery 

coaches.  The committee has received on going technical assistance from the Center for Social 

Innovation.  The information will be used to develop Medicaid provider requirements and serve 

as guidance to agencies in the state.   

 

This fiscal year a health coach certification is being developed for both CPSS and Certified Peer 

Recovery Coaches (CPRC).  Approximately 30 individuals will be part of the initial 

pilot.  Ongoing continuing education trainings for peer specialists are provided including 

Wellness Recovery Action Planning (WRAP), emotional CPR, art and skill of facilitating 

effective groups,  smoking cessation, motivational interviewing, Whole Health Action 

Management (WHAM), trauma informed care, housing outreach, and development and forensic 

peer support.  Training is focused on developing recovery cultures and practices statewide.   

 

A BRSS TACS grant was awarded in April of 2015 to train 40 individuals in two prisons in the 

state to become certified as a peer support specialist and/or peer recovery coach.  The individuals 

will receive three Lansing Community College credit hours and additional training that will help 

with re-entry into their home communities as returning citizens.  A Transformation Transfer 

Initiative grant on implementing Self-Directed Care for persons with mental health conditions 

was awarded by NASMHPD through SAMHSA.  The individuals participating in the project will 

be part of a 5 year study with the Robert Wood Johnson Foundation and Human Services 

Research Institute (HSRI).   

 

Consumer/Peer-Run Services and Advocacy 

 

MDHHS provides funding to Justice in Mental Health Organization (JIMHO), which is a 100% 

consumer-run agency established to provide peer review services and peer technical assistance to 

the more than fifty 501(c)3 consumer run drop-in agencies in the State of Michigan.  JIMHO 

provides support and technical assistance to peer-run organizations in the areas of start-up, board 

development, legal paperwork, financial management, relationship with CMH, and ongoing 

operations of a peer-run organization.  JIMHO also provides technical assistance to individuals, 

peer-run organizations, and CMHs in the area of self-help support groups and support group 

facilitation. 

 

As a portion of the Peer-Review process, JIMHO monitors the quality, appropriateness, and 

efficacy of drop-in centers in Michigan.  They accomplish this through on-site visits,       

communication with both the organization and funding agencies, and providing close oversight 

Michigan Page 22 of 32Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 45 of 291



of operations.  Included is also training for Medicaid certification and billing under the 

requirements of the Michigan Medicaid Manual. 

 

MDHHS also provides funding to the National Alliance for Mental Illness (NAMI) in Michigan.  

NAMI provides Family and Consumer Peer Education and Support, including referrals, 

education, and public awareness.  NAMI advocates on the federal, state, and local levels for 

nondiscriminatory and equitable public and private-sector policies, as well as for federally-

funded research for treatment and cures for mental illness.  

 

Integrated Physical & Behavioral Health 

Ongoing efforts are underway to better integrate mental health and substance use disorder 

treatment services with physical health services, in a variety of settings including Federally 

Qualified Health Clinics (FQHCs), in primary care clinics, and in CMH and other mental health 

care settings. 

 

A statewide Integrated Health Learning Community is continuing, in partnership with the 

Michigan Association of Community Mental Health Boards and with continued assistance and 

coaching calls in conjunction with the National Council for Behavioral Health. A University of 

Michigan evaluator is also being utilized.  Topics of discussion for the Learning Community 

include:  how agencies fund integrated health activities, developing and enhancing clinical 

services in an integrated health setting, national trends in integrated care, case rate tool kit for 

integrated care / health homes, what works when working with health plans, hospital and 

community behavioral health partnerships, federally qualified health care and community health 

center providers.  Moving forward, the Learning Community continues to provide a forum for 

integrated care teams to discuss what is working in their area, to assist in working through 

obstacles and strategies regarding ongoing efforts to be optimally positioned to develop health 

home models and share accountable care approaches in concert with ongoing healthcare reform. 

 

Trauma-specific and Trauma-informed Services  

There is increasing recognition of the high prevalence of historical trauma among many adult 

services populations, with support for developing and implementing Seeking Safety and Trauma 

Recovery and Empowerment Model services as part of Co-occurring Disorders treatment, as 

well as addressing trauma within the context of advanced Dialectical Behavior Therapy for 

borderline personality disorder with progressive exposure approaches.  Additional attention is 

being given to moving systems of care to becoming more trauma-informed, with assistance from 

Community Connections consultants, and through the use of their Trauma-informed Self-

Assessment framework. 

 

A Trauma Subcommittee has been convened to advance statewide development and 

implementation of trauma-informed and trauma-specific services. Efforts of this subcommittee 

(which reports up to the Practice Improvement Steering Committee) included facilitating 

statewide training to our behavioral health workforce, and conducting a statewide needs-

assessment survey to help inform training plans moving forward. 

 

An arm of the Michigan Fidelity Assistance Support Team (MIFAST) has been developed to 

begin the process of on-site ascertainment of the degree to which agencies have achieved 

implementation of Trauma Informed Care.  A standardized tool for conducting the on-site 

ascertainment has been chosen and a cadre of staff who are experts in Trauma Informed Care 

have been selected to form the team of site reviewers/consultants. The team began meeting in 

May of 2015 to complete training on the standardized tool and achieve inter-rater reliability prior 

to use with provider agencies.  In 2016 it is expected that the Trauma MIFAST will be a part of 

Michigan Page 23 of 32Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 46 of 291



the building and support for ongoing effective service quality, and a major part of the outcome 

tracking and analysis to substantiate progress and cost/benefit value. 

 

Additional block grant-funded resources have been utilized in statewide efforts to counteract 

stigma, and to advance cultural competency, both initiatives which have helped to address some 

of the unique needs of diverse racial, ethnic and sexual gender minorities. 

 

Unique local challenges also exist across Michigan, including the specialized needs of the 

homeless populations that are significant in many of the State’s urban areas, as well as the 

challenges posed by rural areas in the State where the lack of greater population density makes it 

difficult to deliver services that would require high staffing levels and/or significant staff-

provided transportation needs for regular service participation to occur. 

 

Michigan’s economic difficulties of the past few years have also continued to pose financial 

challenges, in the form of decreased levels of available General Fund resources with which to 

provide adult services to those needful recipients that are not covered by Medicaid or other 

health insurances.  The needs of service recipients have also been exacerbated by the associated 

increase in the stressors of poverty and unemployment. Block grant resources have played a 

critical role in supporting the development, implementation, sustainability, and delivery of 

effective mental health services to Michigan recipients that otherwise would suffer from the lack 

of other available funding.  

 

 

CHILDREN WITH SERIOUS EMOTIONAL DISTURBANCE (SED) 

The organization of the Michigan’s system of care (SOC) for children with SED includes many 

state and local agencies, advocacy groups, family members, and local providers of services. State 

agencies in Michigan are organized in such a way that each agency may provide multiple 

services. As mentioned above, an executive order went into effect in April 2015 that merged the 

Michigan Department of Human Services and the Michigan Department of Community Health 

into one department, the Michigan Department of Health and Human Services (MDHHS). 

Within this new Department, a new Children’s Services Administration (CSA) has been 

established. The CSA is responsible for foster care and adoption, child protective services, 

juvenile justice services and includes the Mental Health Services to Children and Families 

Division, which was moved out of the BHDDA into the CSA. The Family Division of County 

Circuit Courts is responsible for juvenile court services. The Michigan Department of Education 

(MDE) is responsible for educational services and the implementation of Parts B and C of the 

Individuals with Disabilities Education Act. The Michigan State Housing Development 

Authority, a division of the Department of Licensing and Regulatory Affairs, is responsible for 

housing services. The state level policy direction to the local public mental health and substance 

use disorder service delivery system is provided by the BHDDA, the Office of Recovery 

Oriented Systems of Care (OROSC) and the Mental Health Services to Children and Families 

(MHSCF) Division within MDHHS.  

 

Discussion of the Medicaid State plan and B3 services is mentioned above, however of special 

note are the additional Medicaid state plan services that were added though the Early Periodic 

Screening, Diagnosis and Treatment (EPSDT) benefit for youth up to age 21. These additional 

specialty services and supports include: community living supports, supports coordination, 

supported employment, family support and training, peer-directed services, skill-building, 

wraparound and prevention-direct parent education and services for children of adults with 

mental illness. 
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Discussion of SUD and co-occurring services is mentioned below, however there are some items 

specific to youth with co-occurring disorders that are important to recognize.  Some PIHPs have 

continued to focus on training in treatment of co-occurring disorders (COD) in youth and these 

include Oakland and Central Michigan.  Oakland County PIHP has held training in Motivational 

Interviewing in order to increase engagement of families in treatment, as well as addressing the 

mental health and substance use issues of adolescents and family members.  CMH for Central 

Michigan also includes a specific COD focus on children/adolescents to assist with meeting 

goals around reducing their substance use.  Several other PIHPs use Multi-Systemic Therapy 

(MST) as a strategy for addressing co-occurring disorders.  In FY15, a new multi-year MST 

project was established across three CMHSPs and funded with Mental Health Block Grant to 

obtain training in MST in a regional area and maximize training dollars. Another CMHSP also 

expanded their MST services using Mental Health Block Grant dollars. There continues to be a 

need for additional cross-agency cooperation between mental health and substance use disorder 

service providers with regard to serving youth with co-occurring disorders. The integration of the 

CAs into the public mental health system statewide provides the opportunity for further growth 

and integration in this area. 

 

Michigan continues to focus on increased interagency collaboration in the state which has 

contributed to a more comprehensive SOC for children with SED that will continue into FY16-

17. In responding to Request for Proposals (RFP) for the children’s portion of the federal mental 

health block grant for FY15, CMHSPs were asked to take the lead with their community 

stakeholders including the other agencies (child welfare, juvenile justice, education, etc.) and 

family members to plan the SOC for children with SED and propose projects in their RFP 

submissions that would fill identified gaps in the local SOC, specifically for youth also involved 

with child welfare and/or juvenile justice. Many of these projects will continue into FY16-17. 

However, many barriers remain in the development of a statewide comprehensive SOC and 

access to mental health services for children who need them. Human service agencies recognize 

that they need to continue to explore ways to reduce the duplication of services and maximize the 

use of funds.  

 

Historically in Michigan, efforts have been made to move children into communities from more 

restrictive out-of-home placement, while still providing beneficial and helpful treatment 

interventions. This movement has continued and will continue to be supported with mental 

health block grant funding. The development and implementation of intensive community-based 

services has been crucial to moving children into the least restrictive environment without 

compromising treatment effectiveness. A major part of Michigan’s transformation plan has been 

the incorporation of family-driven and youth-guided practice, which has led to increased 

consumer choice and treatment interventions that are designed as the child and family desires. 

MDHHS has previously supplied SAMHSA, in the FY12-13 Mental Health Block Grant 

Application, with a copy of the Family-Driven and Youth-Guided Policy and Practice Guideline 

document that is an attachment to all PIHP/CMHSP contracts with MDHHS that requires 

providers to utilize a family-driven youth-guided approach to services provided in the public 

mental health system.  

 

Another very exciting initiative that kicked off March 1, 2015 is the implementation of the 

Children’s Behavioral Action Team (CBAT) pilot. The CBAT is responsible for developing 

successful community-based services which will allow 25 extremely complex children/youth to 

return home to their families, or if this is not possible, to the most family-like setting. The target 

population of the C-BAT includes 25 children/youth ages 5 to 18 currently residing in Hawthorn 

Center, who present with any and/or all of the following challenges: multiple hospitalizations 

and failed community placements; extensive trauma histories; Fetal Alcohol Spectrum Disorder; 
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Serious Emotional Disturbance (SED); Primary SED with Secondary Intellectual/Developmental 

Disabilities; as well as other behavioral and physical health needs. The C-BAT works in 

conjunction with a state-level C-BAT Leadership Team, Hawthorn Center administration and 

staff, multiple community providers (PIHPs/ CMHSPs, local MDHHS, schools, courts, primary 

care and other physical health providers, etc.) as well as families/guardians and the 

children/youth themselves to create unique, individualized community living arrangements and 

plans for treatment, supports and services to successfully maintain these youth in the community. 

The team has offices on the Hawthorn Center campus but travel around the state to provide 

hands-on training and support to the community service providers who will be serving these 

children/youth long-term. The Guidance Center in Detroit was awarded the contract to provide 

CBAT services. This initiative was funded by state general fund dollars specifically earmarked 

for this purpose. The CBAT is overseen by an inter-departmental state leadership team which 

monitors implementation and assists in barrier busting at the systems level. 

 

Michigan has also successfully utilized the 5% set-aside for First Episode Psychosis services for 

young adults. There are three pilot sites in Michigan funded utilizing the 5% set- aside currently 

implementing the RAISE model. These sites began serving people in FY15 and will continue 

into FY16-17 if funding continues from SAMHSA for this purpose, as proposed. This is another 

way Michigan is attempting to utilize community based services and supports to maintain youth 

with SED and young adults with SMI in their homes and communities. 

 

MDHHS has been a leader in increasing collaboration with other state agencies, local 

communities, and families. MDHHS participates in many interagency groups and emphasizes 

collaboration for children’s services. Through these groups, the SOC has improved through the 

elimination of duplicative efforts and new projects being planned with joint efforts in 

development, implementation, and evaluation of services. Michigan has been awarded several 

collaborative federal grants, including Safe Schools Healthy Students and Project AWARE, in 

which MDHHS is a partner. Michigan has also maintained an extensive Mental Health First Aid 

and Youth Mental Health First Aid training initiative through state money and grant funding for 

the past two years and plans for sustaining this training are currently being developed. 

 

Michigan has achieved some success in creating the foundation for a statewide SOC for children 

with SED. All public mental health providers in Michigan utilize a standard definition of SED 

and uniform access standards, as outlined in an attachment to the MDHHS contract with the 

PIHPs and with the CMHSPs. Standardized, validated and reliable outcome measures, the Child 

and Adolescent Functional Assessment Scale (CAFAS) (Hodges, 1989)
3
 for youth ages 7-17 and 

its counterpart for children ages 3 to7 the Preschool Early Childhood Functional Assessment 

(PECFAS) (Hodges, 1994a)
4
 are used to assess treatment effectiveness for all children served in 

the public mental health system.  MDHHS is supporting with block grant funds the statewide 

implementation of two evidence-based practices Parent Management Training-Oregon Model 

(PMTO) (Bank, Rains, & Forgatch, 2004; Forgatch, 1994)
5
 and Trauma-Focused Cognitive 

Behavioral Therapy (TF-CBT) (Cohen, Mannarino, Deblinger, 2006)
6
. And in fiscal year 2009, 

the SOC planning process was formally incorporated into the public mental health system 

                                                        
3 Hodges, K. (1989). Child and Adolescent Functional Assessment Scale. Ypsilanti: Eastern Michigan University. 
4 Hodges K. The Preschool and Early Childhood Functional Assessment Scale. Ypsilanti, MI: Eastern Michigan University,  

   Department of Psychology; 1994a. 

5 Bank, N., Rains, L., & Forgatch, M. S. (2004). A course in the basic PMTO model: Workshops 1-3. Unpublished manuscript. 

    Eugene: Oregon  Social Learning Center.; Forgatch, M. S. (1994). Parenting through change: A training manual. Eugene: Oregon 
    Social Learning Center. 
6  Cohen, J., Mannarino, A., Deblinger, E.  (2006) Treating Trauma and Traumatic Grief in Children and Adolescents, London and  

    New York: The Guilford Press. 
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through the Program Policy Guidelines (PPGs) through which MDHHS requires CMHSPs to 

provide an assessment of their local SOC and how they plan to move forward to improve 

outcomes for children with SED and their families and children with developmental disabilities 

and their families. MDHHS continues to work individually with PIHPs to provide technical 

assistance regarding progressing to more comprehensive SOCs. CMHSPs were also required to 

utilize a SOC planning process to prepare their applications for funding through the children’s 

portion of the mental health block grant and/or in implementing the 1915(c) Waiver for children 

with SED (SEDW).  MDHHS has been particularly interested in increasing access to specialty 

mental health services and supports for Medicaid eligible children/youth with SED in child 

welfare (i.e., abuse/neglect, foster care and/or adopted children/youth) and juvenile justice. Also 

at the community level, interagency administrative groups 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 

Community Collaborative which functions to oversee the planning and development of children's 

services. The local collaborative bodies are comprised of local public agency directors (public 

health, community mental health, child welfare, juvenile justice and substance abuse agencies), 

family court judges, prosecutors, families and sometimes a youth, private agencies and 

community representatives.  

 

Key components of SOC (family-driven and youth-guided, cross system funding for services for 

child welfare foster care children with SED, etc.) have been the focus of interagency planning at 

the state level for many years, and great strides have been made in the past four years. As a result 

of participation in the February 2009 National Federation of Families for Children’s Mental 

Health's Policy Academy on Transforming Children’s Mental Health through Family-Driven 

Strategies and continuing work by that team, an official MDHHS policy on Family-Driven and 

Youth–Guided Practice is utilized by PIHP/CMHSP providers to operationalize the concepts of 

family-driven and youth-guided service provision. A statewide Parent Support Partner training 

curriculum was developed in a partnership between the Association for Children’s Mental Health 

(ACMH), the statewide family organization, and MDHHS, and training began in 2010 and will 

continue in FY16-17. MDHHS has also worked with ACMH, youth and other stakeholders to 

develop a youth peer curriculum and training protocol for statewide implementation of youth 

peer support. This has also been added as a Medicaid covered service in Michigan. The trainings 

will be offered in partnership with ACMH as well and should be rolled out in early FY16.  

 

Another key component of SOC that has been addressed recently is cross-system funding. 

Previously MDCH and MDHS (Now MDHHS) committed to a collaborative partnership which 

has expanded the SEDW DHS pilot to 36 counties, including current and former SAMHSA SOC 

grantee sites in Michigan. The waiver sites provide comprehensive mental health services, 

including wraparound, to children in foster care. This initiative provided the impetus for further 

collaboration between MDCH and MDHS (now MDHHS) to provide services to additional 

children in the child welfare system who may not meet the criteria for the SEDW but who still 

require specialized mental health services. MDHHS provides the state match to Medicaid for 

both these projects in order to increase access to mental health services through CMHSPs/PIHPs 

for children in foster care and child protective services levels 1 and 2. Also in the past, Mental 

Health Block Grant funds were used as seed money to establish SEDW Access positions, located 

at the local MDHHS office, at SEDW sites to provide mental health screening, assessment and 

liaison functions to facilitate children being identified and enrolled in appropriate mental health 

services. These efforts have been integral in assisting MDHHS in responding to the consent 

decree that was the result of the Dwayne B. v. Granholm (2006) lawsuit (that requires, among 

other things, MDHS to provide improved screening and access to mental health services for 

children in foster care) and will continue to assist in the response to the revised consent decree 
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Dwayne B. v. Snyder (2011) as well as to sustain a stronger SOC for children in the child 

welfare system in Michigan. Now that MDCH and MDHS are merged into the same department, 

the hope is that funding and administration of these types of programs will be streamlined. 

 

MDHHS staff  have also worked closely with present and former SAMHSA SOC grantee sites 

(in Kent County, Saginaw County, Southwest Detroit, Ingham and Kalamazoo counties) to 

provide leadership in collaborative efforts to develop SOC in their communities and impact state 

level efforts.  MDHHS staff have regular meetings with sites to discuss strategies, progress, 

outcomes and sustaining the gains made during the grant period. The lessons learned by these 

sites provide a wealth of knowledge about what has been successful and what has been 

challenging in implementing SOC at a local level. Also, Detroit Wayne Mental Health Authority 

in partnership with the American Indian Health and Family Services was awarded a SOC 

expansion grant in FY14 that is ongoing. Some of the very important goals of this project are to 

strengthen, expand and sustain the SOC values and principles; to develop sustainable sources of 

funding; and to offer culturally and linguistically relevant services to children/youth with SED in 

Wayne County, specifically Native children, youth and families who are "out of balance and 

challenged by spiritual unrest. This is a unique project in the state and Michigan hopes to utilize 

lessons learned through this process to enhance services to minority youth and family 

populations statewide. 
 

 

INDIVUDALS WITH SUBSTANCE USE DISORDERS (SUD)  

The BHDDA currently allocates Substance Abuse Prevention and Treatment (SAPT) Block 

Grant funding through the 10 regional PIHPs, whose responsibilities include planning, 

administering, funding and maintaining the provision of substance abuse treatment and 

prevention services for Michigan’s 83 counties. All PIHPs have Prevention Coordinators (PCs), 

who receive input from and empower local communities in their response to substance abuse 

prevention needs. The PIHPs are required to provide outpatient services (including intensive 

outpatient), residential services, medication-assisted treatment, case management, early 

intervention, peer recovery and recovery support, prevention, and integrated treatment for co-

occurring mental health and substance use disorders.   

 

In FY09, BHDDA embarked on a recovery oriented system of care (ROSC) transformational 

change initiative. This initiative changes the values and philosophy of the existing substance use 

disorder (SUD) delivery system from an acute crisis orientation to a long term stable recovery 

orientation. Michigan’s ROSC definition was adopted on September 20, 2010 as follows: 

Michigan’s recovery oriented system of care supports an individual’s journey toward recovery 

and wellness by creating and sustaining networks of formal and informal services and supports.  

The opportunities established through collaboration, partnership and a broad array of services 

promote life enhancing recovery and wellness for individuals, families and communities. 

 

BHDDA subscribes to the belief that ROSC is not a program; it is a philosophical construct by 

which a behavioral health system (SUD and mental health) shapes its perspective. Michigan’s 

SUD system includes the full continuum of services including recovery support, peer-based 

recovery support, community based services, professional based services (treatment), and 

prevention services that are client centered and directed to meet the needs of individuals, 

families, and communities. The overarching goal for Michigan’s ROSC effort is to promote 

community wellness.   Within a ROSC, SUD service entities, as well as their collaborators and 

partners, cooperatively provide a flexible and fluid array of services in which individuals can 

move.   
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PIHPs develop multi-year action plans for their region within this type of system of care and 

service array. Systemically, the infrastructure includes the use of a data-driven planning process, 

expands the use of evidenced-based programs, develops epidemiological profiles and logic 

models, and increases the capacity to address mental, emotional, and behavioral conditions to 

support and improve the quality of life for citizens of Michigan.    

 

Prevention programming is intended to reduce the consequences of SUDs in communities by 

preventing or delaying the onset of use, and reducing the progression of SUDs in individuals.  

Prevention is an ordered set of steps along a continuum that promotes individual, family and 

community health; prevents mental and behavioral disorders; supports resilience and recovery; 

and reinforces treatment principles to prevent relapse.  The Michigan ROSC Implementation 

Plan goal four:  To enhance our collective ability to support the health, wellness, and resilience 

of all individuals by developing prevention prepared communities comprises the umbrella under 

which prevention services are conducted. This goal underscores the value of prevention prepared 

communities (PPCs) as the cornerstones of a ROSC.  PIHPs are expected to sustain a strategic 

planning framework (SPF) process and a service delivery system that will show evidence of 

working toward community-level change.  A role for prevention services directed toward 

individual behavior change remains for specific high-risk selective and indicated populations. 

 

PIHPs are expected to employ the six Substance Abuse and Mental Health Services 

Administration (SAMHSA), Center for Substance Abuse Prevention (CSAP) strategies to engage 

individuals and the community to effect population-based change.  This multi-component and 

strategic approach should cover all age groups including support for children, senior citizens, all 

socio-economic classes, diverse cultures, minority, and under-served populations, service men 

and women, gender-specific, and targeted high-risk groups.  As part of the BHDDA strategic 

plan, the following has been identified as prevention priorities through FY2016. 

 

1. Reduce childhood and underage drinking. 

2. Reduce prescription drug and opioid abuse/misuse.  

3. Reduce youth access to tobacco (Synar and Synar-related activity).  

4. Address an identified local priority based on epidemiological evidence. 

 

Annually PIHPs prepare a Prevention Services Planning Chart to elicit a logical sequence of 

information from consequences, through planned outcomes, provider involvement, and training 

needs and must show evidence of a data-guided planning process indicative of the collection and 

analysis of baseline data to validate the selection of consequences for each priority.  It must also 

indicate the evidence-based programs and strategies to be selected that prevent substance use and 

SUDs; promote mental health; and reduce obesity and infant mortality.   

 

Early Identification 

 

Screening, Brief Intervention and Referral to Treatment (SBIRT), an evidence-based 

practice used to identify, reduce and prevent problematic use, abuse, and dependence on alcohol 

and illicit drugs will be further developed and implemented in Michigan as part of early 

identification efforts.  The SBIRT model was incited by an Institute of Medicine (IOM) 

recommendation that called for community-based screening for health risk behaviors, including 

substance use.  Three major components are involved in SBIRT: (1) Screening—a healthcare 

professional assesses a patient for risky substance use behaviors using standardized screening 

tools; (2) Brief Intervention—a health care professional engages a patient showing risky 

substance use behaviors in a short conversation, providing feedback and advice; and (3) 

Referral—a healthcare professional provides referral  to additional services, if needed.  SBIRT 
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has more recently been applied to identify and prevent risky substance use among adolescents, 

and has been shown to be effective in reducing substance abuse in this population. Many 

components of SBIRT models are also applicable to prevention strategies that address Problem 

Identification and Referral (PIR). Community coalitions across the state have been collaborating 

with primary care entities such as Federally Qualified Health Centers (FQHCs) and other 

primary care agencies, such as hospitals, local public health departments (LPHDs) clinics and 

school-based health centers to: employ SBIRT to youth and young adults at risk for substance 

use disorders; refer youth and young adults to evidence-based practices proven to be effective in 

reducing substance use disorders, primarily, underage drinking and prescription drug and illicit 

opioid misuse and abuse; to administer evidence-based practices.  These efforts will be expanded 

not only geographically in Michigan, but also to include adults. 

 

Treatment is intended to assist those individuals identified as having a substance abuse or 

dependence diagnosis.  Each regional PIHP utilizes an Access Management System (AMS) that 

acts as a gatekeeper to publicly funded services in their region.  Through the AMS, individuals 

and their families are screened and referred to services at the appropriate level of care, and the 

provider of their choice.  Just as the SSA maintains contracts with the regional PIHPs, the PIHPs 

maintain contracts with their provider panel for publicly funded services to ensure that policies 

and procedures are followed and a baseline for services is maintained statewide.  As indicated, 

there is a baseline expectation for service provision statewide, however, services above the 

baseline vary by region and are frequently based on the identified needs of the region’s 

population.  Each region is required to maintain and adhere to a cultural competency plan that 

includes population demographics, hiring expectations and practices at the PIHP and provider 

level based on the demographics of the regional population, practices that are in place to ensure 

appropriate cultural training for staff and culturally appropriate resources for the individuals 

accessing services.  The service delivery system is the same for adults and adolescents, and an 

adolescent or parent would contact the AMS to initiate services for the adolescent. 

 

Recovery Support Systems are a network of supports put into place to assist an individual in 

maintaining their recovery or sobriety.  These supports can be in the form of, but not limited to, 

peer mentors, recovery coaches, aftercare programming, employment assistance, housing 

assistance, educational counseling, supportive housing and a commitment to supporting an 

individual throughout their recovery journey.  Recovery supports are organized at the regional 

level, and vary by PIHP.  Michigan has developed a Recovery Coach Technical Advisory for the 

SUD field and a Recovery Coach Curriculum and Credentialing Advisory group has been 

convened for the purpose of developing recommendations for state certification.  The group has 

been meeting on an ongoing basis.  We are receiving technical assistance from SAMHSA and 

about Bringing Recovery Supports to Scale Technical Assistance Center Strategy (BRSS TACS) 

with a national consultant from the Center for Social Innovation. Training opportunities for peer 

recovery support specialists and coaches were offered regionally in FY 2013 and 2014.     

 

Michigan addresses needs of the following specific populations for persons with or at risk 

of having substance use and/or mental health disorders:   

 

Persons who are intravenous drug users (IDUs):  All individuals who are intravenous drug users 

are considered a priority population in Michigan, with pregnant women who are IDU’s being 

admitted first to treatment.  Individuals who are IDUs are offered both drug free and medication-

assisted treatment (MAT) by the AMS.  Many choose MAT, and this can result in wait times, 

depending on what is available in their region, how far they can travel, and their financial 

situation.  The advent of the Healthy Michigan Plan for Medicaid expansion has helped to 

reduce wait times for IDUs.  Those placed on the waiting list for MAT are offered interim 
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services, as well as services at a lower level of care to keep them engaged while they wait for the 

opportunity to attend the service of their choice.   

 

Adolescents with substance abuse and/or mental health problems:  The majority of adolescent 

SUD programs in Michigan are considered co-occurring capable programs, as the population 

trends show that the majority of adolescents with an SUD also have a mental health concern.  

There are several residential programs in the state that offer services to the adolescent 

population, as well as numerous outpatient treatment centers.   

 

Children and youth who are at risk for mental, emotional and behavioral disorders, including but 

not limited to addiction, conduct disorder and depression:  This population is not served through 

the SUD treatment system, but can access prevention and mental health services. 

 

Women who are pregnant and have a substance use and/or mental disorder:  Pregnant women, as 

a priority population, have immediate access to SUD treatment services.  Specialty services for 

pregnant and parenting women are available at all levels of care, and children entering treatment 

with their mothers are also assessed for needs.  Referrals to appropriate services are made and 

followed up on to ensure that family needs are being met.  Many programs that offer SUD 

services to pregnant women are also considered to be co-occurring capable and can address most 

mental health needs.  If a pregnant woman is not able to participate in treatment services 

immediately, she is offered interim services and connected with the regional women’s treatment 

coordinator for follow up.   

 

Parents with substance use and/or mental disorders who have dependent children:  There is one 

residential program in Michigan that is able to accommodate an entire family (both parents and 

children) in SUD treatment.  Several other residential programs are able to accommodate women 

and their children, and at the outpatient level, ancillary services such as child care are offered 

both to mothers and fathers who are primary caregivers.  Michigan law ensures parents at risk of 

losing their children to the child welfare system are a priority population in Michigan and are 

able to access SUD treatment services immediately. 

 

Military personnel (active, guard, reserve and veteran) and their families:  Military personnel 

without other resources are able to access the publicly funded system as needed.  To date, there 

are no specially focused programs to meet their needs, but regions are working to train clinical 

staff in the needs of the military population and the challenges they face.  As often as possible, 

we encourage those military personnel with benefits to access services through the Veteran’s 

Administration. 

 

American Indians/Alaska Natives:  There are twelve federally recognized tribes in Michigan. 

Each tribe provides substance abuse services to the tribal citizens residing in their specified tribal 

service area.  The array of services provided by each tribe is variable, ranging from limited 

outpatient services to a more comprehensive array of prevention and treatment services. The 

Indian Health Services does provide limited resources to Michigan tribes for substance abuse 

services through PL 93-638 contracts and compacts. However, many tribal citizens reside outside 

the tribal service areas in urban communities. For these citizens, the American Indian Health and 

Family Services provides outpatient treatment and prevention services to the Detroit American 

Indian community and the Grand Rapids community receives limited services from the Grand 

Rapids office of the Nottawaseppi Huron Band of the Potawatomi.  

 

Citizens of Michigan tribes experience health disparities unlike any other population in Michigan 

with higher rates of substance use disorders amongst youth, chronic alcohol and drug use, Fetal 
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Alcohol Spectrum Disorder, suicide rates, as well as depression and --PTSD.  Tribal citizens face 

unique challenges in their efforts to access effective substance abuse services. These challenges 

include; limitations on the array of services available from tribes and tribal organizations, 

limitations on the availability of non-tribal culturally competent services, limited access to 

funding, over-reliance on grant funding, and geographic barriers.   

 

Services for persons with or at risk of contracting communicable diseases are addressed in 

the following manner: 

 

Individuals with tuberculosis (TB): All persons receiving SUD services who are infected with 

mycobacteria TB must be referred for appropriate medical evaluation and treatment.  PIHPs are 

responsible for ensuring that the agency to which the client is referred has the capacity to provide 

these medical services or to make the services available.  In addition, all clients entering 

residential treatment and residential detoxification must be tested for TB upon admission.  With 

respect to clients who exhibit symptoms of active TB, policies and procedures must be in place 

to avoid the potential spread of the disease.  These policies and procedures must be consistent 

with the Centers for Disease Control guidelines and/or communicable disease best practice. 

 

Persons with or at risk for HIV/AIDS and who are in treatment for substance abuse: Each PIHP 

must assure staff knowledge and skills in the provider network are adequate and appropriate for 

addressing communicable disease related issues in the client population. To assist in meeting this 

requirement, OROSC, in conjunction with other partners in MDHHS, has developed a web-

based Level I training curriculum.  In addition, PIHPs are required to assure that all SUD clients 

entering treatment have been appropriately screened for risk of HIV/AIDS, STD/Is, TB and 

hepatitis, and that they are provided basic information about risk. For those clients with high risk 

behaviors, additional information about the resources available and referral to testing and 

treatment must be made available. 

 

Although not required, targeted services are also provided for the following populations: 

 

- Individuals with mental and/or substance use disorders who are homeless or involved in the 

criminal or juvenile justice systems. 

 

- Individuals with mental; and/or substance use disorders who live in rural areas. 

 

- Underserved racial and ethnic minority and Lesbian, Gay, Bisexual, Transgendered, and 

questioning (LGBTQ) populations. 

 

- Persons with disabilities. 

 

- Community populations for environmental prevention activities, including policy changing 

activities, and behavior change activities to change community, school, family and business 

norms through laws, policy and guidelines and enforcement. 

 

- Community settings for universal, selective and indicated prevention interventions, including 

hard-to-reach communities and “late” adopters of prevention strategies. 
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Planning Steps

Step 2: Identify the unmet service needs and critical gaps within the current system.

Narrative Question: 

This step should identify the unmet services needs and critical gaps in the state's current systems, as well as the data sources used to identify the 
needs and gaps of the populations relevant to each block grant within the state's behavioral health system, especially for those required 
populations described in this document and other populations identified by the state as a priority. This step should also address how the state 
plans to meet these unmet service needs and gaps.

The state's priorities and goals must be supported by a data-driven process. This could include data and information that are available through 
the state's unique data system (including community-level data), as well as SAMHSA's data set including, but not limited to, the National 
Survey on Drug Use and Health (NSDUH), the Treatment Episode Data Set (TEDS), the National Facilities Surveys on Drug Abuse and 
Mental Health Services, the annual State and National Behavioral Health Barometers, and the Uniform Reporting System (URS). Those 
states that have a State Epidemiological and Outcomes Workgroup (SEOW) should describe its composition and contribution to the process for 
primary prevention and treatment planning. States should also continue to use the prevalence formulas for adults with SMI and children with 
SED, as well as the prevalence estimates, epidemiological analyses, and profiles to establish mental health treatment, substance abuse 
prevention, and substance abuse treatment goals at the state level. In addition, states should obtain and include in their data sources 
information from other state agencies that provide or purchase behavioral health services. This will allow states to have a more comprehensive 
approach to identifying the number of individuals that are receiving behavioral health services and the services they are receiving.

SAMHSA's Behavioral Health Barometer is intended to provide a snapshot of the state of behavioral health in America. This report presents a 
set of substance use and mental health indicators measured through two of SAMHSA's populations- and treatment facility-based survey data 
collection efforts, the NSDUH and the National Survey of Substance Abuse Treatment Services (N-SSATS) and other relevant data sets. 
Collected and reported annually, these indicators uniquely position SAMHSA to offer both an overview reflecting the behavioral health of the 
nation at a given point in time, as well as a mechanism for tracking change and trends over time. It is hoped that the National and State specific 
Behavioral Health Barometers will assist states in developing and implementing their block grant programs.

SAMHSA will provide each state with its state-specific data for several indicators from the Behavioral Health Barometers. States can use this to 
compare their data to national data and to focus their efforts and resources on the areas where they need to improve. In addition to in-state 
data, SAMHSA has identified several other data sets that are available to states through various federal agencies: CMS, the Agency for Healthcare 
Research and Quality (AHRQ), and others.

Through the Healthy People Initiative18 HHS has identified a broad set of indicators and goals to track and improve the nation's health. By 
using the indicators included in Healthy People, states can focus their efforts on priority issues, support consistency in measurement, and use 
indicators that are being tracked at a national level, enabling better comparability. States should consider this resource in their planning.

18 http://www.healthypeople.gov/2020/default.aspx

Footnotes: 
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ADULTS AND CHILDREN WITH SUBSTANCE USE DISORDERS 

 

Implemented as part of the Strategic Prevention Framework/State Incentive Grant (SPF/SIG), 

Michigan continues to maintain a functioning epidemiological workgroup.  The State Epidemiological 

and Outcomes Workgroup (SEOW) is a standing workgroup under the auspices of the Recovery 

Oriented System of Care (ROSC) Transformation Steering Committee (TSC).  The chairperson of the 

SEOW (or his/her designee) attends TSC meetings to not only provide input into the overall ROSC 

efforts from a SEOW perspective, but also to be available as a resource to the TSC if data needs are 

identified.  Recommendations from the SEOW will be made to the TSC, which in turn will make 

recommendations to OROSC for ultimate decisions.  The project director for the SEOW is an OROSC 

staff member, as are the SEOW epidemiologist and the SEOW liaison.  

 

The mission of the SEOW is to expand, enhance, and integrate the substance use disorder needs 

assessment, and develop the capacity to address mental, emotional and behavioral conditions to 

support and improve upon the quality of life for citizens of Michigan. Guiding principles that direct 

the work of the Michigan SEOW include utilizing a public health approach which encompasses 

improving health through a focus on population-based measures; the use of a strategic planning 

framework including assessment of need, capacity building, planning, implementation, and evaluation, 

in order to position Michigan with prevention prepared communities; align substance use disorder 

(SUD) and mental health service provisions; and implement a ROSC.  The combined SUD and mental 

health indicator tracking system to support MDHHS’s efforts of integration of behavioral health and 

policy development is also one of the SEOW Guiding Principles. In addition, the SEOW uses a 

collaborative process, building on existing partnerships, as well as developing new relationships, at the 

state, regional, local and community level at all stages of its work in order to address the unique issues 

of Michigan, celebrating the diversity of our state.  

 

The primary activities of the SEOW for FY 2015-2016 will be to:  1) expand the scope of the SEOW 

to include treatment and recovery (not just prevention) and to include mental health disorder 

prevention and treatment, as well as mental health promotion; 2) continue to gather new data as it 

becomes available, particularly around prescription and over-the-counter drug abuse; 3) analyze data 

being gathered, and serve as a resource for both the state and local Community Epidemiology 

Workgroups (CEWs); 4) continue work on establishing a web-based central data repository for 

Michigan that can be easily accessed and updated; and 5) evaluate and prioritize continued data gaps, 

and develop plans for filling these gaps. 

 

The SEOW is chaired by the Provider Network Administrator of the Mid-State Health Network 

Regional Prepaid Inpatient Health Plan (PIHP), Community Mental Health Authority of Clinton, 

Eaton, and Ingham Sub Regional Entity (CMHA-CEI SRE).  Membership on the SEOW includes 

representatives of various state-level departments including Michigan Department of Education, 

Michigan State Police, and various divisions and administrations within MDHHS including 

epidemiology, local health services, mental health, and SUD treatment.  In addition, community 

coalitions, and the Michigan Primary Care Association are represented on the SEOW.  As of January 

31, 2015, the following are SEOW members: 
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The following represent data sources used by the SEOW:  

 National Survey on Drug Use and Health (NSDUH) 

 Drug Abuse Warning Network (DAWN) 

 State Epidemiological Data System (SEDS) 

 Child Adolescent Functioning Assessment Scale (CAFAS) 

 Michigan Behavioral Risk Factor Surveillance System (BRFSS) 

 Treatment Episode Data Set (TEDS) 

 Michigan Automated Prescription Monitoring System (MAPS) 

 Michigan In-Patient Database (MIDB) 

 Michigan Youth Risk Behavior Survey (YRBS) 

 Michigan Profile for Healthy Youth (MiPHY) 

 Michigan Traffic Crash Facts 

 Fatality Analysis Reporting System (FARS) 

 Liquor Licenses 

 Uniform Crime Reports 

 Michigan Death Certificates 

 Pregnancy Risk Assessment and Monitoring System (PRAMS) 

 

Member Name Organization Workgroup Affiliation 

Elizabeth Agius Wayne State University Member/Evaluator 

Dr. Lorri Cameron 
MDHHS, Division of Environmental 

Health 
Member 

Rebecca Cienki Michigan Primary Care Association Member 

Lisa Coleman 
Region 10 PIHP: Genesee Health  

System 
Member 

Denise Herbert Network 180 Member 

Joel Hoepfner 

Community Mental Health Authority  

of Clinton, Eaton, and Ingham Sub  

Regional Entity (CMHA-CEI SRE)  

Member/Chairperson 

Charlotte Kilvington Michigan State Police Member 

Kim Kovalchick Michigan Department of Education Member 

Mary Ludtke MDHHS, Mental Health Member 

Dr. Corinne Miller 
MDHHS, Bureau of Disease  Control, 

Prevention, and Epidemiology 
Member 

Dr. Su Min Oh MDHHS/BHDDA (Prevention) 
Member/SEOW 

Epidemiologist/Staff Liaison 

Larry Scott MDHHS/BHDDA (Prevention) 
Member/SEOW Project  

Director 

Angela Smith-Butterwick MDHHS/BHDDA (Treatment) Member 

Brenda Stoneburner MDHHS/BHDDA (Prevention) Member 
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Based on the 2012-2013 NSDUH, an estimated 784,000 individuals aged 12 or older in 

Michigan needed treatment for an illicit drug or alcohol use problems (9.4% of the population 

aged 12 or older). Among the 784,000 individuals 12 or older who needed treatment for an illicit 

drug of alcohol use problem, an estimated 95,000 individuals received treatment at a specialty 

facility. This means that 689,000 individuals needed treatment for an illicit drug or alcohol use 

problem but did not receive treatment at a specialty facility in the past year. An estimated 49,000 

adolescents aged 12 to 17 needed treatment for an illicit drug or alcohol use problem, 2,000 

adolescents (4.2%) received treatment at a specialty facility. Among the 47,000 adolescents aged 

12 to 17 who were classified as needing substance use treatment but did not receive treatment at 

a specialty facility in the past year, 1,000 (1.9%) reported that they perceived a need for 

treatment for their illicit drug or alcohol use problem. An estimated 736,000 individuals aged 18 

or older needed treatment for an illicit drug or alcohol use problem, 93,000 (12.6%) received 

treatment at a specialty facility. Of the 643,000 individuals aged 18 or older who were classified 

as needing substance use treatment but did not receive treatment at a specialty facility, 15,000 

(2.3%) reported that they perceived a need for treatment for their illicit drug or alcohol use 

problem. 

 

According to TEDS, the number of persons reporting opiates as primary drug of substance at 

admission to publicly funded programs increased over the last 10 years, it peaked in 2011 and has not 

reached that level since.  In 2013, among those reporting opiates other than heroin as the primary drug 

of substance at admission, 47% were adults aged 26 to 35 and 23% were young adults aged 18 to 25. 

Similarly, the number of persons reporting heroin as primary drug of substance increased steadily 

during the past decade, from 7,935 in 2003 to 13,641 in 2013. Of the 13,641 admissions, 39% were 

adults aged 26 to 35 and 23% were young adults aged 18 to 25. 

 

The recent state epidemiological profile provided by SEOW describes Michigan residents’ 

consumption patterns, intervening variables, and substance abuse consequences, as well as mental 

health well-being based on state and federal data sources. 

 

The findings for Michigan youth include: 

 Between 2004 and 2013, alcohol-related traffic crashes involved at least one driver, aged 16-20, 

who had been drinking, caused an annual average of 158 deaths and serious injuries. 

 In 2013, underage alcohol use cost Michigan taxpayers $1.9 billion dollars. 

 In 2013, 1,149 youth, 16-20 years-of-age, were admitted for alcohol as the primary drug of abuse 

in Michigan, accounting for 22.1.8% of all substance abuse treatment admissions. 

 In 2013, 11.8% of Michigan 9 through 12th
th

 grade students smoked cigarettes on one or more of 

the past 30 days and 7.1% of students had smoked daily. 

 In 2013, 14% of Michigan youth reported having seriously considered suicide and 9% students 

reported having attempted suicide one or more times. 

o In comparison, 43% of Sexual Minority Youth in Michigan reported having considered 

attempting suicide; 32% had made a suicide attempt; and 12% had made a suicide attempt 

that needed to be treated by a doctor or nurse in the prior 12 month period.  

 

The findings for Michigan’s general/adult population include: 

 Between 2004 and 2013, alcohol-related traffic crashes involving at least one driver, 21 years of 

age or older, who had been drinking, caused an average of 1,107 deaths and incapacitating injuries. 
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 In 2013, an estimated 6.2% of individuals over the age of 18 years old were heavy drinkers and 

18.9% of them were binge drinkers. 

 In 2012, the prescription drug overdose death rate was the highest for adults 35 to 54 years of age. 

 In 2013, prescription drugs totaled 8,464 treatment entrances for individuals 21 years of age of 

older, accounting 9.2% of all substance abuse treatment admissions. 

 Between 2003 and 2012, young adults 18 to 25 years of age in Michigan, had higher rates of 

nonmedical use of pain relievers, compared to youth 12 to 17 years of age and adults 26 years of 

age or older. 

 Between 2011 and 2012, 7.4% of adults 18 years of age and older reported experiencing major 

depressive episode and 4.5% of adults reported serious mental illness. 

 In 2013, Michigan’s age-adjusted suicide rate was 12.9 per 100,000 with the rate of death for 

males, four times higher than for females (20.7 and 5.6 respectively).  

 

Primary indicators used in assessing community needs include: nonmedical use of pain relievers, level 

of past 30 day use of alcohol and binge drinking among youth aged 12 to 20, alcohol involved death 

and serious injuries, past year psychological distress, past year major depressive episode, and age 

adjusted suicide rates.   

 

As a result of this work, unmet service needs and critical gaps have been identified as follows: 

 Reducing childhood and underage drinking 

 Reducing prescription drug and over-the-counter (RxOTC) misuse and abuse 

 Reducing opioid abuse 

 Reducing youth access to tobacco 

 Reducing suicide 

 Greater collaboration between primary care and prevention providers, including coalitions. 

 Greater collaboration between Tribal entities in the collection of data relevant to the severity, 

incidence, prevalence and trends related to substance use and mental health disorders.  

 Training and technical assistance in implementing evidence-based practices effective in reducing 

childhood and underage drinking, youth access to tobacco, prescription and over-the-counter drug 

misuse and abuse, and suicide. 

 

Persons who are intravenous drug users (IDUs):  All individuals who are intravenous drug users are 

considered a priority population in Michigan, with pregnant women who are IDU’s being admitted 

first to treatment.  Individuals who are IDUs are offered both drug free and medication-assisted 

treatment (MAT) by the Access Center in each region.  Many choose MAT, and this can result in a 

wait time of approximately 2 weeks, depending on what how many clients that program can intake in a 

week.  During FY2015 we saw an increase in wait times for residential treatment for this population.  

Unfortunately, this is a capacity issue, and regions are working to expand residential capacity with 

programs who have that ability.  Those placed on the waiting list for MAT are offered interim 

services, as well as services at a lower level of care to keep them engaged while they wait for the 

opportunity to attend the service of their choice.   

 

Women who are pregnant and have a substance use and/or mental disorder:  Pregnant women, as a 

priority population, have immediate access to SUD treatment services.  Many programs that offer 

SUD services to pregnant women are also considered to be co-occurring capable and can address most 

mental health needs.  If a pregnant woman is not able to participate in treatment services immediately, 
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she is offered interim services and connected with the regional women’s treatment coordinator for 

follow up.   

 

Parents with substance use and/or mental disorders who have dependent children:  There is one 

residential program in Michigan that is able to accommodate an entire family (parents and children) in 

SUD treatment.  Several other residential programs are able to accommodate women and their 

children, and at the outpatient level, ancillary services such as child care are offered both to mothers 

and fathers who are primary caregivers.  If parents are at risk of losing their children and involved with 

the child welfare system, they are a priority population in Michigan and are able to access SUD 

treatment services immediately. 

 

Individuals with tuberculosis (TB): All persons receiving SUD services who are infected with 

mycobacteria TB must be referred for appropriate medical evaluation and treatment.  Regions are 

responsible for ensuring that the agency to which the client is referred has the capacity to provide these 

medical services or to make the services available.  In addition, all clients entering residential 

treatment and residential detoxification must be tested for TB upon admission.  With respect to clients 

who exhibit symptoms of active TB, policies and procedures must be in place to avoid the potential 

spread of the disease.  These policies and procedures must be consistent with the Centers for Disease 

Control guidelines and/or communicable disease best practice. 

 

Persons with or at risk for HIV/AIDS and who are in treatment for substance abuse: Each Region must 

assure staff knowledge and skills in the provider network are adequate and appropriate for addressing 

communicable disease related issues in the client population. To assist in meeting this requirement, 

OROSC, in conjunction with other partners in MDHHS, has developed a web-based Level I training 

curriculum.  In addition, Regions are required to assure that all SUD clients entering treatment have 

been appropriately screened for risk of HIV/AIDS, STD/Is, TB and hepatitis, and that they are 

provided basic information about risk. For those clients with high risk behaviors, additional 

information about the resources available and referral to testing and treatment must be made available. 

 

In addition to the above unmet service needs and critical gaps, based on recent data and changes 

occurring in Michigan, the following issues are being added as priorities: 

 

1. Identify current and improve data collection among LGBT populations and evaluation of programs 

and practices targeted toward LGBT populations, as well as mainstream programs that serve 

LGBT clients. 

According to the Institute of Medicine (IOM) (2011), LGBT populations are at substantially 

greater risk for substance abuse and mental health problems.  LGBT people are more likely to use 

alcohol and drugs and to continue heavy drinking into later life. In addition, they are more likely to 

have higher rates of substance use disorders and less likely to abstain from using alcohol and 

drugs. Gay men, lesbians and male-to-female transgender persons experience methamphetamine 

use as a significant problem. A multistate study of high school students found a greater likelihood 

of engagement in unhealthy risk behaviors such as tobacco use, alcohol and other drug use, 

suicidal behaviors and violence among LGB students. Current known data sources are limited in 

Michigan. There is a need and desire to improve data collection, as well as identify and implement 

evidence based programs and practices to address this target population. 
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2. Adolescent Treatment 

The current system of care reflects poor penetration rates for the treatment of adolescents with less 

than 10% of those with an identified need, receiving substance use disorder (SUD) treatment 

services.  In addition, there is no identified mechanism for conducting effective outreach to this 

population, direction for collaboration with referral sources, or linking to resources.  There is also 

low use of integrated treatment and recovery support services for this population.  Approximately 

40% indicate a co-occurring substance use and mental health disorder.  In order to be effective, 

more providers should be utilizing co-occurring treatment services to treat the population.  In 

addition, the longer this population and their families are involved in services, the better their 

recovery potential.  Due to only a small number of providers utilizing recovery supports, 

approximately 4%, families do not have access to services after formal treatment ends. 

 

3. Recreational Marijuana    

There is no state legalization bill currently in play, but 15 Michigan cities, including Detroit and 

Lansing (the state capital) have already legalized the possession of small quantities of pot for 

private use. Nationally, perceived risk of marijuana use among students in 8th, 10th, and 12th 

grades decreased by 38% over the last 10 years. Fewer teens now believe using marijuana is 

harmful. Coinciding with the declining perceived risk nationally, marijuana use in the last 30 days 

among high school students increased, from 20.2% in 2005 to 23.4% in 2013. During this time 

period, the prevalence of marijuana use among Michigan high school students remained the same 

at 18 percent. Laws legalizing recreational marijuana can lead to easier access of marijuana by 

children and youth. There is a need to keep marijuana out of hands of children and youth and 

implement strategies to prevent marijuana use among minors given current movement of legalized 

marijuana. 

 

4. Increase in Prescription Opioid Use 

Data from the death certificates file indicate that, from 2002 to 2013, deaths due to heroin and 

prescription opiate overdose rose from 213 to 840 (rates of 2.1 to 8.5 per 100,000 population.).  

Recent NSDUH surveys (2012-13) reported that 4.8% of Michigan residents, 12 or older, reported 

nonmedical use of pain relievers in the past year.  Drawing upon these NSDUH surveys, the 

estimated prevalence of illicit drug dependence or abuse in the past year for Michigan was 3.0% 

among persons aged 12 or older. The Medication Assisted Treatment (MAT) workgroup was 

created to address issues related to opiate use, abuse, and addiction within the OROSC. In 2014, 

the MAT workgroup enhanced and refined the SAMHSA’s Guidelines for the Provision of 

Medication Assisted Treatment Services for Opiate Use Disorders to be specific to Michigan. 

However, some areas of the state require more time to fully implement these guidelines. 

 

CHILDREN WITH SERIOUS EMOTIONAL DISTURBANCE 

 

According to 2014 US Census figures, Michigan is the 10
th

 most populous state in the United 

States with an estimated population of 9,909,877, with approximately 2,246,890 of those 

residents being children ages 0-17. Prevalence data supplied by the Substance Abuse and Mental 

Health Services Administration’s (SAMHSA) 2013 National Outcome Measures Prevalence 

Report suggests 6-12% of the 1,184,104 children from ages 9 to 17 in Michigan could be 

identified as having a serious emotional disturbance (SED). That means anywhere from 71,046 

to 142,092 children ages 9 to17 might have been eligible for services in the public mental health 
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system in 2013 alone. However, data compiled by MDHHS for FY13 indicates 42,789 children 

(ages 0 through 17) with SED were served in the public mental health system in Michigan. 

Improvement in identifying and engaging children who may be in need of mental health services 

in Michigan is needed.   

 

In March 2015, 13,201 children were residing in out-of-home foster placements per MDHHS. 

According to the Michigan Department of Education (MDE) the statewide high school drop-out 

rate in 2014 was 9.61%, which has shown steady improvement over the past 4 years but 

continues to be higher than desired. According to the Michigan Council on Crime and 

Delinquency, Michigan ranks 2nd highest in the country for juvenile life without parole 

sentences, with over 350 inmates sentenced to die in prison for crimes they committed when they 

were children.  Data reported on the National Center for Children in Poverty website 

(http://nccp.org/publications/pub_687.html#26) indicates nationally that up to 44% of youth with 

mental health problems drop-out of school; up to 50% of children in the child welfare system 

have mental health problems; and 67 to 70% of youth in the juvenile justice system have a 

diagnosable mental health disorder. Finally, 75 to 80% of children and youth with mental health 

problems do not receive needed services nationwide. When considering this national data, it is 

clear that a significant percentage of the children and youth represented in the Michigan 

education, child welfare and juvenile justice statistics have SED and are not receiving needed 

services. A collaborative approach to addressing the needs of these children/youth and families is 

needed to achieve better outcomes for the children/families involved. 

 

Michigan’s fiscal climate has shown some improvement in the last few years. According to the 

State of Michigan’s “Mi Dashboard” (http://www.michigan.gov/midashboard/0,1607,7-256-

58012---,00.html) the unemployment rate in Michigan was 6.7% in November 2014 which was 

better than previous years but remained 0.9% above the national average of 5.8% for that same 

time. According to the Michigan League for Public Policy’s 2015 Kids Count in Michigan Data 

Book, (http://www.mlpp.org/misc/KidsCount2015_FINAL_RGB_WEB.pdf ) child poverty 

actually worsened in Michigan as the state was experiencing economic recovery. In 2013 one of 

every four children in the state lived in a family with income below the poverty level and half of 

these children live in extreme poverty (income less than half the poverty level).  According to 

information provided by SAMHSA in the 2013 National Outcome Measures Prevalence Report, 

Michigan is 29
th 

in the national poverty ranking. MDHHS’ May 2015 Medicaid enrollment data 

indicated that 1,688,402 Michigan residents were eligible for Medicaid in that month. Of those 

eligible residents, 926,359 or 54.87% were children ages 0-17. Medicaid births in Michigan are 

now approximately 50% of all births. According to the Child Trends Data Bank 

(http://www.childtrends.org/?indicators=children-in-poverty,) poverty is related to increased 

risks of negative health outcomes for young children and adolescents. When compared with all 

children, poor children are more likely to have poor health and chronic health conditions. As 

adolescents, poor youth are more likely to suffer from mental health problems, such as 

personality disorders and depression. Moreover, in comparison to all adolescents, those raised in 

poverty engage in higher rates of risky health-related behaviors, including smoking and early 

initiation of sexual activity. Poverty in childhood and adolescence is also associated with a 

higher risk for poorer cognitive and academic outcomes, lower school attendance, lower reading 

and math test scores, increased distractibility, and higher rates of grade failure and early high 

school dropout. Poor children are also more likely than other children to have externalizing and 
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other behavior problems, or emotional problems, and are more likely to engage in delinquent 

behaviors during adolescence. Poverty continues to be a major issue for children in Michigan. It 

is prime time for partnerships to be forged to attempt to meet the needs of Michigan’s children 

and families collaboratively on a larger scale. 

 

The recent dire fiscal climate in Michigan resulted in fewer resources for all child-serving 

systems and the funding and support for such resources has not bounced back. This is 

unfortunate, but helped to create an environment where the former MDCH and MDHS (now 

MDHHS) were open to collaborating and matching funds which resulted in the SEDW pilot 

project. The project has helped the child welfare system to realize that the expertise of the mental 

health system may assist them in their vision of better outcomes for children.  It also has helped 

the mental health system develop a sense of responsibility for children that are in the child 

welfare system.  There are opportunities to improve fiscal efficiencies and to re-direct dollars 

from ineffective, costly out-of-home models into effective community-based models inherent in 

this partnership. The MDHHS SEDW Pilot continues to demonstrate fiscal saving and better 

outcomes for children and families which has acted as a catalyst for other collaborative projects. 

And now that the two departments have merged, there is hope that administrative and fiscal 

barriers may be reduced.   

 

However, there are additional barriers to a statewide SOC that MDHHS has been trying to 

address for several years. These needs include the following:  

 lack of a comprehensive assessment of disparities in mental health outcomes for children 

of color and the impact of poverty on health and mental health;  

 inconsistent access to comprehensive and meaningful mental health evaluations and risk 

assessments for children and youth involved in all systems;   

 differing levels of awareness and education regarding identifying and treating trauma and 

other mental health conditions as they appear in children served in all systems;  

 unequal access to community-based treatment alternatives that all systems can access and 

trust so that decisions are not made out of fear or a lack of options,  

 ensuring youth and family voice and choice at every level in numbers significant enough 

to not only represent their status as youth and family members but to achieve cultural and 

linguistic competence in the development and implementation of the SOC;  

 sparse availability of treatment for co-occurring disorders in children/youth; 

 lack of a unified vision and message regarding SOC across the state and inconsistent 

commitment from system partners.  

 

These issues are themes that have repeatedly arisen in discussions with system partners, family 

and youth. MDHHS believes that there are many reasons that these needs have not been fully 

addressed at this point after so many years of SOC work in the state, but two main reasons 

appear to be that the SOC has historically been viewed as a mental health initiative that can 

either be imposed upon or opted out of by other systems instead of a statewide initiative to better 

serve the children with SED in every system. There is a need to unify the approach and 

encourage all partners to recognize their vital role in the statewide SOC and understand the 

benefits to them for their involvement because the mental health system cannot do this alone. 

Secondly, Michigan has never developed an effective way to expand and/or connect the pockets 

of excellence that exist across the state into a statewide SOC. There have been great 
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collaborations in certain areas that have demonstrated incredible outcomes and benefits for the 

communities involved, but that has never been translated into a formal statewide initiative. 

Michigan has and plans to continue to use children’s mental health block grant funds, in addition 

to other resources, to provide the means to build upon strengths in Michigan and to continue to 

address need areas with the long-term outcome being a viable and sustainable statewide SOC for 

children/youth with SED and their families. 

 

ADULTS WITH SERIOUS MENTAL ILLNESS (SMI) 
 

Michigan’s estimated population was around 9,891,487 persons from 2012 to 2013 as reported 

by the United States Census Bureau.  Of that number 77.1% were over the age of 18, constituting 

an estimate of 7,631,788 adults.  Per the 2012-2013 data set provided by the National Survey on 

Drug Use and Health (NSDUH), 4.14% of all American adults (approximately 12.8 million) 

were estimated to have serious mental illness.  The NSDUH is also a source of estimating the 

prevalence, or total number of Michigan adults for the period of 2012-2013 with serious mental 

illness.  According to the survey, 4.69% of Michigan’s adult population have serious mental 

illness, with the confidence interval range between 4.06% and 5.42%, and predictive of a 

Michigan’s adult SMI population between 401,594 and 536,118. 

  

These figures suggest a significant gap between the prevalence of serious mental illness 

estimated in Michigan’s adult population and the penetration of public sector mental health 

services. It is unlikely that the differential can be fully accounted for by the cohort of SMI adults 

served in the private-sector, or via other systems.  Clearly, improvement in identifying, engaging, 

and serving adults who may be in need of public sector mental health services in Michigan is 

needed.  This gap between prevalence and service penetration continues to support the global 

need for greater availability of and access to care for Michigan’s adult serious mental health 

population.  There are needs that block grant resources can assist in meeting. 

  

There were 167,931 adults served through Michigan mental health services in 2013, and nearly 

60% of them met the federal definition of having a serious mental illness. In each NSDUH 

survey asked from 2009 to 2013, more than half (56.5%) of about 648,000 Michigan adults with 

any mental illness did not receive treatment or counseling in the year prior to data collection. Of 

persons with serious mental illness, 37.1% (2012) and 31.5% (2013) of the adult Michigan 

respondents did not receive mental health counseling or treatment.   

 

The 2012-2013 NSDUH revealed that a greater proportion of young adults (ages 18 to 25) in 

Michigan (5.35%) suffered serious mental illness than in the nation overall (4.17%). Estimates 

for Michigan’s adults aged 26 and older suggest slightly higher serious mental illness within the 

prior year (4.58%) when compared to the national average (4.14%) as well.  At the national 

level, higher proportions of women have been experiencing serious mental illness than men 

during young adulthood and throughout the adult age ranges, only declining after age 60 to 

proportions lower than male counterparts.   
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Figure 1 Proportions of Serious Mental Illness in Michigan and the United States, 2012-2013 

 

According to 2012-13 NSDUH findings regarding any mental illness experienced within the 

prior year, Michigan’s young adults in the 18-25 age range were comparable, but slightly higher 

in proportion(21%%) to the national average (19%%) . Findings of any mental illness for 

Michigan adults aged 26 and older were similar (19.9%) when compared to the national average 

(18.3%). 
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Figure 2 Proportion of Any Mental Illness, by Age, Michigan and United States, 2012-2013 

 
 

An additional indicator that demonstrates the need for public mental health services in Michigan 

is suicidality.  More Michigan citizens than other national respondents to the NSDUH reported 

having past-year suicidal thoughts from 2009 to 2013.  More than 4% (4.2, 4.5, 4.4, and 4.5% in 

the respective survey years) of all Michigan adults had considered suicide.  According to data 

provided by the Michigan Division for Vital Records & Health Statistics, Michigan’s 2013 age-

adjusted suicide rate was 12.9 per 100,000 individuals, where the figure has hovered since 2010 

and demonstrates an increase from the 2009 rate of 11.3 per 100,000.  As is true with national 

tendencies, more Michigan deaths confirmed as suicide have been male. Of 1,296 suicides for all 

ages in 2013, 78% (1,013) of the decedents were male and 22% (283) were female.  In 2013, 

intentional self-harm or suicide was the tenth leading cause of death in Michigan and in the 

nation. 
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The State’s unique economic and unemployment stressors are believed to be contributing factors 

to the higher rates of mental illness and suicidality reported across Michigan’s adult populations.  

The persistence of many of these stressors over a period of years has had a cumulative effect not 

only in the increase of situationally influenced depression, but also in the lack of greater General 

Fund resources with which to  better meet these needs. The assistance of block grant funding 

plays a critical role in supporting Michigan in this regard. 

 

Data supplied by SAMHSA’s 2011 Mental Health National Outcome Measures report appears to 

indicate that Michigan continues to lag behind the reported national average in each of the 

following areas of adult evidence-based practice (EBP) delivery: 

 

 Medications Management 

 Illness Self-management 

 Dual Diagnosis Treatment 

 Family Psychoeducation 

 Supported Housing 
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This may serve as one indicator of needful additional service development and implementation, 

and/or improvement in service reporting processes moving forward.  For example, it is 

acknowledged that significant progress has been made in the development of a Medications 

Algorithm to guide the prescription practices of psychotropic medications, as a pilot project 

funded by Flinn Foundation grant resources. In the provider clinics that have adopted this or 

similar tools, positive outcomes are being reported, yet since this has not yet been 

adopted/implemented on a statewide basis, no standardized data has been available to include in 

SAMHSA’s Mental Health NOMs report.  In somewhat similar fashion, although a formal 

Illness Self-management practice (like the SAMHSA-endorsed Illness Management and 

Recovery model) has not been uniformly adopted in Michigan, illness self-management concepts 

and practices have been and are being adopted in a non-standardized fashion in various areas of 

the State, but not in a manner that is conducive to uniform reporting.  Some of these methods 

include the use of peers to support self-management and the use of technology based processes 

that can be used through smart phone applications. 

 

Family Psychoeducation continues to be utilized in areas around the state.  Widespread 

implementation and ongoing use of this practice has been problematic, especially in the rural 

areas of the state.  Budget constraints and staff turnover have made it difficult for providers to 

commit resources to the developing this program when other support services can be 

provided/offered to families.  Michigan continues to support the development of this program by 

offering needed trainings and certification in this model of treatment. 

 

Although the means currently exist to accurately capture the delivery of the IDDT-level of 

intensive Dual Diagnosis Treatment services, Michigan still has room to grow in working out 

improved identification, delivery, and capture of co-occurring disorder treatment services at 

lower levels of intensity.  Michigan uses the Dual Diagnosis Capability in Mental Health 

Treatment (DDCMHT) and the Dual Diagnosis Capability in Addiction Treatment (DDCAT) to 

review program readiness and supporting the continued development and implementation of 

Dual Diagnosis Treatment services across the entire continuum of service type and intensity of 

need. Michigan utilizes a fidelity review support team to survey organizations and to offer 

ongoing technical assistance as the agencies seek to further develop their capacities to provide 

services.  We further the support co-occurring disorder treatment by providing Motivational 

Interviewing training that is specific to the working with the co-occurring disorder population. 
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Planning Steps

Quality and Data Collection Readiness

Narrative Question: 

Health surveillance is critical to SAMHSA's ability to develop new models of care to address substance abuse and mental illness. SAMHSA 
provides decision makers, researchers and the general public with enhanced information about the extent of substance abuse and mental illness, 
how systems of care are organized and financed, when and how to seek help, and effective models of care, including the outcomes of treatment 
engagement and recovery. SAMHSA also provides Congress and the nation reports about the use of block grant and other SAMHSA funding to 
impact outcomes in critical areas, and is moving toward measures for all programs consistent with SAMHSA's NBHQF. The effort is part of the 
congressionally mandated National Quality Strategy to assure health care funds – public and private – are used most effectively and efficiently to 
create better health, better care, and better value. The overarching goals of this effort are to ensure that services are evidence-based and 
effective or are appropriately tested as promising or emerging best practices; they are person/family-centered; care is coordinated across 
systems; services promote healthy living; and, they are safe, accessible, and affordable.

SAMHSA is currently working to harmonize data collection efforts across discretionary programs and match relevant NBHQF and National 
Quality Strategy (NQS) measures that are already endorsed by the National Quality Forum (NQF) wherever possible. SAMHSA is also working to 
align these measures with other efforts within HHS and relevant health and social programs and to reflect a mix of outcomes, processes, and 
costs of services. Finally, consistent with the Affordable Care Act and other HHS priorities, these efforts will seek to understand the impact that 
disparities have on outcomes.

For the FY 2016-2017 Block Grant Application, SAMHSA has begun a transition to a common substance abuse and mental health client-level 
data (CLD) system. SAMHSA proposes to build upon existing data systems, namely TEDS and the mental health CLD system developed as part of 
the Uniform Reporting System. The short-term goal is to coordinate these two systems in a way that focuses on essential data elements and 
minimizes data collection disruptions. The long-term goal is to develop a more efficient and robust program of data collection about behavioral 
health services that can be used to evaluate the impact of the block grant program on prevention and treatment services performance and to 
inform behavioral health services research and policy. This will include some level of direct reporting on client-level data from states on unique 
prevention and treatment services purchased under the MHBG and SABG and how these services contribute to overall outcomes. It should be 
noted that SAMHSA itself does not intend to collect or maintain any personal identifying information on individuals served with block grant 
funding.

This effort will also include some facility-level data collection to understand the overall financing and service delivery process on client-level and 
systems-level outcomes as individuals receiving services become eligible for services that are covered under fee-for-service or capitation 
systems, which results in encounter reporting. SAMHSA will continue to work with its partners to look at current facility collection efforts and 
explore innovative strategies, including survey methods, to gather facility and client level data.

The initial draft set of measures developed for the block grant programs can be found at http://www.samhsa.gov/data/quality-metrics/block-
grant-measures. These measures are being discussed with states and other stakeholders. To help SAMHSA determine how best to move 
forward with our partners, each state must identify its current and future capacity to report these measures or measures like them, types of 
adjustments to current and future state-level data collection efforts necessary to submit the new streamlined performance measures, technical 
assistance needed to make those adjustments, and perceived or actual barriers to such data collection and reporting.

The key to SAMHSA's success in accomplishing tasks associated with data collection for the block grant will be the collaboration with 
SAMHSA's centers and offices, the National Association of State Mental Health Program Directors (NASMHPD), the National Association of State 
Alcohol Drug Abuse Directors (NASADAD), and other state and community partners. SAMHSA recognizes the significant implications of this 
undertaking for states and for local service providers, and anticipates that the development and implementation process will take several years 
and will evolve over time.

For the FY 2016-2017 Block Grant Application reporting, achieving these goals will result in a more coordinated behavioral health data collection 
program that complements other existing systems (e.g., Medicaid administrative and billing data systems; and state mental health and 
substance abuse data systems), ensures consistency in the use of measures that are aligned across various agencies and reporting systems, and 
provides a more complete understanding of the delivery of mental health and substance abuse services. Both goals can only be achieved 
through continuous collaboration with and feedback from SAMHSA's state, provider, and practitioner partners.

SAMHSA anticipates this movement is consistent with the current state authorities' movement toward system integration and will minimize 
challenges associated with changing operational logistics of data collection and reporting. SAMHSA understands modifications to data 
collection systems may be necessary to achieve these goals and will work with the states to minimize the impact of these changes.

States must answer the questions below to help assess readiness for CLD collection described above:

Briefly describe the state's data collection and reporting system and what level of data is able to be reported currently (e.g., at the client, 
program, provider, and/or other levels).

1.

Is the state's current data collection and reporting system specific to substance abuse and/or mental health services clients, or is it part of 
a larger data system? If the latter, please identify what other types of data are collected and for what populations (e.g., Medicaid, child 
welfare, etc.).

2.
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Is the state currently able to collect and report measures at the individual client level (that is, by client served, but not with client-
identifying information)? 

3.

If not, what changes will the state need to make to be able to collect and report on these measures?4.

Please indicate areas of technical assistance needed related to this section.

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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1. Briefly describe the state's data collection and reporting system and what level of data is able 

to be reported currently (e.g., at the client, program, provider, and/or other levels). 

 

Michigan’s community behavioral health system has been collecting HIPAA compliant 837 

encounter data as well as demographic data statewide since 2003.  This behavioral health 

information is reported for the individual client, the providers as well as the program.  Since 

1992, Michigan’s publicly-funded substance use disorder service delivery system has been 

collecting and reporting Treatment Episode Data SETS (TEDS) at the client and provider 

level.  In 2010, a web-based data collection system for TEDS was developed to allow 

submitters to track submissions, fix errors, and monitor reported admissions and discharges. 

It currently operates on a batch production model, but there are plans to develop real time, 

HL7 updates of individual records. 

 

2. Is the state's current data collection and reporting system specific to substance abuse and/or 

mental health services clients, or is it part of a larger data system? If the latter, please identify 

what other types of data are collected and for what populations (e.g., Medicaid, child welfare, 

etc.).   

 

Michigan’s behavioral health encounter and demographic information is housed with the 

state’s Medicaid encounter system.  The web-based, stand-alone application (referenced 

above under #1) is separate from Medicaid and will be expanded to collect demographic data 

on all persons receiving behavioral health services (MH and SUD).  This application 

currently serves as a data collection system for all SUD TEDS records.  

 

3. Is the state currently able to collect and report measures at the individual client level (that is, 

by client served, but not with client identifying information)? 

 

Yes, Michigan’s collection of encounter and demographic data is at the individual level.  

Michigan’s substance use disorder information is currently reported to SAMHSA via the 

TEDS data collection system at the client level.  Michigan’s mental health and SUD 

demographic data are being incorporated into SAMHSA’s Behavioral Health (BH) TEDS for 

reporting to SAMHSA. 

 

4. If not, what changes will the state need to make to be able to collect and report on these 

measures? 

Michigan is currently developing the collection and reporting systems to report BH-TEDS 

files to SAMHSA by December 2015.  Specifications for these enhancements can be found 

on the MDHHS Reporting Requirements web site:   

http://www.michigan.gov/mdch/0,4612,7-132-2941_38765---,00.html 
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Priority #: 1

Priority Area: System of Care for Children/Youth with Serious Emotional Disturbance (SED) and Their Families

Priority Type: MHS

Population(s): SED

Goal of the priority area:

Treatment outcomes for children/youth with SED and their families improve statewide.

Objective:

Outcomes are improved for children/youth with SED and their families through participation in a statewide SOC demonstrated by the measurable 
strategies below.

Strategies to attain the objective:

1. Develop a structure to expand the availability and access to a statewide comprehensive system of care (SOC) for children/youth and their families that 
includes improved treatment outcomes, using block grant funding in addition to other resources. 

2. Engage system partners and stakeholders in the process of developing a statewide SOC. 

4. Utilize block grant funding to support system improvement activities such as statewide PMTO and Trauma Informed Initiative for children with SED, 
state supported training and technical assistance in targeted areas such as co-occurring treatment, wraparound, home-based services, early childhood 
screening and assessment, family-driven and youth-guided service provision and peer-to peer parent and youth support activities. 

5. Utilize block grant funding to support projects identified by CMHSPS to fill gaps in their local systems of care for services that improve outcomes for 
children/youth with SED and their families. 

6. Utilize data to inform policy and program decision making and improvements. 

Indicator #: 1

Indicator: The percent of children assessed with the CAFAS statewide who demonstrate at least a 20 
point (statistically significant) reduction in their overall CAFAS score from intake to 
discharge will increase in FY16 and again in FY17 from a baseline average obtained in FY14.

Baseline Measurement: FY14 Baseline = 56% of children assessed

First-year target/outcome measurement: FY16 Target = 58% of children assessed

Second-year target/outcome measurement: 

Data Source: 

John Carlson, PhD and the Michigan Level of Functioning Project. 

Description of Data: 

Statewide aggregate CAFAS data

Data issues/caveats that affect outcome measures:: 

The data collection for this indicator will be changed in FY16 and we are hoping to see a more accurate representation of the progress 
children/youth make in treatment. Previously, we have only been analyzing data from one fiscal year at a time, however, treatment 
episodes from intake to discharge for many children/youth cross fiscal year boundaries. In FY16 we will be able to analyze data across 
fiscal years.

Annual Performance Indicators to measure goal success

Planning Tables

Table 1 Priority Areas and Annual Performance Indicators

FY17 Target = 60% of children assessed
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Indicator #: 2

Indicator: The number of children/youth with SED served in the public mental health system that 
receive wraparound services will increase in FY16 and again in FY17 from a baseline of 
number served in FY14.

Baseline Measurement: FY14 Baseline = 1,457 children served by Wraparound

First-year target/outcome measurement: FY16 Target = 1,500 children served by Wraparound

Second-year target/outcome measurement: 

Data Source: 

MDHHS Division of Quality Management and Planning state Fingertip Report. 

Description of Data: 

Numbers served in wraparound

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 3

Indicator: The number of children/youth with SED served in the public mental health system that 
receive PMTO will increase in FY16 and again in FY17 from a baseline of number served in 
FY14.

Baseline Measurement: FY14 Baseline = 1,394 children received PMTO

First-year target/outcome measurement: FY16 Target = 1,410 children received PMTO

Second-year target/outcome measurement: 

Data Source: 

MDHHS Division of Quality Management and Planning state Fingertip Report

Description of Data: 

Numbers served in PMTO

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 4

Indicator: The number of children/youth with SED served in the public mental health system that 
receive Trauma-Focused Cognitive Behavior Therapy (TFCBT) will increase in FY16 and again 
in FY17 from a baseline of number served in FY14.

Baseline Measurement: FY14 Baseline = 635 children received TFCBT

First-year target/outcome measurement: FY16 Target = 650 children received TFCBT 

Second-year target/outcome measurement: 

Data Source: 

MDHHS Division of Quality Management and Planning state encounter data. 

Description of Data: 

Number served in TFCBT

Data issues/caveats that affect outcome measures:: 

None

FY17 Target = 1,550 children served by Wraparound

FY17 Target = 1,430 children received PMTO

FY17 Target = 665 children received TFCBT
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Indicator #: 5

Indicator: The number of certified Parent Support Partners trained to work in the public mental 
health will increase in FY16 and again in FY17 from a baseline of number trained in FY14. 

Baseline Measurement: FY14 Baseline = 85 Parent Support Partners certified

First-year target/outcome measurement: FY16 Target = 100 Parent Support Partners certified

Second-year target/outcome measurement: 

Data Source: 

Michigan Parent Support Partner Training Project

Description of Data: 

Number of Parent Support Partners trained

Data issues/caveats that affect outcome measures:: 

None

Priority #: 2

Priority Area: Enhanced Partnerships

Priority Type: MHS

Population(s): SED

Goal of the priority area:

Enhanced partnerships exist to serve children/youth with SED and their families, including traditionally underserved populations, using block grant 
funds and other resources; that reduce duplication of efforts. 

Objective:

The number of children/youth with SED and their families effectively served by collaborative projects will increase in FY16 and again in FY17 from FY14 
baseline.

Strategies to attain the objective:

1. Continue to support the SED Waiver (SEDW). 

2. Continue to support joint projects and foster the relationship between MDHHS child welfare, juvenile justice, child mental health, child and family 
health, MDE, State Court Administrative Office and other child serving systems to encourage more collaborative work. 

3. Continue to pursue and support integrated physical health and behavioral health initiatives for children and youth with SED and their families. 

4. Continue to utilize the 5% set-aside for integrated first episode psychosis services.

Indicator #: 1

Indicator: The number of children enrolled in the SEDW will increase in FY16 and again in FY17 from 
FY14 baseline. 

Baseline Measurement: FY14 Baseline = 621 children served by the SED Waiver

First-year target/outcome measurement: FY16 Target = 650 children served by the SED Waiver 

Second-year target/outcome measurement: 

Data Source: 

SEDW Pilot Specialist 

Annual Performance Indicators to measure goal success

FY17 Target = 115 Parent Support Partners certified

FY17 Target = 670 children served by the SED Waiver 
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Description of Data: 

Number of children enrolled in SEDW 

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 2

Indicator: The number of youth who are involved in the juvenile justice system and need mental 
health services will be identified and served by the public mental health system.

Baseline Measurement: FY14 Baseline = 1,729 youth served

First-year target/outcome measurement: FY16 Target = 1,740 youth served 

Second-year target/outcome measurement: 

Data Source: 

MDHHS Division of Quality Management and Planning state full 404 Report.

Description of Data: 

Number of children served by mental health and juvenile justice system.

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 3

Indicator: The number of children served in integrated physical and mental health projects will 
increase in FY16 and again in FY17 from FY14 baseline. 

Baseline Measurement: FY14 Baseline = 857 children served 

First-year target/outcome measurement: FY16 Target = 880 children served 

Second-year target/outcome measurement: 

Data Source: 

Michigan Child Collaborative Care Project data

Description of Data: 

Number of children served by integrated physical and mental health projects.

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 4

Indicator: The number of youth receiving co-occurring services will increase in FY16 and again in FY17 
from FY14 baseline. 

Baseline Measurement: FY14 Baseline = 2,421 children served

First-year target/outcome measurement: FY16 Target = 2,460 children served 

Second-year target/outcome measurement: 

Data Source: 

MDHHS Division of Quality Management and Planning Encounter data

Description of Data: 

FY17 Target = 1,760 youth served 

FY17 Target = 900 children served

FY17 Target = 2,470 children served 
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Number of children receiving co-occurring services

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 5

Indicator: A baseline of young adults receiving RAISE model services through the 5% set-aside pilots 
will be obtained in FY16 and the number served will increase in FY17. 

Baseline Measurement: FY16 Baseline = 75 young adults served 

First-year target/outcome measurement: FY16 Baseline = 75 young adults served 

Second-year target/outcome measurement: 

Data Source: 

5% set-aside contract manager

Description of Data: 

Number of young adults receiving RAISE model services

Data issues/caveats that affect outcome measures:: 

None

Priority #: 3

Priority Area: Provide integrated treatment to adult SMI service recipients with co-occurring mental health and substance use disorders.

Priority Type: MHS

Population(s): SMI

Goal of the priority area:

To improve the penetration of integrated co-occurring mental health and substances use disorder treatment services within the adult CMHSP provider 
network.

Objective:

Improvement in integrated treatment.

Strategies to attain the objective:

1. Continue to provide training to the CMHSP workforce on co-occurring disorders treatment knowledge and skills, including motivational 
interviewing, and other IDDT and/or DDCMHT framework domains areas.

2. Continue to provide IDDT and/or DDCMHT program site reviews and subsequent associated technical assistance/coaching input for advancing 
service development and implementation.

Indicator #: 1

Indicator: The number of program fidelity and ascertainment reviews will increase in FY16 and FY17 
from its current level in FY15.

Baseline Measurement: FY15 Baseline = 22 reviews

First-year target/outcome measurement: FY16 Target = 24 reviews

Second-year target/outcome measurement: 

Data Source: 

Michigan Fidelity Assessment Support Team (MIFAST) data from MDHHS Specialist tracking the number of reviews taking place.

Annual Performance Indicators to measure goal success

FY17 Target = 85 young adults served

FY17 Estimate = 26 reviews
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Description of Data: 

Reflects the number of reviews conducted that are monitoring the implementation and ongoing use of practices and/or readiness.

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 2

Indicator: The number of behavioral health consumers receiving treatment services for co-occurring 
mental health and substance use disorders will increase in FY16 and FY17 from its current 
level in FY15.

Baseline Measurement: FY15 Baseline = 60,300

First-year target/outcome measurement: FY16 Target = 61,500

Second-year target/outcome measurement: 

Data Source: 

MDHHS data warehouse, Quality Improvement Data (soon to be Behavioral Health TEDS)

Description of Data: 

Count of adults receiving co-occurring disorder services

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 3

Indicator: The number of CMHSP and/or Primary Care Provider staff receiving training and/or 
education on integrated behavioral and physical healthcare services will increase in FY16 
and FY17 from its current level in FY15.

Baseline Measurement: FY15 Baseline = 560

First-year target/outcome measurement: FY16 Target = 700

Second-year target/outcome measurement: 

Data Source: 

Integrated health learning community reports and attendance rosters.

Description of Data: 

Count of the number of individuals participating in training and activities that are part of the Integrated Health Learning Collaborative

Data issues/caveats that affect outcome measures:: 

None

Priority #: 4

Priority Area: Promote and protect health, wellness and safety of consumers with serious mental illness who have contact with law 
enforcement.

Priority Type: MHS

Population(s): SMI

Goal of the priority area:

To increase the safety of consumers with serious mental illness and to gain swifter access to services by means of referral or intervention of police 

FY17 Target = 62,750

FY17 Target = 850
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officers trained in Crisis Intervention Team Training (CIT).

Objective:

The health, wellness and safety of consumers with serious mental illness who have contact with law enforcement will be protected.

Strategies to attain the objective:

1. Leverage monies allocated to the Governor’s Mental Health Diversion Council that would support pilots across the State who would use CIT as a 
model for their communities.

2. Give priority consideration (funding) to those communities that would use CIT as a primary means to help divert the mentally ill from jail on a pre-
emptive basis for future pilot sites.

3. Provide support to pilots that have opted to utilize CIT as their primary innovation within their community by means of data sharing, access to 
resources and networking with other communities that have been successful in their efforts.

4. Utilize the efforts of the data and evaluation team from Michigan State University to analyze the progress of each pilot and note the amount of 
consumers with serious mental illness being served as a result of CIT intervention.

Indicator #: 1

Indicator: The number of CIT trained officers will increase in FY16 and again in FY17 from the FY14 
baseline.

Baseline Measurement: FY14 Baseline = 103 officers trained

First-year target/outcome measurement: FY16 Target = 150 officers trained

Second-year target/outcome measurement: 

Data Source: 

MSU data and evaluation team

Description of Data: 

Count of police, dispatch, and jail personnel trained from data evaluation team

Data issues/caveats that affect outcome measures:: 

None

Annual Performance Indicators to measure goal success

Priority #: 5

Priority Area: Promote and protect health, wellness and safety of consumers with serious mental illness who have interactions with criminal 
justice systems.

Priority Type: MHS

Population(s): SMI

Goal of the priority area:

To reduce the number of consumers with serious mental illness being arrested or incarcerated and to divert them to treatment.

Objective:

The health, wellness and safety of consumers with serious mental illness who have interactions with criminal justice systems will be protected.

Strategies to attain the objective:

1. Leverage monies allocated to the Governor’s Mental Health Diversion Council to bolster efforts statewide in diverting consumers with serious mental 
illness through innovative, replicative, and cost effective pilots.

2. Provide support to pilots through data sharing, networking and regular contact to promote growth and cohesiveness within individual communities 
and all stakeholders.

FY17 Target = 175 officers trained 
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3. Evaluate the effectiveness of pilots through data collection and evaluation efforts with Michigan State University to document success/hurdles.

Indicator #: 1

Indicator: The number of statewide pilots initiated through the Mental Health Diversion Council will 
increase in FY16 and again in FY17 from the FY14 baseline.

Baseline Measurement: FY14 Baseline = 5 statewide diversion pilots

First-year target/outcome measurement: FY16 Target = 6 statewide diversion pilots

Second-year target/outcome measurement: 

Data Source: 

MSU data and evaluation team

Description of Data: 

Count of pilot programs statewide from project reporting

Data issues/caveats that affect outcome measures:: 

None

Annual Performance Indicators to measure goal success

Priority #: 6

Priority Area: Promote Healthy Births

Priority Type: SAT

Population(s): PWWDC

Goal of the priority area:

Healthy births will be promoted.

Objective:

Reduce infant mortality in the target population and increase the incidence of healthy, drug and alcohol free births.

Strategies to attain the objective:

1. Increase outreach to pregnant women to increase the population's access to treatment.

2. Provide extended case management to pregnant women to provide support after the treatment episode in order to promote a healthy birth.

3. Promote recovery support services to extend engagement and support retention.

4. Build capacity to provide trauma-informed care.

Indicator #: 1

Indicator: Number of reported drug free births

Baseline Measurement: FY12 Baseline = 200 drug free births reported by programs serving PWWDC

First-year target/outcome measurement: FY16 Target = 210 drug free births

Second-year target/outcome measurement: 

Data Source: 

Women's Specialty Services Report

Description of Data: 

Annual Performance Indicators to measure goal success

FY17 Target = 7 statewide diversion pilots

FY17 Target = 215 drug free births
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Raw count of women who enter treatment pregnant or become pregnant while in treatment and have a subsequent substance free 
birth, based on the results of meconium testing.

Data issues/caveats that affect outcome measures:: 

This measure must be tracked by hand and, if a woman leaves treatment unexpectedly, a program may never know if she has a healthy 
birth. MDHHS has worked diligently to ensure numbers are reported accurately and continue to encourage case management and 
recovery supports for pregnant women as they exit formal treatment.

Priority #: 7

Priority Area: Reduce IVDU wait times

Priority Type: SAT

Population(s): IVDUs

Goal of the priority area:

IVDU wait times will be reduced.

Objective:

Reduce the percentage of individuals waiting over 10 days to enter treatment by 10%.

Strategies to attain the objective:

1. Encourage case management services for IVDUs entering services to promote sustained recovery and manage the multiple issues that this population 
experiences when they participate in treatment services.

2. Work with regional Prepaid Inpatient Health Plans to manage wait lists and expand services as needed to limit wait times for methadone treatment.

3. Encourage the use of recovery support services to extend engagement and support retention.

Indicator #: 1

Indicator: Time to Treatment

Baseline Measurement: FY12 Baseline = 12.1% of individuals waiting over 10 days to enter treatment

First-year target/outcome measurement: FY16 Target = 9.7% of individuals

Second-year target/outcome measurement: 

Data Source: 

TEDS treatment admission record will be used to track the elapsed number of days between date of service request and actual services.

Description of Data: 

Days of waiting are derived by subtracting the date of first request from the date of admission in the TEDS admission records.

Data issues/caveats that affect outcome measures:: 

None

Annual Performance Indicators to measure goal success

Priority #: 8

Priority Area: Increased Access to Treatment

Priority Type: SAT

Population(s): PWWDC

Goal of the priority area:

Access to treatment will be increased.

FY17 Target = 8.7% of individuals
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Objective:

Increase the percentage of parents with dependent children who continue 14 days in residential treatment by 5%.

Strategies to attain the objective:

1. Outreach to collaborative partners to ensure that parents are identified as priority populations.

2. Ensure that programs identified as serving pregnant and parenting women are able to serve the entire family or have agreements for referral to 
other agencies.

3. Encourage the use of recovery support services to extend engagement and support retention.

4. Encourage case management services.

Indicator #: 1

Indicator: Parents with Dependent Children Access/Retention in Residential Care

Baseline Measurement: FY12 Baseline = 36.3% of parents with dependent children who continue 14 days in 
residential treatment

First-year target/outcome measurement: FY16 Target = 38.2% of parents with dependent children

Second-year target/outcome measurement: 

Data Source: 

TEDS treatment admission and discharge data will be used to track the elapsed number of days between admission and discharge. 
Authorizations for stays less than 14 days would be excluded.

Description of Data: 

Matched cases of admission and discharge TEDS data per individual in treatment.

Data issues/caveats that affect outcome measures:: 

None

Annual Performance Indicators to measure goal success

Priority #: 9

Priority Area: Increase the use of integrated services

Priority Type: SAT

Population(s): Other (Individuals with Co-occurring Disorders)

Goal of the priority area:

The use of integrated services will be increased.

Objective:

Increase the percentage of integrated treatment expenditures by 10%.

Strategies to attain the objective:

1. Encourage case management when an individual entering treatment is identified as having a co-occurring disorder (COD) to help manage the many 
issues resulting from their disorder.

2. Encourage regions to provide technical assistance to those agencies working to become co-occurring capable and enhanced.

3. Encourage the use of recovery support services to extend engagement and support retention.

4. Build capacity to provide trauma-informed care.

FY17 Target = 39.2% of parents with dependent children
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Indicator #: 1

Indicator: Percentage of Prepaid Inpatient Health Plan expenditures on integrated services for 
individuals with co-occurring disorders.

Baseline Measurement: FY12 Baseline = 13.1% of expenditures

First-year target/outcome measurement: FY16 Target = 14.4%

Second-year target/outcome measurement: 

Data Source: 

Section 408 of the Legislative Report provides information on expenditures for integrated services for individuals with co-occurring 
disorders. TEDS admission and discharge data indicates those individuals who had HH modified encounters reported.

Description of Data: 

Data are selected from line-item block grant expenditures per licensed provider and the integrated service sub-report.

Data issues/caveats that affect outcome measures:: 

None

Annual Performance Indicators to measure goal success

Priority #: 10

Priority Area: Underaged Drinking

Priority Type: SAP

Population(s): Other (Adolescents w/SA and/or MH, Children/Youth at Risk for BH Disorder)

Goal of the priority area:

Childhood and underage drinking is reduced.

Objective:

Reduce childhood and underage drinking.

Strategies to attain the objective:

1. Increase multi-system collaboration to implement strategies identified in the Underage Drinking Strategic Plan.

2. Reduce adult abuse by engaging all segments of the community in establishing a recovery-oriented system of care and increase the use of brief 
intervention.

3. Engage parents and other adults in helping reduce underage drinking.

4. Community coalitions will implement at least one environmental or community based process strategy each year.

5. Continue to build and enhance community substance abuse prevention infrastructure and capacity by strengthening collaboration with primary care 
providers to implement screening, brief intervention and referral (SBIR)

6. Encourage the use of Communities that Care, Community Trials, Strengthening Families and Prime for Life.

Indicator #: 1

Indicator: Past 30 days use of alcohol among youth 9th - 12th grade will be reduced

Baseline Measurement: FY11 Baseline = 30.5% of youth

First-year target/outcome measurement: FY16 Target = 28.0%

Second-year target/outcome measurement: 

Annual Performance Indicators to measure goal success

FY17 Target = 15.1%

FY17 Target = 25.0%
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Data Source: 

Michigan Profile for Healthy Youth (MiPHY); Youth Risk Behavior Survey; National Survey on Drug Use and Health (NSDUH); and 
Michigan State Police/Office of Highway Safety Planning (OHSP)

Description of Data: 

Through the Michigan Department of Education, the MiPHY is administered during the years that the Youth Risk Behavior Survey is not 
conducted. The survey is intended to secure information from students in grades 7, 9, and 11, regarding health risk behaviors including 
substance abuse. The MiPHY results are extrapolated at the county level and are useful for data-driven decisions to improve prevention 
programming performed in the counties.

Data issues/caveats that affect outcome measures:: 

The limited number of school districts participating in the MiPHY has been a concern. Through efforts of the state and community 
coalitions and other stakeholders, attention has been given to community readiness and responsiveness to conducting the MiPHY, and 
the number of school districts now participating has increased substantially.

Priority #: 11

Priority Area: Youth Access to Tobacco

Priority Type: SAP

Population(s): Other (Adolescents w/SA and/or MH, Minors under 18 years)

Goal of the priority area:

Youth access to tobacco will be reduced.

Objective:

Reduce youth access to tobacco.

Strategies to attain the objective:

1. Synar and Non Synar compliance checks to discourage sells to minors - During annual Synar required inspection periods and Non Synar regionally 
scheduled phases throughout the year.

2. Reduction in the initiation of tobacco use among children, adolescents and young adults – Use of research-based practices and classroom 
curriculum / Ongoing.

3. Increased vertical driver’s license education – Promote “Read the Red” and , Secretary of State awareness website / Ongoing.

4. Encouragement through positive community recognition – Mass media, Associated Food & Petroleum Dealers (AFPD) magazine feature and E-blast 
acknowledgment / Quarterly.

5. Increased merchant retailer education – OROSC ImprovingMIPractices.org free online certificated training / Ongoing; AFPD tobacco awareness article 
series / Quarterly; and One hundred percent birthdate and legal awareness signage mailing to all merchants on the state’s tobacco Master Retail List / 
Annually.

6. Increased environmental efforts – “Kick Butts” annual smoking cessation day. Alliance with existing “Do Your Part” campaign using fact sheets, 
PowerPoint and video resources by developing an attention getting website for educators, merchants, parents and research resources for youth.

7. Increased collaborative enforcement efforts – Violation reports to Michigan Liquor Control Commission to increase licensing consequences and 
Michigan State Police for follow-up action by Tobacco Tax Enforcement Teams.

8. Sensitivity to cultural diversity - Aggregate information regarding targeted HR, minority and underserved populations from annual plans; Review 
best practice evidence-based interventions for specific populations; Set minimum state goal that 20% of populations identified by Census data must 
include HR populations.

Indicator #: 1

Indicator: Effect a 14% retail merchant sells rate to minors

Annual Performance Indicators to measure goal success
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Baseline Measurement: FY15 Baseline = 18.0% Michigan Retailer Violation Rate

First-year target/outcome measurement: FY16 Target = 16%

Second-year target/outcome measurement: 

Data Source: 

Annual Synar Survey

Description of Data: 

The state must conduct a formal Synar survey annually to determine retailer compliance with the tobacco youth access law and to 
measure the effectiveness of the enforcement of the law. The state must achieve and maintain a youth tobacco sales rate of 20% or less 
to underage youth during the formal Synar survey.

Data issues/caveats that affect outcome measures:: 

Socio-economic factors that lead to reduced merchant diligence; low perception of law enforcement; low perception of health risk. 

Priority #: 12

Priority Area: Health Disparities

Priority Type: SAP

Population(s): Other (LGBTQ)

Goal of the priority area:

Health disparities among LGBTQ youth and young adults will be decreased.

Objective:

Decrease health disparities among LGBT youth and young adults in relation to behavioral health issues.

Strategies to attain the objective:

1. Gather and review data from existing sources to establish baseline indicators on substance abuse and mental health issues among target 
population.

2. Provide funding to include question on sexual orientation on the 2016 BRFSS; identify other mechanisms to increase sources for data.

3. Once data is identified, prioritize indicators to monitor.

4. Evaluate effective evidence based prevention programs and practices for this target population in anticipation of future pilot projects once data is 
gathered.

Indicator #: 1

Indicator: Increase LGBTQ data sources

Baseline Measurement: TBD in 2016

First-year target/outcome measurement: TBD

Second-year target/outcome measurement: 

Data Source: 

Michigan Profile for Healthy Youth (MiPHY); Youth Risk Behavior Survey (YRBS); Behavioral Risk Factor Surveillance Survey (BRFSS); others 
to be determined.

Description of Data: 

The MiPHY and YRBS have non-public data available on sexual minority youth, which is able to be obtained in summary form through 
collaboration with Department of Education. A question on sexual orientation has been added to the BRFSS for the coming year.

Data issues/caveats that affect outcome measures:: 

Annual Performance Indicators to measure goal success

FY17 Target = 14%

Increase sources for data collection by at least 50% from first year target.
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A limited number of data sources for this target population has been identified by the SEOW as a gap for a number of years. Simply 
identifying sources to gather and establish baseline data is a priority in 2016.

Priority #: 13

Priority Area: Marijuana Use

Priority Type: SAP

Population(s): Other (Youth)

Goal of the priority area:

Decrease marijuana use and increase awareness.

Objective:

Increase perceived risk of marijuana use and decrease marijuana use.

Strategies to attain the objective:

1. Develop a comprehensive strategic plan to prevent youth marijuana use.

2. Use fact sheets and infographics as a prevention tool to increase awareness of impact of marijuana use.

Indicator #: 1

Indicator: Perceived risk of marijuana use among 12 to 17 years old

Baseline Measurement: FY13 Baseline = 67.5% of youth among 12 to 17 years old

First-year target/outcome measurement: FY16 Target = 68.5%

Second-year target/outcome measurement: 

Data Source: 

National Survey on Drug Use and Health (NSDUH)

Description of Data: 

The percentage of youth (12-17 years old) expressed either moderate risk or great risk of smoking marijuana once or twice week.

Data issues/caveats that affect outcome measures:: 

The availability of public use of NSDUH may hinder the reporting in a timely manner.

Indicator #: 2

Indicator: Past 30 day use of marijuana use among youth

Baseline Measurement: FY13 Baseline = 9.5% of youth among 12 to 17 years old

First-year target/outcome measurement: FY16 Target = 9.0%

Second-year target/outcome measurement: 

Data Source: 

National Survey on Drug Use and Health (NSDUH)

Description of Data: 

The NSDUH data will be used to track the past 30 day use of marijuana among youth.

Data issues/caveats that affect outcome measures:: 

The availability of public use of NSDUH may hinder the reporting in a timely manner.

Annual Performance Indicators to measure goal success

FY17 Target = 70.5%

FY17 Target = 8.0%
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Priority #: 14

Priority Area: Opiate Use

Priority Type: SAT

Population(s): Other (Individuals with opioid use disorders)

Goal of the priority area:

Treatment outcomes will be improved.

Objective:

Improve treatment outcomes for individuals with opioid use disorders.

Strategies to attain the objective:

1. Initiate implementation of new Medication Assisted Treatment (MAT) Guidelines for Opioid Use Disorders.

2. Improve fidelity in the use of behavioral health therapies utilized in the treatment of opioid use disorders.

3. Require the availability of all three FDA approved medications for the treatment of opioid dependency in all publicly-funded opioid treatment 
programs.

4. Increase the use of peer recovery coaches within treatment settings.

5. Promote the utilization of recovery oriented services and systems to effectively treat the disease of addiction.

Indicator #: 1

Indicator: Number of admissions initiated into MAT services with pharmacotherapies approved by the 
FDA for the treatment of opioid use disorders

Baseline Measurement: FY13 Baseline = 4,627 admissions initiated into MAT services

First-year target/outcome measurement: FY16 Target = 4,673

Second-year target/outcome measurement: 

Data Source: 

TEDS admission. Service category of Detox would be excluded.

Description of Data: 

TEDS admission data indicates those individuals who initiated into MAT during the fiscal year.

Data issues/caveats that affect outcome measures:: 

None

Indicator #: 2

Indicator: Retention in MAT treatment

Baseline Measurement: FY13 Baseline = 38.1% of individuals who continue 180 days in MAT

First-year target/outcome measurement: FY16 Target = 39.1%

Second-year target/outcome measurement: 

Data Source: 

TEDS treatment admission and discharge data

Annual Performance Indicators to measure goal success

FY17 Target = 4,766

FY17 Target = 41.0%
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Description of Data: 

Matched cases of admission and discharge TEDS data per individual in treatment.

Data issues/caveats that affect outcome measures:: 

None

Priority #: 15

Priority Area: Opiate Use

Priority Type: SAP

Population(s): Other (Individuals in need of primary substance abuse prevention)

Goal of the priority area:

Non-medical use of prescription drugs will be reduced.

Objective:

Reduce non-medical use of prescription drugs, including opiates.

Strategies to attain the objective:

1. Increase multi-system collaboration at state and community levels.

2. Promote to develop leadership structure combining relevant agencies and organizations to oversee surveillance, intervention, education, and 
enforcement.

3. Promote the use of statewide media campaign entitled: Do your Part: Be the Solution to Prevent Prescription Drug Abuse.

4. Broaden the use of brief screenings in behavioral and primary health care settings.

5. Promote increased access to and use of prescription drug monitoring program.

Indicator #: 1

Indicator: Past 30 day non-medical use of pain relievers

Baseline Measurement: FY13 Baseline = 2.1% of individuals aged 12 years and older

First-year target/outcome measurement: FY16 Target = 2.0%

Second-year target/outcome measurement: 

Data Source: 

National Survey on Drug Use and Health (NSDUH)

Description of Data: 

The NSDUH data will be used to track the past 30 day non-medical use of pain relievers.

Data issues/caveats that affect outcome measures:: 

None

Annual Performance Indicators to measure goal success

Footnotes: 

FY17 Target = 1.9%
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Planning Period Start Date: 7/1/2015  Planning Period End Date: 6/30/2017  

Activity A.Substance 
Abuse Block 

Grant 

B.Mental 
Health Block 

Grant 

C.Medicaid 
(Federal, 

State, and 
Local) 

D.Other 
Federal 

Funds (e.g., 
ACF (TANF), 
CDC, CMS 
(Medicare) 
SAMHSA, 

etc.) 

E.State 
Funds 

F.Local 
Funds 

(excluding 
local 

Medicaid) 

G.Other 

1. Substance Abuse Prevention* 
and Treatment 

$83,630,857 $88,207,000 $11,800,272 $58,903,278 $0 $0 

a. Pregnant Women and 
Women with Dependent 

Children* 

$11,244,880 $0 $0 $2,412,768 $0 $0 

b. All Other $72,385,977 $88,207,000 $11,800,272 $56,490,510 $0 $0 

2. Substance Abuse Primary 
Prevention 

$22,869,564 $0 $710,860 $157,000 $0 $0 

3. Tuberculosis Services $0 $0 $0 $117,018 $0 $0 

4. HIV Early Intervention Services $0 $0 $0 $0 $0 $0 

5. State Hospital 

6. Other 24 Hour Care 

7. Ambulatory/Community Non-
24 Hour Care 

8. Mental Health Primary 

Prevention** 

9. Evidenced Based Practices for 
First Episode Psychosis (10% of 
the state's total MHBG award) 

10. Administration (Excluding 
Program and Provider Level) 

$5,605,285 $0 $1,148,850 $575,984 $0 $0 

11. Total $112,105,706 $0 $88,207,000 $13,659,982 $59,753,280 $0 $0 

* Prevention other than primary prevention

** It is important to note that while a state may use state or other funding for these services, the MHBG funds must be directed toward adults with SMI 
or children with SED.

Planning Tables

Table 2 State Agency Planned Expenditures [SA]

Footnotes: 
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Planning Period Start Date: 7/1/2015  Planning Period End Date: 6/30/2017  

Activity A.Substance 
Abuse Block 

Grant 

B.Mental 
Health Block 

Grant 

C.Medicaid 
(Federal, 

State, and 
Local) 

D.Other 
Federal 

Funds (e.g., 
ACF (TANF), 
CDC, CMS 
(Medicare) 
SAMHSA, 

etc.) 

E.State 
Funds 

F.Local 
Funds 

(excluding 
local 

Medicaid) 

G.Other 

1. Substance Abuse Prevention* 
and Treatment 

a. Pregnant Women and 
Women with Dependent 

Children* 

b. All Other 

2. Substance Abuse Primary 
Prevention 

3. Tuberculosis Services 

4. HIV Early Intervention Services 

5. State Hospital $55,199,926 $27,049,496 $384,423,686 $33,742,608 $665,410 

6. Other 24 Hour Care $0 $0 $0 $0 $0 $0 

7. Ambulatory/Community Non-
24 Hour Care 

$16,571,238 $0 $0 $891,200 $0 $0 

8. Mental Health Primary 

Prevention** 
$0 $0 $0 $0 $0 $0 

9. Evidenced Based Practices for 
First Episode Psychosis (10% of 
the state's total MHBG award) 

$3,203,688 $0 $0 $0 $0 $0 

10. Administration (Excluding 
Program and Provider Level) 

$1,369,734 $0 $0 $0 $0 $0 

11. Total $0 $21,144,660 $55,199,926 $27,049,496 $385,314,886 $33,742,608 $665,410 

* Prevention other than primary prevention

** It is important to note that while a state may use state or other funding for these services, the MHBG funds must be directed toward adults with SMI 
or children with SED.

Planning Tables

Table 2 State Agency Planned Expenditures [MH]

Footnotes: 
The amount for Line 7. Ambulatory/Community Non-24 Hour Care reflects the funding that is contracted to the Prepaid Inpatient Health 
Plans (PIHPs) and Community Mental Health Services Programs (CMHSPs) in Michigan.

Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 90 of 291



Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 91 of 291



Planning Tables

Table 3 State Agency Planned Block Grant Expenditures by Service

Planning Period Start Date: 7/1/2015  Planning Period End Date: 6/30/2017  

Service SABG 
Expenditures 

MHBG 
Expenditures 

Healthcare Home/Physical Health $ $ 

General and specialized outpatient medical services; 

Acute Primary Care; 

General Health Screens, Tests and Immunizations; 

Comprehensive Care Management; 

Care coordination and Health Promotion; 

Comprehensive Transitional Care; 

Individual and Family Support; 

Referral to Community Services; 

Prevention Including Promotion $ $ 
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Screening, Brief Intervention and Referral to Treatment ; 

Brief Motivational Interviews; 

Screening and Brief Intervention for Tobacco Cessation; 

Parent Training; 

Facilitated Referrals; 

Relapse Prevention/Wellness Recovery Support; 

Warm Line; 

Substance Abuse Primary Prevention $ $ 

Classroom and/or small group sessions (Education); 

Media campaigns (Information Dissemination); 

Systematic Planning/Coalition and Community Team Building(Community Based Process); 

Parenting and family management (Education); 

Education programs for youth groups (Education); 

Community Service Activities (Alternatives); 

Student Assistance Programs (Problem Identification and Referral); 
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Employee Assistance programs (Problem Identification and Referral); 

Community Team Building (Community Based Process); 

Promoting the establishment or review of alcohol, tobacco, and drug use policies (Environmental); 

Engagement Services $ $ 

Assessment; 

Specialized Evaluations (Psychological and Neurological); 

Service Planning (including crisis planning); 

Consumer/Family Education; 

Outreach; 

Outpatient Services $ $ 

Individual evidenced based therapies; 

Group Therapy; 

Family Therapy ; 

Multi-family Therapy; 
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Consultation to Caregivers; 

Medication Services $ $ 

Medication Management; 

Pharmacotherapy (including MAT); 

Laboratory services; 

Community Support (Rehabilitative) $ $ 

Parent/Caregiver Support; 

Skill Building (social, daily living, cognitive); 

Case Management; 

Behavior Management; 

Supported Employment; 

Permanent Supported Housing; 

Recovery Housing; 

Therapeutic Mentoring; 

Traditional Healing Services; 
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Recovery Supports $ $ 

Peer Support; 

Recovery Support Coaching; 

Recovery Support Center Services; 

Supports for Self-directed Care; 

Other Supports (Habilitative) $ $ 

Personal Care; 

Homemaker; 

Respite; 

Supported Education; 

Transportation; 

Assisted Living Services; 

Recreational Services; 

Trained Behavioral Health Interpreters; 
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Interactive Communication Technology Devices; 

Intensive Support Services $ $ 

Substance Abuse Intensive Outpatient (IOP); 

Partial Hospital; 

Assertive Community Treatment; 

Intensive Home-based Services; 

Multi-systemic Therapy; 

Intensive Case Management ; 

Out-of-Home Residential Services $ $ 

Crisis Residential/Stabilization; 

Clinically Managed 24 Hour Care (SA); 

Clinically Managed Medium Intensity Care (SA) ; 

Adult Mental Health Residential ; 

Youth Substance Abuse Residential Services; 

Children's Residential Mental Health Services ; 
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Therapeutic Foster Care; 

Acute Intensive Services $ $ 

Mobile Crisis; 

Peer-based Crisis Services; 

Urgent Care; 

23-hour Observation Bed; 

Medically Monitored Intensive Inpatient (SA); 

24/7 Crisis Hotline Services; 

Other $ $ 

Total $0 $0 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, table.
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Planning Tables

Table 4 SABG Planned Expenditures

Planning Period Start Date: 10/1/2015  Planning Period End Date: 9/30/2017  

Expenditure Category FY 2016 SA Block Grant Award 

1 . Substance Abuse Prevention* and Treatment $41,815,428 

2 . Substance Abuse Primary Prevention $11,434,782 

3 . Tuberculosis Services $0 

4 . HIV Early Intervention Services** $0 

5 . Administration (SSA Level Only) $2,802,643 

6. Total $56,052,853 

* Prevention other than primary prevention
** 1924(b)(2) of Title XIX, Part B, Subpart II of the Public Health Service Act (42 U.S.C. § 300x-24(b)(2)) and section 96.128(b) of the Substance Abuse 
Prevention and Treatment Block Grant; Interim Final Rule (45 CFR 96.120-137), SAMHSA relies on the HIV Surveillance Report produced by CDC, 
National Center for HIV/AIDS, Hepatitis, STD and TB Prevention. The HIV Surveillance Report, Volume 24, will be used to determine the states 
and jurisdictions that will be required to set-aside 5 percent of their respective FY 2016 SABG allotments to establish one or more projects to 
provide early intervention services for HIV at the sites at which individuals are receiving SUD treatment services. In FY 2012, SAMHSA developed 
and disseminated a policy change applicable to the EIS/HIV which provided any state that was a "designated state" in any of the three years 
prior to the year for which a state is applying for SABG funds with the flexibility to obligate and expend SABG funds for EIS/HIV even though 
the state does not meet the AIDS case rate threshold for the fiscal year involved. Therefore, any state with an AIDS case rate below 10 or more 
such cases per 100,000 that meets the criteria described in the 2012 policy guidance would be allowed to obligate and expend FY 2016 SABG 
funds for EIS/HIV if they chose to do so.
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Footnotes: 
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Planning Tables

Table 5a SABG Primary Prevention Planned Expenditures

Planning Period Start Date: 10/1/2015  Planning Period End Date: 9/30/2017  

Strategy IOM Target FY 2016 

SA Block Grant Award 

Information Dissemination 

Universal $501,694 

Selective $61 

Indicated $931 

Unspecified 

Total $502,686 

Education 

Universal $2,577,603 

Selective $1,497,818 

Indicated $323,799 

Unspecified 

Total $4,399,220 

Alternatives 

Universal $763,719 

Selective $69,533 

Indicated 

Unspecified 

Total $833,252 

Problem Identification and 
Referral 

Universal $170,231 

Selective $374,173 

Indicated $165,088 

Unspecified 

Total $709,492 
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Community-Based Process 

Universal $2,536,588 

Selective $65,125 

Indicated $7,910 

Unspecified 

Total $2,609,623 

Environmental 

Universal $857,138 

Selective 

Indicated 

Unspecified 

Total $857,138 

Section 1926 Tobacco 

Universal $819,322 

Selective 

Indicated 

Unspecified 

Total $819,322 

Other 

Universal $169,133 

Selective $373,090 

Indicated $161,826 

Unspecified 

Total $704,049 

Total Prevention Expenditures $11,434,782 

Total SABG Award* $56,052,853 

Planned Primary Prevention 
Percentage 20.40 % 

*Total SABG Award is populated from Table 4 - SABG Planned Expenditures

Footnotes: 
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Planning Tables

Table 5b SABG Primary Prevention Planned Expenditures by IOM Category

Planning Period Start Date: 10/1/2015  Planning Period End Date: 9/30/2017  

Activity FY 2016 SA Block Grant Award 

Universal Direct $4,214,533 

Universal Indirect $4,180,895 

Selective $2,379,800 

Indicated $659,554 

Column Total $11,434,782 

Total SABG Award* $56,052,853 

Planned Primary Prevention 
Percentage 20.40 % 

*Total SABG Award is populated from Table 4 - SABG Planned Expenditures

Footnotes: 
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Planning Tables

Table 5c SABG Planned Primary Prevention Targeted Priorities

Planning Period Start Date: 10/1/2015       Planning Period End Date: 9/30/2017 

Targeted Substances   

Alcohol gfedcb  

Tobacco gfedcb  

Marijuana gfedcb  

Prescription Drugs gfedcb  

Cocaine gfedc  

Heroin gfedc  

Inhalants gfedc  

Methamphetamine gfedc  

Synthetic Drugs (i.e. Bath salts, Spice, K2) gfedc  

Targeted Populations   

Students in College gfedcb  

Military Families gfedc  

LGBT gfedcb  

American Indians/Alaska Natives gfedc  

African American gfedc  

Hispanic gfedc  

Homeless gfedc  

Native Hawaiian/Other Pacific Islanders gfedc  

Asian gfedc  

Rural gfedc  

Underserved Racial and Ethnic Minorities gfedcb  
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Planning Tables

Table 6a SABG Resource Development Activities Planned Expenditures

Planning Period Start Date: 10/1/2015  Planning Period End Date: 9/30/2017  

Activity FY 2016 SA Block Grant Award 

Prevention Treatment Combined Total 

1. Planning, Coordination and Needs Assessment $0 $0 $0 

2. Quality Assurance $0 $0 $0 

3. Training (Post-Employment) $101,610 $405,428 $507,038 $1,014,076 

4. Education (Pre-Employment) $0 $0 $0 

5. Program Development $0 $0 $0 

6. Research and Evaluation $0 $0 $0 

7. Information Systems $0 $0 $0 

8. Total $101,610 $405,428 $507,038 $1,014,076 

Footnotes: 
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Planning Tables

Table 6b MHBG Non-Direct Service Activities Planned Expenditures

Planning Period Start Date: 7/1/2015  Planning Period End Date: 6/30/2017  

Service Block Grant 

MHA Technical Assistance Activities 
$7,060,744 

MHA Planning Council Activities 
$18,000 

MHA Administration 
$1,369,734 

MHA Data Collection/Reporting 
$1,178,390 

MHA Activities Other Than Those Above 

Total Non-Direct Services 
$9626868

Comments on Data:

Footnotes: 

Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 109 of 291



Environmental Factors and Plan

1. The Health Care System and Integration

Narrative Question: 

Persons with mental illness and persons with substance use disorders are likely to die earlier than those who do not have these conditions.26 
Early mortality is associated with broader health disparities and health equity issues such as socioeconomic status but “[h]ealth system factors” 
such as access to care also play an important role in morbidity and mortality among these populations. Persons with mental illness and 
substance use disorders may benefit from strategies to control weight, encourage exercise, and properly treat such chronic health conditions as 
diabetes and cardiovascular disease.27 It has been acknowledged that there is a high rate of co- occurring mental illness and substance abuse, 
with appropriate treatment required for both conditions.28 Overall, America has reduced its heart disease risk based on lessons from a 50-year 
research project on the town of Framingham, MA, outside Boston, where researchers followed thousands of residents to help understand what 
causes heart disease. The Framingham Heart Study produced the idea of "risk factors" and helped to make many connections for predicting 
and preventing heart disease.

There are five major preventable risks identified in the Framingham Heart Study that may impact people who live with mental illness. These risks 
are smoking, obesity, diabetes, elevated cholesterol, and hypertension. These risk factors can be appropriately modified by implementing well-
known evidence–based practices29 30 that will ensure a higher quality of life.

Currently, 50 states have organizationally consolidated their mental and substance abuse authorities in one fashion or another with additional 
organizational changes under consideration. More broadly, SAMHSA and its federal partners understand that such factors as education, 
housing, and nutrition strongly affect the overall health and well-being of persons with mental illness and substance use disorders.31 Specific to 
children, many children and youth with mental illness and substance use issues are more likely to be seen in a health care setting than in the 
specialty mental health and substance abuse system. In addition, children with chronic medical conditions have more than two times the 
likelihood of having a mental disorder. In the U.S., more than 50 percent of adults with mental illness had symptoms by age 14, and three-
fourths by age 24. It is important to address the full range of needs of children, youth and adults through integrated health care approaches 
across prevention, early identification, treatment, and recovery.

It is vital that SMHAs' and SSAs' programming and planning reflect the strong connection between behavioral, physical and population/public 
health, with careful consideration to maximizing impact across multiple payers including Medicaid, exchange products, and commercial 
coverages. Behavioral health disorders are true physical disorders that often exhibit diagnostic criteria through behavior and patient reports 
rather than biomarkers. Fragmented or discontinuous care may result in inadequate diagnosis and treatment of both physical and behavioral 
conditions, including co-occurring disorders. For instance, persons receiving behavioral health treatment may be at risk for developing diabetes 
and experiencing complications if not provided the full range of necessary care.32 In some cases, unrecognized or undertreated physical 
conditions may exacerbate or cause psychiatric conditions.33 Persons with physical conditions may have unrecognized mental challenges or be 
at increased risk for such challenges.34 Some patients may seek to self-medicate due to their chronic physical pain or become addicted to 
prescribed medications or illicit drugs.35 In all these and many other ways, an individual's mental and physical health are inextricably linked and 
so too must their health care be integrated and coordinated among providers and programs. 

Health care professionals and consumers of mental illness and substance abuse treatment recognize the need for improved coordination of care 
and integration of physical and behavioral health with other health care in primary, specialty, emergency and rehabilitative care settings in the 
community. For instance, the National Alliance for Mental Illness has published materials for members to assist them in coordinating pediatric 
mental health and primary care.36 

SAMHSA and its partners support integrated care for persons with mental illness and substance use disorders.37 Strategies supported by 
SAMHSA to foster integration of physical and behavioral health include: developing models for inclusion of behavioral health treatment in 
primary care; supporting innovative payment and financing strategies and delivery system reforms such as ACOs, health homes, pay for 
performance, etc.; promoting workforce recruitment, retention and training efforts; improving understanding of financial sustainability and 
billing requirements; encouraging collaboration between mental and substance abuse treatment providers, prevention of teen pregnancy, youth 
violence, Medicaid programs, and primary care providers such as federally qualified health centers; and sharing with consumers information 
about the full range of health and wellness programs.

Health information technology, including electronic health records (EHRs) and telehealth are examples of important strategies to promote 
integrated care.38 Use of EHRs – in full compliance with applicable legal requirements – may allow providers to share information, coordinate 
care and improve billing practices. Telehealth is another important tool that may allow behavioral health prevention, care, and recovery to be 
conveniently provided in a variety of settings, helping to expand access, improve efficiency, save time and reduce costs. Development and use 
of models for coordinated, integrated care such as those found in health homes39 and ACOs40 may be important strategies used by SMHAs and 
SSAs to foster integrated care. Training and assisting behavioral health providers to redesign or implement new provider billing practices, build 
capacity for third-party contract negotiations, collaborate with health clinics and other organizations and provider networks, and coordinate 
benefits among multiple funding sources may be important ways to foster integrated care. SAMHSA encourages SMHAs and SSAs to 
communicate frequently with stakeholders, including policymakers at the state/jurisdictional and local levels, and State Mental Health Planning 
Council members and consumers, about efforts to foster health care coverage, access and integrate care to ensure beneficial outcomes.
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The Affordable Care Act is an important part of efforts to ensure access to care and better integrate care. Non-grandfathered health plans sold in 
the individual or the small group health insurance markets offered coverage for mental and substance use disorders as an essential health 
benefit.

SSAs and SMHAs also may work with Medicaid programs and Insurance Commissioners to encourage development of innovative 
demonstration projects and waivers that test approaches to providing integrated care for persons with mental illness and substance use 
disorders and other vulnerable populations.41 Ensuring both Medicaid and private insurers provide required preventive benefits also may be an 
area for collaboration.42 

One key population of concern is persons who are dually eligible for Medicare and Medicaid.43 Roughly, 30 percent of dually eligible persons 
have been diagnosed with a mental illness, more than three times the rate among those who are not dually eligible.44 SMHAs and SSAs also 
should collaborate with Medicaid, insurers and insurance regulators to develop policies to assist those individuals who experience health 
coverage eligibility changes due to shifts in income and employment.45 Moreover, even with expanded health coverage available through the 
Marketplace and Medicaid and efforts to ensure parity in health care coverage, persons with behavioral health conditions still may experience 
challenges in some areas in obtaining care for a particular condition or finding a provider.46 SMHAs and SSAs should remain cognizant that 
health disparities may affect access, health care coverage and integrated care of behavioral health conditions and work with partners to mitigate 
regional and local variations in services that detrimentally affect access to care and integration.

SMHAs and SSAs should ensure access and integrated prevention care and recovery support in all vulnerable populations including, but not 
limited to college students and transition age youth (especially those at risk of first episodes of mental illness or substance abuse); American 
Indian/Alaskan Natives; ethnic minorities experiencing health and behavioral health disparities; military families; and, LGBT individuals. SMHAs 
and SSAs should discuss with Medicaid and other partners, gaps that may exist in services in the post-Affordable Care Act environment and the 
best uses of block grant funds to fill such gaps. SMHAs and SSAs should work with Medicaid and other stakeholders to facilitate reimbursement 
for evidence-based and promising practices.47 It also is important to note CMS has indicated its support for incorporation within Medicaid 
programs of such approaches as peer support (under the supervision of mental health professionals) and trauma-informed treatment and 
systems of care. Such practices may play an important role in facilitating integrated, holistic care for adults and children with behavioral health 
conditions.48 

SMHAs and SSAs should work with partners to ensure recruitment of diverse, well-trained staff and promote workforce development and ability 
to function in an integrated care environment.49 Psychiatrists, psychologists, social workers, addiction counselors, preventionists, therapists, 
technicians, peer support specialists and others will need to understand integrated care models, concepts and practices. 

Another key part of integration will be defining performance and outcome measures. Following the Affordable Care Act, the Department of 
Health and Human Services (HHS) and partners have developed the NQS, which includes information and resources to help promote health, 
good outcomes and patient engagement. SAMHSA's National Behavioral Health Quality Framework includes core measures that may be used 
by providers and payers.50

SAMHSA recognizes that certain jurisdictions receiving block grant funds – including U.S. Territories, tribal entities and those jurisdictions that 
have signed compacts of free association with the U.S. – may be uniquely impacted by certain Affordable Care Act and Medicaid provisions or 
ineligible to participate in certain programs.51 However, these jurisdictions should collaborate with federal agencies and their governmental and 
non-governmental partners to expand access and coverage. Furthermore, the jurisdiction should ensure integration of prevention, treatment 
and recovery support for persons with, or at risk of, mental illnesses and substance use disorders.

Numerous provisions in the Affordable Care Act and other statutes improve the coordination of care for patients through the creation of health 
homes, where teams of health care professionals will be charged with coordinating care for patients with chronic conditions. States that have 
approved Medicaid State Plan Amendments (SPAs) will receive 90 percent Federal Medical Assistance Percentage (FMAP) for health home 
services for eight quarters. At this critical juncture, some states are ending their two years of enhanced FMAP and returning to their regular state 
FMAP for health home services. In addition, many states may be a year into the implementation of their dual eligible demonstration projects.

Please consider the following items as a guide when preparing the description of the healthcare system and integration within the state's 
system:

Which services in Plan Table 3 of the application will be covered by Medicaid or by QHPs as of January 1, 2016?1.

Is there a plan for monitoring whether individuals and families have access to M/SUD services offered through QHPs and Medicaid?2.

Who is responsible for monitoring access to M/SUD services by the QHPs? Briefly describe the monitoring process.3.

Will the SMHA and/or SSA be involved in reviewing any complaints or possible violations or MHPAEA?4.

What specific changes will the state make in consideration of the coverage offered in the state’s EHB package?5.

Is the SSA/SMHA is involved in the various coordinated care initiatives in the state? 6.

Is the SSA/SMHA work with the state’s primary care organization or primary care association to enhance relationships between FQHCs, 
community health centers (CHCs), other primary care practices, and the publicly funded behavioral health providers?

7.

Are state behavioral health facilities moving towards addressing nicotine dependence on par with other substance use disorders?8.

What agency/system regularly screens, assesses, and addresses smoking among persons served in the behavioral health system?9.
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Indicate tools and strategies used that support efforts to address nicotine cessation.10.

Regular screening with a carbon monoxide (CO) monitor•

Smoking cessation classes•

Quit Helplines/Peer supports•

Others_____________________________•

   The behavioral health providers screen and refer for:11.

Prevention and wellness education;•

Health risks such as heart disease, hypertension, high cholesterol, and/or diabetes; and,•

Recovery supports•

Please indicate areas of technical assistance needed related to this section. 

26 BG Druss et al. Understanding excess mortality in persons with mental illness: 17-year follow up of a nationally representative US survey. Med Care. 2011 Jun;49(6):599-604; 
Bradley Mathers, Mortality among people who inject drugs: a systematic review and meta-analysis, Bulletin of the World Health Organization, 2013;91:102–123 

http://www.who.int/bulletin/volumes/91/2/12-108282.pdf; MD Hert et al., Physical illness in patients with severe mental disorders. I. Prevalence, impact of medications 
and disparities in health care, World Psychiatry. Feb 2011; 10(1): 52–77

27 Research Review of Health Promotion Programs for People with SMI, 2012, http://www.integration.samhsa.gov/health-wellness/wellnesswhitepaper; About SAMHSA's 
Wellness Efforts, 

http://www.promoteacceptance.samhsa.gov/10by10/default.aspx; JW Newcomer and CH Hennekens, Severe Mental Illness and Risk of Cardiovascular Disease, JAMA; 2007; 
298: 1794-1796; Million Hearts, http://www.integration.samhsa.gov/health-wellness/samhsa-10x10 Schizophrenia as a health disparity, 
http://www.nimh.nih.gov/about/director/2013/schizophrenia-as-a-health-disparity.shtml

28 Comorbidity: Addiction and other mental illnesses, http://www.drugabuse.gov/publications/comorbidity-addiction-other-mental-illnesses/why-do-drug-use-disorders-often
-co-occur-other-mental-illnesses Hartz et al., Comorbidity of Severe Psychotic Disorders With Measures of Substance Use, JAMA Psychiatry. 2014;71(3):248-254. 
doi:10.1001/jamapsychiatry.2013.3726; http://www.samhsa.gov/co-occurring/

29 2014 Evidence-Based Guideline for the Management of High Blood Pressure in Adults: Report From the Panel Members Appointed to the Eighth Joint National Committee 
(JNC 8); JAMA. 2014;311(5):507-520.doi:10.1001/jama.2013.284427

30 A Report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines: 2013 ACC/AHA Guideline on the Assessment of 
Cardiovascular Risk; http://circ.ahajournals.org/

31 Social Determinants of Health, Healthy People 2020, http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=39;

http://www.cdc.gov/socialdeterminants/Index.html

32 Depression and Diabetes, NIMH, http://www.nimh.nih.gov/health/publications/depression-and-diabetes/index.shtml#pub5;Diabetes Care for Clients in Behavioral 
health Treatment, Oct. 2013, SAMHSA, http://store.samhsa.gov/product/Diabetes-Care-for-Clients-in-Behavioral-Health-Treatment/SMA13-4780 

33 J Pollock et al., Mental Disorder or Medical Disorder? Clues for Differential Diagnosis and Treatment Planning, Journal of Clinical Psychology Practice, 2011 (2) 33-40 

34 C. Li et al., Undertreatment of Mental Health Problems in Adults With Diagnosed Diabetes and Serious Psychological Distress, Diabetes Care, 2010; 33(5) 1061-1064 
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Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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‘Integrated Healthcare’ (IH) is a general term used in Michigan to describe the improved 

coordination of care between primary and behavioral health care services.  Providers of 

substance use and mental health services (i.e., behavioral health) as well as providers of primary 

care and other specialty medical care have taken steps in varying degrees to coordinate and/or 

integrate comprehensive healthcare services.  Degrees of healthcare integration fluctuate 

throughout the behavioral health system.  While under statewide implementation, irregular 

development within and between the individual providers themselves has become apparent and 

each Prepaid Inpatient Health Plan (PIHP) is working independently while working within the 

existing system to increase and improve integration.  The result of care integration positively 

impacts physical health and life expectancy outcomes for people receiving behavioral health 

services in the public behavioral health system.  The importance of integrated and whole person 

care cannot be underestimated. 

 

The Michigan Department of Health and Human Services (MDHHS) Behavioral Health and 

Developmental Disabilities Administration (BHDDA) have provided targeted support to 

provider infrastructure development of IH for behavioral health consumers, to continue what was 

previously begun and to build upon other work being done in the community.  This has been 

accomplished through multiple communication and learning venues.   

 

Agreeing that this is a critical concern, MDHHS has developed a cooperative alliance with the 

Michigan Association of Community Mental Health Boards (MACMHB), and contracted with 

The National Council for Behavioral Healthcare.  MDHHS has supported a variety of efforts 

achieved through mental health block grant funding and technical assistance. 

 

MDHHS has partnered with MACMHB and the National Council for the last 3 years to support a 

statewide Integrated Primary and Behavioral Healthcare Learning Community.  Any Michigan 

community mental health agency or partnering primary care health center is encouraged to 

participate.  Quarterly activities (team planning and technical assistance including coaching 

reviews of IH work plans) have had outstanding participation in a non-competitive and 

supportive environment. 

 

a. Discussion forums on a designated website (www.improvingmipractices.org) that allows 

all partners to provide and discuss concerns and information. 

b. Additional resources may be shared, provided or gathered in areas such as Financing & 

Sustainability, Clinical Practices, Administration Health Information Management and 

the IH Workforce are readily accessible to those seeking further information on 

www.improvingmipractices.org 

c. Webinars on topics pertinent to IH development such as ‘Evolving Models of Integration’ 

and ‘Health Information Technology and Quality Improvement.’  This first effort drew 

85 participants.  The last Integrated Healthcare Learning Community quarterly meeting 

drew almost 200 participants. 

 

Representatives have given positive comments regarding the effectiveness of sharing available 

materials, perusing through multiple agencies for inspiration, ideas and self-comparisons.   This 

approach has been touted as original, innovative, efficient and constructive.   
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1. Which services in Plan Table 3 of the application will be covered by Medicaid or by 

QHPs as of January 1, 2016? 

 

Michigan has a very robust and mature Medicaid managed care system for both physical 

health services and specialty behavioral health services.  In addition, Michigan is a Medicaid 

expansion state which has allowed approximately 600,000 more people access to the 

established behavioral health service system. Michigan’s Medicaid system (including 

expansion) currently covers and will continue to cover the following services/service 

categories from Table 3: 

 

 All services in the Healthcare Home/Physical Health category 

 Prevention Including Promotion 

o Parent training (variety) 

o Relapse Prevention/Wellness Recovery Support 

 All services in the Engagement Services Category 

 Outpatient Services 

o Individual evidenced based therapies 

o Group therapy 

o Family therapy 

o Multi-family therapy 

 All services in the Medication Services category 

 Community Support (Rehabilitative) 

o Parent/caregiver support 

o Skill building 

o Case management 

o Behavior management 

o Supported employment 

 All services in the Recovery Supports category 

 Other Supports (Habilitative) 

o Personal care 

o Respite 

o Transportation 

o Assisted living 

 All services in the Intensive Support Services category 

 Out-of-Home Residential Services 

o Crisis residential/stabilization 

o Clinically managed 24 hour care (ASAM level residential services) 

o Youth substance abuse residential services (ASAM levels) 

o Therapeutic foster care 

 Acute Intensive Services 

o Mobile crisis 

o Medically monitored Intensive Inpatient (SA) – physical health care benefit 

o 24/7 Crisis hotline services (required of all community mental health programs – 

not a Medicaid benefit) 

 

 

Michigan Page 6 of 13Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 115 of 291



 

2. Is there a plan for monitoring whether individuals and families have access to M/SUD 

services offered through QHPs and Medicaid? 

 

Access to care and outreach activities informing the public on how and where to access 

services are part of the contractual requirements of each PIHP (Attachment P4.1.1).  Each 

PIHP region is required to have an access system that does the following: 

 

 Welcome all individuals by demonstrating empathy and providing opportunity for the 

person presenting to describe situation, problems and functioning difficulties, exhibiting 

excellent customer service skills, and working with them in a non-judgmental way. 

 Screen individuals who approach the access system to determine whether they are in 

crisis and, if so, assure that they receive timely, appropriate attention. 

 Determine individuals’ eligibility for Medicaid specialty services and supports, MIChild 

or, for those who do not have any of these benefits as a person who’s presenting needs for 

mental health services make them a priority to be served. 

 Collect information from individuals for decision-making and reporting purposes. 

 Refer individuals in a timely manner to the appropriate mental health practitioners for 

assessment, person-centered planning, and/or supports and services; or, if the individual 

is not eligible for PIHP or CMHSP services, to community resources that may meet their 

needs. 

 Inform individuals about all the available mental health and substance abuse services and 

providers and their due process rights under Medicaid, or MIChild, and the Michigan 

Mental Health Code. 

 Conduct outreach to under-served and hard-to-reach populations and be accessible to the 

community-at-large. 

 

3. Who is responsible for monitoring access to M/SUD services by the QHPs?  Briefly 

describe the monitoring process. 

 

On a quarterly basis, the Mission Based Performance Indicator System provides status 

reports on each CMHSP.  These reports provide information on how fast someone is able to 

access services from the point that they ask for them, how fast follow up services are 

provided after an inpatient stay and even wait times for emergency hospital screening 

decisions.  Each of these areas have established thresholds that must be met – access and 

follow up within 7 days and emergency screening completed within three hours.   

 

4. Will the SMHA and/or SSA be involved in reviewing any complaints or possible 

violations of MHPAEA? 

 

The SMHA/SSA office has a customer service team that is responsible for receiving and 

reviewing complaints regarding services and supports that are provided in the PIHP/CMHSP 

system.  Depending on the nature of a complaint, this area can work with the individual and 

the PIHP/CMHSP and/or other provider to resolve a situation or pass the concern on to a 

higher authority (recipient rights or licensing). 
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5. What specific changes will the state make in consideration of the coverage offered in the 

state’s EHB package? 

 

Michigan does not need to make changes in the behavioral health system as it relates to the 

state’s EHB package.  As it stands, the behavioral health services and supports currently 

offered in the behavioral health system exceed those that are identified in the state’s EHB 

package. 

 

6. Is the SSA/SMHA involved in various coordinated care initiatives in the state? 

 

The BHDDA is involved in multiple initiatives pursuing improved health for the citizens of 

Michigan.  Integrating behavioral health and physical health care and treating the whole 

person is in many stages of development throughout Michigan.  In addition, through the 

Integrated Healthcare Learning Community that was referenced earlier, there are other 

activities in the state focused on coordinated care.  Four regions in Michigan are participating 

in the Dual Eligible (Medicaid and Medicare) project.  This project is unique in that the 

Integrated Care Organizations have contracted with the PIHPs in those regions to provide the 

behavioral health services to those enrolled in the project. 

 

In Michigan, two regions of the state are participating in a Health Home pilot project that as 

part of section 2703 of the Affordable Care Act.  These projects are focused on providing 

care coordination and support to individuals with a serious mental illness who also have 

chronic physical health conditions.  This project started in July of 2014.  The state is in the 

process of developing additional health homes within community clinics and Federally 

Qualified Health Centers.  Members of the behavioral health administration are involved in 

the planning and development of that project to ensure behavioral health needs are being 

addressed as part of those projects. 

 

Older adults, increasing exponentially, already receive many services through primary care. 

Mental Health, Substance Abuse, Developmental Disabilities, Dementia, etc., are areas 

currently treated but often without extensive expertise; thus education is needed at the 

primary care level.  Integrated healthcare training related to mental health, dementia and 

substance use continue to be developed and provided by monthly webinar to 46-50 

healthcare sites throughout the state, primarily in the mid-northern part of the state and the 

Upper Peninsula.  A cooperative partnership between the Geriatric Education Center of 

Michigan (located at Michigan State University) and older adult behavioral health/dementia 

specialists from BHDDA continues.   

 

All of the PIHPs responsible for administering regional SUD services in the state were 

required to develop a plan for service for a designated three year period.  The plan for SUD 

services was developed in accordance with a guidance document which is provided by 

BHDDA.  This guidance provided the parameters for the provision of SUD services inclusive 

of state and federal regulations and requirements, priority services as identified by BHDDA 

and the MDHHS, and special projects to be addressed during the plan of service period. 
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The current plan of service period is 2014 through 2017.  Within the overall plan of service 

the emphasis has been on the publically funded SUD services system continued 

transformation to a recovery oriented system of care (ROSC).  The ROSC transformation 

process was announced and initiated at the 2009 Statewide SUD Conference.  ROSC 

transformation is important for many reasons.  However, it is of particular importance to the 

integration of primary and behavioral health care for the infrastructure and culture of care 

that is established.  Successful coordinated care cannot exist without the presence of a 

recovery oriented system as its foundation. 

 

Additionally, prior to the multi-year plan of action submitted by the PIHPs, the 2012 through 

2014 action plan identified two priority projects in which all areas of the state were required 

to employ.  The two project priorities were:  1) a NIATx practices improvement initiatives 

(intended to improve the capacity and effectiveness of services and their delivery), and 2) a 

behavioral health and primary health care integrated services project (intended to utilized 

principles of ROSC, initiate or further enhance critical relationships and key partnership for, 

and develop and implement an integrated healthcare pilot project).  Currently the 10 PIHPs 

within the State of Michigan are engaged in the planning, development and implementation 

of their integrated health care projects.   

 

As mentioned above, in 2009 BHDDA announced at the 2009 Statewide SUD Conference 

that the publically-funded SUD services system would be engaging in a transformation to 

ROSC.  Also explained in response (A.) is the importance and necessity of establishing a 

ROSC as a foundation to a successful behavioral health and primary health care integration.  

As a matter of fact, in the regions of Michigan where recovery oriented transformation is 

strong, the development of collaborations and partnerships naturally lead to coordinated 

initiatives between the behavioral health and the primary health care systems.  As an 

example, one product of such collaboration lead to an emergency room doctor studying and 

tracking the utilization of hospital emergency department incidents of care (both emergency 

and non-emergency) for substance abusing and addicted individuals.  This led to the opening 

of a specialized clinic to assess, plan and provide services to these individuals.  The concept 

of the clinic is to assess the healthcare and SUD status of the individuals via co-located 

services and providers within the clinic.  Once an individual has been stabilized (primary 

health and SUD) they will be connected to a primary care provider for ongoing health care 

management. In addition, BHDDA has provided funding to a PIHP to imbed peer recovery 

coaches in primary care agencies for the purpose of navigating persons in recovery through 

wellness plans. Moreover, BHDDA has utilized SAMHSA funded Partnership for Success II 

Grant funding to integrate prevention into primary care settings for the purpose of screening 

young persons at risk for abusing alcohol and prescription drugs and referring those 

individuals to evidence-based prevention programs.   

 

Much has been accomplished within the SUD ROSC Transformation, but much has yet to be 

done.  Just as an individual’s SUD recovery is not and event but a journey, a systems 

transformation is much the same.  Be it conceptual, practice of contextual strategies at work 

there is always more to do.  Transformation efforts to date have included, but are not limited 

to: collaboration and partnership development; communication, language and educational 

tools and initiatives; Infrastructure planning and modifications; policy and regulatory 
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changes and enhancements; peer recovery services and supports (inclusive of SAMHSA 

BRSS TACS grant); prevention/wellness efforts, and maintaining cultural competence and 

best practices within a recovery oriented service environment.  

 

Part of the ROSC work involved in creating a Transformation Steering Committee (TSC) 

was established to partner with BHDDA in decision making and moving transformation 

forward.  With integrated healthcare as a priority within the state and the work that needs to 

be done in preparation for 2016, the TSC has primary health care coordination as a standing 

priority within its agenda and meetings. 

 

7. Are you working with your State’s primary care organization or primary care 

association to enhance relationships between FQHCs, community health centers (CHC), 

other primary care practices and the publically funded behavioral health providers. 

 

BHDDA has forged a relationship with Michigan’s Primary Care Association (MPCA).   

There has been a requisite collaborative effort established with the state and the MPCA.  

Demonstration of this relationship can be found in the following examples: 

 

 A representative from the MPCA is a member of the ROSC TSC. 

 MPCA is actively involved in the new health home project development. 

 On multiple occasions BHDDA and regional SUD agency personnel have been asked, 

and have presented SUD and ROSC information to the MPCA, and have presented and 

participated in the MPCA annual conference. 

 Information on the effectiveness of recovery oriented systems has been provided by 

regional SUD providers and stakeholder. 

 A representative from MPCA is a member of the Behavioral Health Advisory 

Committee. 

 MPCA was instrumental in facilitating the participation of member FQHCs in the 

Partnership for Success II Grant Project designed to reduce underage drinking and 

prescription drug abuse. 

 

8. Are state behavioral health facilities are moving towards addressing nicotine 

dependence on par with other substance use disorders? 

 

Tobacco, the awareness of health dangers and complications, addiction, and treatment are 

relatively new areas of focus in mental health and recognizing the severe consequences of 

use in health and life expectancy, especially over time has created a new awareness and 

urgency to address use.  Staff, peers and consumers are involved in smoking cessation or 

awareness programs and initiatives.  

 

CMHSPs are screening for tobacco use at admission and there is a reassessment at agency 

specified time periods.  Consumers are offered assistance at the appropriate level through 

developing a person-centered plan that includes reduction and/or cessation.   

 

There are 44 clubhouses in Michigan which are independent non-smoking facilities located 

in the general community.  Approximately 50% have smoking cessation classes.   
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There are 53 consumer-run drop-in centers in Michigan.   All are in non-smoking facilities 

with smoking tents on the outlying property.  About 50% of the drop-in centers have 

smoking cessation classes.  

 

Certified Peer Support Specialists (CPSS) are able to participate in a tobacco recovery 

training, receive informational with brochures entitled “Everyone has the Right to be 

Healthy” and “Information for people with disabilities and their caregivers on how to Quit 

Tobacco” that they can share with the people they are working with.  Additional curriculum 

providers include the American Lung Association, Denver curriculum and CHOICES out of 

New Jersey.  Frequently, cessation or reduction goals are included when participating in 

PATH. MDHHSs smoking cessation work with CPSS has received a smoking cessation 

award by the Michigan Cancer Coalition. 

 

Resources range from the MDHHS website to individual counseling.  There is a focus within 

Public Health toward those people who have a disability and use tobacco.  Significant 

resources are on the MDHHS website for consumers, physical, substance and mental health 

providers and interested others, for example, 1-800-QUIT-NOW (784.8669), Public Health 

Resources for Primary Care -TOBACCO, The Providers toolkit. 

 

9. What agency/system regularly screens, assesses, and addresses smoking among persons 

served in the behavioral health system? 

 

Behavioral health provider organizations are addressing smoking and preparing staff to help 

clients by developing competencies in motivational interviewing.  Case managers, nurses, 

and peers are encouraged to talk to clients about tobacco and the benefits of quitting. 

Implementation of awareness, formal and informal support programs, groups, goals, peer 

support and participation in cessation efforts vary across the state.   

 

10. Indicate tools and strategies used that support efforts to address nicotine cessation. 

 

As indicated above, all provider organizations are taking steps to address smoking and 

nicotine dependence.  There are various level of efforts around the state, with some being 

more advanced.  Clubhouses and CPSS are also significant resources for smoking cessation 

programs and support as noted above. 

 

An effort by one provider involves smoking status and quantity of tobacco during each 

annual Personal Health Review and documented in the individual’s record.  When agreed 

upon by a client, a person-centered treatment goal for reduction or quitting tobacco use is 

utilized.  This goal is continually assessed during nursing visits.  This documentation allows 

evaluation of goal attainment at specific points in treatment.  Additionally, at each of the 

three adult service sites affiliated with this provider, tobacco treatment groups are offered 

weekly.  These groups are open to all clients who want to learn more about tobacco or who 

want to reduce/quit using.  Last year two CO monitors were purchased.  The monitors are 

able to be used by individual clients and are offered for use in groups.  This provider has 

been able to change their electronic medical record to track CO values over time.   
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11. The behavioral health providers are screen and refer for:  prevention and wellness, 

heart disease, hypertension, high cholesterol and/or diabetes and recovery supports. 

 

As multiple models and variations of training for case management to care management 

occurs across the behavioral health service system in Michigan, greater awareness and 

comprehension of life threatening chronic health conditions like heart disease, hypertension, 

high cholesterol, obesity, metabolic syndrome and/or diabetes is occurring.  The physical 

effects of substance use, serious mental illness and medications related to treatment, the 

lifestyle of clients and economic situations are in turn being recognized for their impact on 

these chronic health conditions.  

 

This process is not formalized in Michigan for SUD, but it is now being contractually 

required to screen and refer for chronic diseases.  

 

The current commitment to integrated treatment ranges includes referrals to comprehensive, 

on-site care at a CMHSP or a local FQHC or community health clinic.  Behavioral health 

experts are working with, and in some locations within FQHCs and community health 

centers.  In turn, physical healthcare experts are working with the behavioral health service 

programs that have established in-house primary care clinics.  As knowledge and cooperation 

from these learning collaboratives grows, closer watch, treatment and support of physical 

illness is increasing.  Generally, it is beginning to be recognized and more adequately 

addressed with new knowledge that physical health treatment is indeed appropriate.  

Agencies are expected minimally to screen, refer, treat and provide adequate support for 

client success. 

 

Historically Assertive Community Treatment (ACT) teams have always integrated 

behavioral and physical health. Michigan has approximately 90 ACT teams.  ACT teams and 

ACT nurses, have been and continue to be providers of coordinated and integrated care.  

Nurses have continually educated team members about medication side effects, physical 

illnesses, disease symptoms and the impact on treatment and health.  ACT teams members, 

while remaining within their individual scopes of practice, educate, advocate and continue to 

assist those they serve to understand and build healthier and more meaningful lives in their 

own community. 

 

Multiple PIHPs are in the process of adding screening and protocols to activities already in 

place; assuring that each person has a primary care doctor; or working with the FQHC to 

obtain the services. Some PIHPs and FQHCs have cooperatively developed integrated health 

models and are at the frustrating stage that requires integrated care encounter coding.  

Currently, integrated health codes are not available. 

 

In Oakland County, providers are using the health measures for screening and referring for 

heart disease, hypertension, high cholesterol and/or diabetes.  

 

Saginaw County notes heart disease, hypertension, high cholesterol and/or diabetes, along 

with other health conditions, including obesity are part of the initial and annual assessment 

process. Many efforts to heighten the awareness and knowledge of our case managers and 
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supports coordinators about chronic health conditions, consumer wellness promotion 

(including BMI charts) and the importance of primary care referrals, coordination and follow 

up continue.  One core case manager mandatory training module is on consumer health and 

wellness; it includes chronic conditions resources. Agency policy clearly states that the 

expectation for staff is to become students of the health conditions behavioral health 

consumers’ experience.  Nursing staff also assist with more comprehensive health 

assessments and re-screening of health status at the time of psychiatry appointments.  

Currently expectations of health care integration knowledge and practices are included in 

staff evaluations.  SCCMHA has also made primary care services available at the key service 

site in cooperation with the federally qualified health center.  Also included in home manager 

trainings and messages is the critical importance of health care integration and follow up in 

the management of chronic conditions as well as site emphasis on health and wellness. 
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Environmental Factors and Plan

2. Health Disparities

Narrative Question: 

In accordance with the HHS Action Plan to Reduce Racial and Ethnic Health Disparities52, Healthy People, 202053, National Stakeholder 
Strategy for Achieving Health Equity54, and other HHS and federal policy recommendations, SAMHSA expects block grant dollars to support 
equity in access, services provided, and behavioral health outcomes among individuals of all cultures and ethnicities. Accordingly, grantees 
should collect and use data to: (1) identify subpopulations (i.e., racial, ethnic, limited English speaking, tribal, sexual/gender minority groups, 
and people living with HIV/AIDS or other chronic diseases/impairments) vulnerable to health disparities and (2) implement strategies to decrease 
the disparities in access, service use, and outcomes both within those subpopulations and in comparison to the general population. One 
strategy for addressing health disparities is use of the recently revised National Standards for Culturally and Linguistically Appropriate Services in 
Health and Health Care (CLAS standards).55

The Action Plan to Reduce Racial and Ethnic Health Disparities, which the Secretary released in April 2011, outlines goals and actions that HHS 
agencies, including SAMHSA, will take to reduce health disparities among racial and ethnic minorities. Agencies are required to assess the 
impact of their policies and programs on health disparities.

The top Secretarial priority in the Action Plan is to "[a]ssess and heighten the impact of all HHS policies, programs, processes, and resource 
decisions to reduce health disparities. HHS leadership will assure that program grantees, as applicable, will be required to submit health disparity 
impact statements as part of their grant applications. Such statements can inform future HHS investments and policy goals, and in some 
instances, could be used to score grant applications if underlying program authority permits."56

Collecting appropriate data is a critical part of efforts to reduce health disparities and promote equity. In October 2011, in accordance with 
section 4302 of the Affordable Care Act, HHS issued final standards on the collection of race, ethnicity, primary language, and disability status.57 
This guidance conforms to the existing Office of Management and Budget (OMB) directive on racial/ethnic categories with the expansion of 
intra-group, detailed data for the Latino and the Asian-American/Pacific Islander populations.58 In addition, SAMHSA and all other HHS 
agencies have updated their limited English proficiency plans and, accordingly, will expect block grant dollars to support a reduction in 
disparities related to access, service use, and outcomes that are associated with limited English proficiency. These three departmental initiatives, 
along with SAMHSA's and HHS's attention to special service needs and disparities within tribal populations, LGBT populations, and women and 
girls, provide the foundation for addressing health disparities in the service delivery system. States provide behavioral health services to these 
individuals with state block grant dollars. While the block grant generally requires the use of evidence-based and promising practices, it is 
important to note that many of these practices have not been normed on various diverse racial and ethnic populations. States should strive to 
implement evidence-based and promising practices in a manner that meets the needs of the populations they serve.

In the block grant application, states define the population they intend to serve. Within these populations of focus are subpopulations that may 
have disparate access to, use of, or outcomes from provided services. These disparities may be the result of differences in insurance coverage, 
language, beliefs, norms, values, and/or socioeconomic factors specific to that subpopulation. For instance, lack of Spanish primary care 
services may contribute to a heightened risk for metabolic disorders among Latino adults with SMI; and American Indian/Alaska Native youth 
may have an increased incidence of underage binge drinking due to coping patterns related to historical trauma within the American 
Indian/Alaska Native community. While these factors might not be pervasive among the general population served by the block grant, they may 
be predominant among subpopulations or groups vulnerable to disparities.

To address and ultimately reduce disparities, it is important for states to have a detailed understanding of who is being served or not being 
served within the community, including in what languages, in order to implement appropriate outreach and engagement strategies for diverse 
populations. The types of services provided, retention in services, and outcomes are critical measures of quality and outcomes of care for diverse 
groups. For states to address the potentially disparate impact of their block grant funded efforts, they will address access, use, and outcomes for 
subpopulations, which can be defined by the following factors: race, ethnicity, language, gender (including transgender), tribal connection, and 
sexual orientation (i.e., lesbian, gay, bisexual).

Please consider the following items as a guide when preparing the description of the healthcare system and integration within the state's 
system:

Does the state track access or enrollment in services, types of services (including language services) received and outcomes by race, 
ethnicity, gender, LGBT, and age?

1.

Describe the state plan to address and reduce disparities in access, service use, and outcomes for the above subpopulations.2.

Are linguistic disparities/language barriers identified, monitored, and addressed?3.

Describe provisions of language assistance services that are made available to clients served in the behavioral health provider system.4.

Is there state support for cultural and linguistic competency training for providers?5.

Please indicate areas of technical assistance needed related to this section. 
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52http://www.minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf

53http://www.healthypeople.gov/2020/default.aspx

54http://minorityhealth.hhs.gov/npa/files/Plans/NSS/NSSExecSum.pdf

55http://www.ThinkCulturalHealth.hhs.gov

56http://www.minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf

57http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlid=208

58http://www.whitehouse.gov/omb/fedreg_race-ethnicity

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Environmental Factors and Plan

3. Use of Evidence in Purchasing Decisions

Narrative Question: 

There is increased interest in having a better understanding of the evidence that supports the delivery of medical and specialty care including 
mental health and substance abuse services. Over the past several years, SAMHSA has received many requests from CMS, HRSA, SMAs, state 
behavioral health authorities, legislators, and others regarding the evidence of various mental and substance abuse prevention, treatment, and 
recovery support services. States and other purchasers are requesting information on evidence-based practices or other procedures that result in 
better health outcomes for individuals and the general population. While the emphasis on evidence-based practices will continue, there is a 
need to develop and create new interventions and technologies and in turn, to establish the evidence. SAMHSA supports states use of the block 
grants for this purpose. The NQF and the Institute of Medicine (IOM) recommend that evidence play a critical role in designing health and 
behavioral health benefits for individuals enrolled in commercial insurance, Medicaid, and Medicare.

To respond to these inquiries and recommendations, SAMHSA has undertaken several activities. Since 2001, SAMHSA has sponsored a National 
Registry of Evidenced-based Programs and Practices (NREPP). NREPP59 is a voluntary, searchable online registry of more than 220 submitted 
interventions supporting mental health promotion and treatment and substance abuse prevention and treatment. The purpose of NREPP is to 
connect members of the public to intervention developers so that they can learn how to implement these approaches in their communities. 
NREPP is not intended to be an exhaustive listing of all evidence-based practices in existence.

SAMHSA reviewed and analyzed the current evidence for a wide range of interventions for individuals with mental illness and substance use 
disorders, including youth and adults with chronic addiction disorders, adults with SMI, and children and youth with (SED). The evidence builds 
on the evidence and consensus standards that have been developed in many national reports over the last decade or more. These include 
reports by the Surgeon General60, The New Freedom Commission on Mental Health61, the IOM62, and the NQF.63 The activity included a 
systematic assessment of the current research findings for the effectiveness of the services using a strict set of evidentiary standards. This series 
of assessments was published in "Psychiatry Online."64 SAMHSA and other federal partners (the Administration for Children and Families (ACF), 
the HHS Office of Civil Rights (OCR), and CMS) have used this information to sponsor technical expert panels that provide specific 
recommendations to the behavioral health field regarding what the evidence indicates works and for whom, identify specific strategies for 
embedding these practices in provider organizations, and recommend additional service research.

In addition to evidence-based practices, there are also many promising practices in various stages of development. These are services that have 
not been studied, but anecdotal evidence and program specific data indicate that they are effective. As these practices continue to be evaluated, 
the evidence is collected to establish their efficacy and to advance the knowledge of the field.

SAMHSA's Treatment Improvement Protocols (TIPs)65 are best practice guidelines for the treatment of substance abuse. The Center for 
Substance Abuse Treatment (CSAT) draws on the experience and knowledge of clinical, research, and administrative experts to produce the TIPs, 
which are distributed to a growing number of facilities and individuals across the country. The audience for the TIPs is expanding beyond public 
and private substance abuse treatment facilities as alcohol and other drug disorders are increasingly recognized as a major problem.

SAMHSA's Evidence-Based Practice Knowledge Informing Transformation (KIT)66 was developed to help move the latest information available 
on effective behavioral health practices into community-based service delivery. States, communities, administrators, practitioners, consumers of 
mental health care, and their family members can use KIT to design and implement behavioral health practices that work. KIT, part of SAMHSA's 
priority initiative on Behavioral Health Workforce in Primary and Specialty Care Settings, covers getting started, building the program, training 
frontline staff, and evaluating the program. The KITs contain information sheets, introductory videos, practice demonstration videos, and 
training manuals. Each KIT outlines the essential components of the evidence-based practice and provides suggestions collected from those 
who have successfully implemented them.

SAMHSA is interested in whether and how states are using evidence in their purchasing decisions, educating policymakers, or supporting 
providers to offer high quality services. In addition, SAMHSA is concerned with what additional information is needed by SMHAs and SSAs in 
their efforts to continue to shape their and other purchasers' decisions regarding mental health and substance abuse services.

Please consider the following items as a guide when preparing the description of the state's system:

Describe the specific staff responsible for tracking and disseminating information regarding evidence-based or promising practices.1.

How is information used regarding evidence-based or promising practices in your purchasing or policy decisions?2.

Are the SMAs and other purchasers educated on what information is used to make purchasing decisions?3.

Does the state use a rigorous evaluation process to assess emerging and promising practices?4.

Which value based purchasing strategies do you use in your state:5.

Leadership support, including investment of human and financial resources.a.

Use of available and credible data to identify better quality and monitored the impact of quality improvement interventions.b.

Use of financial incentives to drive quality.c.
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Provider involvement in planning value-based purchasing.d.

Gained consensus on the use of accurate and reliable measures of quality.e.

Quality measures focus on consumer outcomes rather than care processes.f.

Development of strategies to educate consumers and empower them to select quality services.g.

Creation of a corporate culture that makes quality a priority across the entire state infrastructure.h.

The state has an evaluation plan to assess the impact of its purchasing decisions.i.

Please indicate areas of technical assistance needed related to this section. 

59Ibid, 47, p. 41

60 United States Public Health Service Office of the Surgeon General (1999). Mental Health: A Report of the Surgeon General. Rockville, MD: Department of Health and Human 
Services, U.S. Public Health Service

61 The President's New Freedom Commission on Mental Health (July 2003). Achieving the Promise: Transforming Mental Health Care in America. Rockville, MD: Department of 
Health and Human Services, Substance Abuse and Mental Health Services Administration.

62 Institute of Medicine Committee on Crossing the Quality Chasm: Adaptation to Mental Health and Addictive Disorders (2006). Improving the Quality of Health Care for 
Mental and Substance-Use Conditions: Quality Chasm Series. Washington, DC: National Academies Press.

63 National Quality Forum (2007). National Voluntary Consensus Standards for the Treatment of Substance Use Conditions: Evidence-Based Treatment Practices. Washington, 
DC: National Quality Forum.

64 http://psychiatryonline.org/ 

65http://store.samhsa.gov

66http://store.samhsa.gov/product/Assertive-Community-Treatment-ACT-Evidence-Based-Practices-EBP-KIT/SMA08-4345

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Environmental Factors and Plan

4. Prevention for Serious Mental Illness

Narrative Question: 

SMIs such as schizophrenia, psychotic mood disorders, bipolar disorders and others produce significant psychosocial and economic challenges. 
Prior to the first episode, a large majority of individuals with psychotic illnesses display sub-threshold or early signs of psychosis during 
adolescence and transition to adulthood.67 The “Prodromal Period” is the time during which a disease process has begun but has not yet 
clinically manifested. In the case of psychotic disorders, this is often described as a prolonged period of attenuated and nonspecific thought, 
mood, and perceptual disturbances accompanied by poor psychosocial functioning, which has historically been identified retrospectively. 
Clinical High Risk (CHR) or At-Risk Mental State (ARMS) are prospective terms used to identify individuals who might be potentially in the 
prodromal phase of psychosis. While the MHBG must be directed toward adults with SMI or children with SED, including early intervention after 
the first psychiatric episode, states may want to consider using other funds for these emerging practices.

There has been increasing neurobiological and clinical research examining the period before the first psychotic episode in order to understand 
and develop interventions to prevent the first episode. There is a growing body of evidence supporting preemptive interventions that are 
successful in preventing the first episode of psychosis. The National Institute for Mental Health (NIMH) funded the North American Prodromal 
Longitudinal study (NAPLS), which is a consortium of eight research groups that have been working to create the evidence base for early 
detection and intervention for prodromal symptoms. Additionally, the Early Detection and Intervention for the Prevention of Psychosis (EDIPP) 
program, funded by the Robert Wood Johnson Foundation, successfully broadened the Portland Identification and Early Referral (PIER) program 
from Portland, Maine, to five other sites across the country. SAMHSA supports the development and implementation of these promising 
practices for the early detection and intervention of individuals at Clinical High Risk for psychosis, and states may want to consider how these 
developing practices may fit within their system of care. Without intervention, the transition rate to psychosis for these individuals is 18 percent 
after 6 months of follow up, 22 percent after one year, 29 percent after two years, and 36 percent after three years. With intervention, the risk of 
transition to psychosis is reduced by 54 percent at a one-year follow up.68 In addition to increased symptom severity and poorer functioning, 
lower employment rates and higher rates of substance use and overall greater disability rates are more prevalent.69 The array of services that 
have been shown to be successful in preventing the first episode of psychosis include accurate clinical identification of high-risk individuals; 
continued monitoring and appraisal of psychotic and mood symptoms and identification; intervention for substance use, suicidality and high 
risk behaviors; psycho-education; family involvement; vocational support; and psychotherapeutic techniques.70 71 This reflects the critical 
importance of early identification and intervention as there is a high cost associated with delayed treatment. 

Overall, the goal of early identification and treatment of young people at high clinical risk, or in the early stages of mental disorders with 
psychosis is to: (1) alter the course of the illness; (2) reduce disability; and, (3) maximize recovery.

****It is important to note that while a state may use state or other funding for these services, the MHBG funds must be directed toward adults 
with SMI or children with SED.

Please indicate areas of technical assistance needed related to this section. 

67 Larson, M.K., Walker, E.F., Compton, M.T. (2010). Early signs, diagnosis and therapeutics of the prodromal phase of schizophrenia and related psychotic disorders. Expert 
Rev Neurother. Aug 10(8):1347-1359.

68 Fusar-Poli, P., Bonoldi, I., Yung, A.R., Borgwardt, S., Kempton, M.J., Valmaggia, L., Barale, F., Caverzasi, E., & McGuire, P. (2012). Predicting psychosis: meta-analysis of 
transition outcomes in individuals at high clinical risk. Arch Gen Psychiatry. 2012 March 69(3):220-229.

69 Whiteford, H.A., Degenhardt, L., Rehm, J., Baxter, A.J., Ferrari, A.J., Erskine, H.E., Charlson, F.J., Norman, R.E., Flaxman, A.D., Johns, N., Burstein, R., Murray, C.J., & Vos T. (2013). 
Global burden of disease attributable to mental and substance use disorders: findings from the Global Burden of Disease Study 2010. Lancet. Nov 9;382(9904):1575-1586.

70 van der Gaag, M., Smit, F., Bechdolf, A., French, P., Linszen, D.H., Yung, A.R., McGorry, P., & Cuijpers, P. (2013). Preventing a first episode of psychosis: meta-analysis of 
randomized controlled prevention trials of 12-month and longer-term follow-ups. Schizophr Res. Sep;149(1-3):56-62.

71 McGorry, P., Nelson, B., Phillips, L.J., Yuen, H.P., Francey, S.M., Thampi, A., Berger, G.E., Amminger, G.P., Simmons, M.B., Kelly, D., Dip, G., Thompson, A.D., & Yung, A.R. 
(2013). Randomized controlled trial of interventions for young people at ultra-high risk of psychosis: 12-month outcome. J Clin Psychiatry. Apr;74(4):349-56.

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Environmental Factors and Plan

5. Evidenced Based Practices for First Episode Psychosis (10% of the state's total MHBG award)

Narrative Question: 

The Substance Abuse and Mental Health Services Administration (SAMHSA) is directed by Congress through its FY 2016 Omnibus bill, Public 
Law 114-113, to set aside 10 percent of the Mental Health Block Grant (MHBG) allocation for each state to support evidence-based programs 
that provide treatment for those with early serious mental illness (SMI) and a first episode psychosis (FEP) – an increase from the previous 5% set 
aside. This additional 5 percent increase to the set-aside is over the FY 2015 level. The appropriation bill specifically requires the 10 percent set-
aside to fund only those evidence-based programs that target FEP. The law specifically stated:

"...the funds from set-aside are only used for programs showing strong evidence of effectiveness and targets the first episode psychosis. SAMHSA 
shall not expand the use of the set-aside to programs outside of those that address first episode psychosis".

Previous appropriation language (P.L. 113-76 and P.L. 113-235) allowed the use of set aside funds for individuals with early SMI, including those 
without psychosis. However, the new language specifically requires states to focus their efforts only on FEP.

States that are currently utilizing FY 2016 set-aside funds for early SMI other than psychosis must now refocus their efforts to service only those 
with FEP. SAMHSA will allow states that already signed a contract or allocated money to their providers using the FY 2016 funds to complete 
these initiatives through the end of their contract or by the end of September 30, 2016, whichever comes first. States may continue to support 
these efforts using the general MHBG funds; however, the set-aside allocation must be used for efforts that address FEP. Nothing precludes 
states from utilizing its non-set-aside MHBG funds for services for individuals with early SMI.

If states have other investments for people at high risk of SMI, they are encouraged to coordinate those programs with early intervention 
programs supported by the MHBG. This coordination will help ensure high risk individuals are swiftly identified and engaged in evidence-based 
services should they develop into diagnosable SMI. Please note that the MHBG funds cannot be used for primary prevention or preventive 
intervention for those at high risk of SMI.

States can implement models which have demonstrated efficacy, including the range of services and principles identified by National Institute 
of Mental Health (NIMH) via its Recovery After an Initial Schizophrenia Episode (RAISE) initiative. Utilizing these principles, regardless of the 
amount of investment, and by leveraging funds through inclusion of services reimbursed by Medicaid or private insurance, every state should 
be able to begin to move their system toward earlier intervention, or enhance the early intervention services already being implemented.

SAMHSA and NIMH in conjunction with National Association of State Mental Health Program Directors (NASMHPD) will continue to ensure that 
technical assistance and technical resources are available to states as they develop and implement their plan.

States will be required to revise their two-year plan to propose how they will utilize the 10 percent set-aside funding to support appropriate 
evidence-based programs for individuals with FEP. Upon submission, SAMHSA will review the revised proposals and consult with NIMH to make 
sure they are complete and responsive. If a state chooses to submit a plan to utilize the set-aside for evidence-based services other than 
Coordinated Specialty Care (CSC) approach developed via the RAISE initiative, SAMHSA will review the plan with the state to assure that the 
approach proposed meets the understanding of an evidence-based approach. With consultation with NIMH as needed, the proposals will be 
either accepted, or requests for modifications to the plan will be discussed and negotiated with the State. SAMHSA will notify each State once 
the revised proposals are approved.

This initiative also includes a plan for program evaluation and data collection related to demonstrating program effectiveness. SAMHSA is also 
required within six months of the appropriations statute enactment to provide a detailed table showing at a minimum each State’s allotment, 
name of the program being implemented, and a short term description of the program. Additional technical assistance and guidance on the 
expectations for evaluation, data collection and reporting will follow.

States must submit their plan revision request proposal into the FY 2016-2017 Block Grant Application under the following section:

Section III. Behavioral Health Assessment and Plan, C. Environmental Factors and Plan, #5. Evidence-Based Practices for First Episode Psychosis.

The state must revise the following for the 10 percent set-aside for first episode psychosis:

An updated description of the states chosen evidence-based practice for the 10 percent set-aside initiative.1.

The planned activities for 2016 and 2017, including priorities, goals, objectives, implementation strategies, performance indicators, and 
baseline measures.

2.

A budget showing how the set-aside and additional state or other supported funds, if any, will be utilized for this purpose.3.

The states provision for collecting and reporting data, demonstrating the impact of this initiative.4.

Any foreseen challenges.5.

Please indicate areas of technical assistance needed related to this section.

Please use the box below to indicate areas of technical assistance needed related to this section: 
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Footnotes: 
FY16 budget was uploaded to demonstrate the state's understanding that the full 10% set-side is to be utilized fro FEP programs.
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5. Evidence-Based Practices for Early Intervention (10 percent set-aside) 

1. An updated description of the states chosen evidence-based practice for early intervention (5% 

set-aside initiative) that was approved in its 2014 plan. 

In Michigan, the Navigate model within RAISE is currently being implemented in three pilot sites. This 

particular model was selected because providers in Michigan had participated in the national study, so 

Michigan decided to build upon the existing expertise in the state. The additional funding will allow for 

expansion of at least two of the three teams who currently have more consumers who want the service 

than they can serve. It will also allow for the addition of up to 3 new teams. An RFP is out currently. 

Once applications are reviewed, new teams will be selected. 

2. The planned activities for 2016 and 2017, including priorities, goals, objectives, implementation 

strategies, performance indicators, and baseline measures. 

The goals set for FY16 and FY17 are to continue to focus on implementation of the Navigate model 

within RAISE and for each team to maintain capacity of at least 30 individuals served. The population 

being served continues to be individuals within each team’s catchment area, between the ages of 15 and 

30, who have experienced first episode psychosis within the previous 18 months. With the additional 

funding we were able to add the following activities to the FY16 and FY17 work plans:  

For FY16: 

1) Expanding at least two of the three existing teams to accommodate more consumers (currently 

two teams have more request for services than available service providers.) 

2) Releasing an RFP to establish up to 3 new teams (number of teams will depend on locations)  

3) Utilizing the only trained trainer of the RAISE model in Michigan to train the additional teams. 

4) Developing a webinar (kind of an FEP 101) to introduce the model to interested parties that 

would be available shortly after the RFP is released to inform possible applicants and to utilize 

with 3
rd

 party payers when discussing reimbursement for services. 

5) Hosting a kick-off meeting to include all funded teams and bringing in national consultants to get 

everyone on the same page for fidelity purposes and to begin a structured coaching and fidelity 

check-in process that will continue with periodic coaching and consultation by local trainers. 

For FY17, the activities from FY16 will continue (teams are funded, training, coaching, annual meeting) 

       1)    Developing additional training materials will be developed to help sites that are not part of the       

  grant but are interested in starting a team do just that.  

        2)  Completing the certification of an additional train the trainer team. 

        3)   Obtaining data from a more robust evaluation process (with a larger sample size given the new         

  teams.) This data will help in the discussion with 3
rd

 party payers as well.  
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 Network180 will continue to contract with ETCH, LLC to provide oversight, ongoing training and 

consultation of the Navigate model, including maintaining fidelity of the model. See attached work plans 

for FY16 and FY17 for additional information. 

 4. A budget showing how the set-aside and additional state or other supported funds, if any, for 

this purpose. 

The entire 10% will be contracted out to Network180 in FY16 (and FY17, if funds continue) who will 

then sub-contract with the providers to support the pilot programs. The teams will also continue to focus 

on maximizing third-party payment (both Medicaid and private insurance) for services whenever 

possible. See attached FY16 and FY17 budget for additional information. 

5. The states provision for collecting and reporting data, demonstrating the impact of this initiative.  

Monthly and quarterly reporting are built into the contracts for services with each implementation team so 

that success with participant enrollment and implementation can be monitored and reported back to 

MDHHS. We are also planning to add additional measures in FY17. 

Over the first quarter of FY16, 80 individuals in total were served. InterAct, the agency based in West 

Michigan served 27 individuals, and is currently serving this same number of persons. ETCH, LLC, based 

in the Lansing and Michigan State University area, served 31 individuals and is currently serving 31. 

Last, Easter Seals in Oakland County worked with 22 individuals and is currently working with 22 

persons. Demographic information is collected on participants. 

Compass is a tool that is utilized by prescribers in their treatment in this model of care. The tool provides 

guidance in prescribing for consumers. The three agencies were asked to provide data on the number of 

individual in which the Compass was used to guide their treatment during the quarter. InterAct used the 

tool for all 27 of its participants. ETCH utilized the tool for all 32 individuals. Easter Seals utilized the 

tool for 19 of its 22 consumers. 

Two outcomes tools have been utilized within this project to this point: The Clinical Global Impression 

(CGI) and the Service Utilization Review Form (SURF). The CGI is an objective assessment in which the 

clinician rates the severity of the individual's illness at any given time on a scale of 1-7, where 1 equates 

to not at all ill, and 7 equates to the individual being among the most extremely ill of individuals. The 

SURF is a tool that was used in the national pilot RAISE project. It asks the program participant to report, 

among other areas, the incidence of medical inpatient care nights, psychiatric and substance use inpatient 

care nights, and emergency department visits. Given data reported for the first quarter of FY16, on the 

CGI clinicians assessed the severity of individuals' illness to decrease over time, particularly from 

baseline to 6 months and on the SURF the reviews of service utilization show that over the course of time 

in which individuals enrolled in First Episode Psychosis programming utilization of intensive services, 

including medical and psychiatric inpatient, and emergency departments, declined. 

6. Any unforeseen challenges. 

 

None identified. 
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                  ATTACHMENT A 
 

                                                                        Subrecipient  

                                                                        Vendor 

                                                                        Research and development project 

                                                                        Not a research and development project 

CHILDREN/YOUTH WITH SERIOUS EMOTIONAL DISTURBANCE 
AGES 0 THROUGH 17 AND THEIR FAMILIES 

 
STATEMENT OF WORK 

 
Goal:  Implementation teams begun in 2014 will average of 20% of total First Episode Psychosis 

program expenses reimbursed through sources other than grant funds   

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Agencies/providers will complete 
tasks necessary to apply to be 
paneled providers for commonly 
used insurances and payers within 
their respective geographical 
regions. 
 

Contracted 
agencies and 
Program 
Directors 

By 
December 
31, 2015 

Eligible individual providers 
(therapists, prescribers) will be 
paneled in commonly used 
insurances and payers. 

Objective  

Agencies/providers will complete 
tasks necessary to apply to be 
paneled providers for other 
insurers and payers as individuals 
enroll in their respective FEP 
program. 
 

Contracted 
agencies and 
Program 
Directors 

Ongoing; 
within 90 
days of 
enrollment 
of an 
individual 

Eligible individual providers 
(therapists, prescribers) will be 
paneled by less commonly used 
insurances and payers that are 
specific to an individual being 
served. 

Objective  

100% of services that may be 
eligible for reimbursement will be 
submitted to payers. 
 

Contracted 
agencies 

Ongoing 
through 
September 
30, 2016 
 

Maximum reimbursement for 
services will be received. 

Objective  

Agencies/providers will initiate 
conversation with primary payers 
for all program participants 
regarding development of a 
bundled or non-traditional payment 
structure for bundled FEP 
services. 
 

Contracted 
agencies and 
Program 
Directors 

By 9/30/16 Documented efforts to develop 
funding for FEP programs 
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Goal:  Enrollment in each implementation team begun in 2014 will be maintained at 25-30 

participants at any given time, once enrollment of 27 individuals is initially achieved. 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Guidelines and processes will 
be identified within each 
agency to enroll new program 
participants as existing 
program participants dis-enroll 
or “graduate.” 
 

Program 
Directors within 
each contracted 
agency 

December 
31, 2015 

On-going enrollment process 

Objective  

The guidelines/enrollment 
processes will be implemented 
and utilized. 

Program 
Directors within 
each contracted 
agency 

Ongoing 
through 
September 
30, 2016 

25-30 program participants per 
team at any given time 

 
Goal:  All implementation teams will provide services consistent with the RAISE model 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Implementation teams will 
maintain program fidelity and 
continue increasing 
competency. 

National Navigate 
team, certified 
trainers, 
implementation 
teams  

Ongoing 
through 
September 
30, 2016 

- Consultation and coaching-
national Navigate team with 
ETCH; all providers with ETCH 

- National Navigate team will 
provide feedback regarding 
maintenance of fidelity 

- The National Navigate team 
will provide a face-to-face 
training to the veteran and new 
implementation teams (by 
9/30/16) 

Objective    

One team from InterAct of 
Michigan will initiate the 
certification process for the 
NAVIGATE model of care to 
promote expertise and 
expand capacity for 
monitoring of model fidelity. 
 
 
 
 
 

ETCH, InterAct of 
Michigan 

By 9/30/16 One full team from InterAct of 
Michigan will begin the certification 
process in the NAVIGATE model 
of care. 
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Goal:   Expand capacity of 2 existing RAISE- NAVIGATE teams, and contract with up to 3 new 
teams to implement RAISE- NAVIGATE in different geographical areas of Michigan   

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Two of the three established 
sites will each add an additional 
treatment team to add capacity 
for additional program 
participants. 
 

InterAct of MI, 
ETCH, LLC 

By 5/01/16 Two additional treatment teams  

Develop and release RFP for 
expansion of RAISE- 
NAVIGATE to up to 3 additional 
sites. 
 

Network180 By 3/15/16 RFP will be released 

Objective    

Develop and hold a Webinar 
designed to educate 
prospective treatment providers 
on FEP and RAISE-NAVIGATE 
treatment. 
 

Network180, 
ETCH, LLC 

By 3/31/16 Webinar will be held 

Objective  

Organizations/agencies/teams 
will be selected through an 
objective scoring process. 
 

Network180 By 4/18/16 Up to 3 teams will be selected 

Objective  

Execute contract with selected 
organizations/agencies/teams.  

Network180; 
Implementation 
teams 
 

By 5/01/16 Fully signed contracts will be 
executed 

 
Goal:  New implementation teams will be trained in the RAISE- NAVIGATE model of care 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Implementation teams will 
attend and complete all 
requirements associated with 
initial training 

ETCH, LLC; 
Implementation 
teams 

By 6/30/16 Implementation teams will be 
trained in RAISE- NAVIGATE 
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Goal:  Each new implementation team will enroll at least 8 new program participants by the end of 
the fiscal year 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Implementation teams will 
develop referral sources. 

Implementation 
teams 

By 9/30/16  Implementation teams will 
receive referrals 
 

Implementation teams will 
screen and enroll individuals. 

Implementation 
teams 

By 9/30/16 Implementation teams will reach 
8 enrolled individuals 
 

 

Goal:  New implementation teams will receive reimbursement from funding sources outside of grant 
funds 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Agencies/providers will 
complete tasks necessary to 
apply to be paneled providers 
for insurances from which 
enrolled program participants 
receive eligible benefits. 
 

Contracted 
agencies and 
Program 
Directors 

Within 90 
days of each 
individual’s 
enrollment in 
the program 

Eligible individual providers 
(therapists, prescribers) will be 
paneled 

100% of services that may be 
eligible for reimbursement will 
be submitted to payers. 
 

Contracted 
agencies 

Ongoing 
through 
September 
30, 2016 
 

Maximum reimbursement for 
services will be received 

 
 

Goal:  A robust clinical evaluation process will be developed 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

An evaluation process 
designed to measure efficacy 
of RAISE- NAVIGATE 
treatment will be identified. 

Network180 in 
collaboration 
with a 
contracted 
expert 

By 9/30/16 A robust, clinically appropriate 
evaluation process to measure 
successful implementation of the 
RAISE model as well as patient 
outcomes. 
 

An electronic mode of data 
reporting will be identified. 

Network180 By 9/30/16 An electronic system for data 
reporting. 
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                  ATTACHMENT A 
 

                                                                        Subrecipient  

                                                                        Vendor 

                                                                        Research and development project 

                                                                        Not a research and development project 

CHILDREN/YOUTH WITH SERIOUS EMOTIONAL DISTURBANCE 
AGES 0 THROUGH 17 AND THEIR FAMILIES 

 
STATEMENT OF WORK 

 
Goal:  Each implementation team begun in 2016 will reach team capacity (30 individuals 1 full team, 

pro-rated as appropriate.) 
 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Implementation teams will 
continue development of 
referral sources. 
 

Implementation 
teams 

12/31/16 and 
ongoing 

Implementation teams will 
receive referrals 

Implementation teams will 
screen and enroll individuals. 
 

Implementation 
teams 

6/30/17 Implementation teams will reach 
capacity per team 

 
Goal:  Enrollment in each implementation team will be maintained at no less than 3 participants 

below capacity at any given time, once capacity is initially achieved. 
 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Each contracted provider 
agency will ensure guidelines 
and processes are established 
and followed to enroll new 
program participants as 
existing program participants 
dis-enroll or “graduate.” 
 

Program 
Directors within 
each contracted 
agency 

Ongoing 
through 
September 
30, 2017 

Enrollment will be maintained at 
no less than 3 participants below 
capacity at any given time 
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Goal:  Implementation teams will average of 23% of total First Episode Psychosis program 
expenses reimbursed through sources other than grant funds  

  

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Agencies/providers contracted 
beginning in 2016 will complete tasks 
necessary to apply to be paneled 
providers for commonly used 
insurances and payers within their 
respective geographical regions. 
  

Contracted 
agencies and 
Program 
Directors 

By 
12/31/16 

Eligible individual providers 
(therapists, prescribers) will be 
paneled in commonly used 
insurances and payers 

Objective  

All agencies/providers will complete 
tasks necessary to apply to be 
paneled providers for other insurers 
and payers as individuals enroll in 
their respective FEP program. 

Contracted 
agencies and 
Program 
Directors 

Ongoing; 
within 90 
days of 
enrollment 
of an 
individual 

Eligible individual providers 
(therapists, prescribers) will be 
paneled by less commonly 
used insurances and payers 
that are specific to an individual 
being served 
 

Objective  

100% of services that may be eligible 
for reimbursement will be submitted to 
payers. 
 

Contracted 
agencies 

10/1/16 
through 
9/30/17 

Maximum reimbursement for 
services will be received 

Objective  

Agencies/providers will pursue 
conversation with primary payers of 
insurance benefits regarding 
development of a bundled or non-
traditional payment structure for 
bundled FEP services.  Collaborative 
efforts between providers should be 
leveraged in this pursuit. 
 

Contracted 
agencies and 
Program 
Directors 

By 
September 
30, 2017 

Documented efforts to develop 
funding for FEP programs 
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Goal:  All implementation teams will provide services consistent with the RAISE model 
 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Implementation teams will 
maintain program fidelity and 
continue increasing 
competency. 

National Navigate 
team, certified 
trainers, 
implementation 
teams  

10/1/16 
through 
9/30/17 

Consultation and coaching-
national Navigate team with 
ETCH; all providers with 
certified trainers located in 
Michigan  
National Navigate team will 
provide feedback regarding 
maintenance of fidelity 
 

One team from InterAct of 
Michigan will become certified 
in the NAVIGATE model of 
care to promote expertise and 
expand capacity for monitoring 
of model fidelity. 
 

ETCH, InterAct of 
Michigan 

By 12/31/16 One full team from InterAct of 
Michigan will be certified in the 
NAVIGATE model of care 

Materials to support training 
and maintenance of fidelity will 
be developed. 
 

Network180, 
certified trainers 

By 9/30/17 Written and visual training 
materials 

 
 

Goal:  Outcomes on the efficacy of RAISE- NAVIGATE treatment in the state of Michigan will be 
available    

 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Implementation teams will 
collect and report outcomes 
data per the established 
evaluation process.  

Contracted 
agencies and 
Program 
Directors 
 

10/1/16 
through 
9/30/17 

Raw data 

Outcomes data will be 
compiled and reported to 
MDHHS. 
 

Network180 10/1/16 
through 
9/30/17 

Compiled data and evaluation of 
the data 
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Goal:  Identification and development of resources to promote the sustainability of RAISE- 
NAVIGATE    

 

Activity(ies) Responsible 
Individual(s) 

Timeline Deliverable(s) 

Objective  

Development of a Learning 
Sustainability Collaborative 
comprised of persons involved 
with RAISE- NAVIGATE and 
individuals from appropriate 
systems. 
 

Network180, 
provider 
agencies 

By 03/31/16 An organized Learning 
Sustainability Collaborative  

Development of a plan of action 
to develop fiscal resources 
around RAISE- NAVIGATE. 
 

Network180, 
provider 
agencies 

By 9/30/17 An action plan for development 
of fiscal resources 
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Use WHOLE DOLLARS Only          ATTACHMENT B.1

 Page  Of

1 2

 From: To:

STATE ZIP CODE

MI 49503

 1.

2.

3.

4.

5.

6.

7.

8.

 9.

10.

11.

12.

13.

14.

15.

16.

PROGRAM BUDGET SUMMARY
View at 100% or Larger                   MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM DATE PREPARED

10% Set Aside- First Episode Psychosis 3/9/2016

CONTRACTOR NAME  BUDGET PERIOD

Network180 10/1/2016 9/30/2017

MAILING ADDRESS (Number and Street)  BUDGET AGREEMENT AMENDMENT #

790 Fuller NE

CITY FEDERAL ID NUMBER

Grand Rapids 38-3672594

TOTAL BUDGET

EXPENDITURE CATEGORY (Use Whole Dollars)

SALARY & WAGES

FRINGE BENEFITS

TRAVEL

SUPPLIES & MATERIALS

CONTRACTUAL (Subcontracts/Subrecipients)

EQUIPMENT

Program Coordination

OTHER EXPENSES

Training Expenses

INDIRECT COSTS:   Rate #2 %

TOTAL DIRECT EXPENDITURES                 
(Sum of Lines 1-7)

INDIRECT COSTS:  Rate #1 %

 TOTAL EXPENDITURES

OTHER(S)

STATE AGREEMENT

LOCAL

  AUTHORITY: P.A. 368 of 1978    The Department of Community Health is an equal opportunity

COMPLETION: Is Voluntary, but is required as a condition of funding.    employer, services and programs provider.

 DCH-0385(E)  (Rev. 02/13)  (Excel)  Previous Edition Obsolete.  

$1,828,611

$5,000

$108,925

$1,942,536

$1,942,536

$340,692

$1,942,536

$1,601,844

 SOURCE OF FUNDS:

FEES & COLLECTIONS

FEDERAL

TOTAL FUNDING

ORIGINAL AMENDMENT 
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only 2 2

DATE PREPARED

From: To: 

 10/1/2016 9/30/2017 3/9/2016
AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

-$                            

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                        

3. TOTAL TRAVEL: -$                        

-$                        

  Name Amount

InterAct of Michigan 394,435$                

ETCH 544,151$                

Easter Seals 345,586$                

New provider 241,819$                

New provider 241,819$                

Strong Minds Project 650$                       

TBD- Outcomes 10,151$                  

TBD- Outcomes $15,000

TBD- Annual training $15,000

TBD- Enduring training materials $20,000

5. TOTAL CONTRACTUAL: 1,828,611$             

Amount

6. TOTAL EQUIPMENT: -$                        

Amount

Communication:

Space Cost:

Others (explain): 5,000$                    

108,925$                

113,925$                

1,942,536$             

4572 S. Hagadorn Rd, Ste 1E, East Lansing, MI 48823

2399 E. Walton Blvd, Auburn Hills, MI 48326

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

5%/10% Set Aside- First Episode Psychosis
PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

Network180

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

1. TOTAL SALARY & WAGES:

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 Address

610 S. Burdick St., Kalamazoo, MI 49007

 6.  EQUIPMENT:  (Specify)

http://strongmindsproject.org/nyc-help/ 

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

 9.   INDIRECT COST CALCULATIONS:

Training Expenses

Program Coordination

  7. TOTAL OTHER EXPENSES:

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

FICA 

UNEMPLOY INS 

RETIREMENT HEARING INS 

DENTAL INS 

ORIGINAL AMENDMENT 

FICA 

UNEMPLOY INS 

RETIREMENT 

HOSPITAL INS 

LIFE INS 

VISION WORK COMP 

OTHER:specify- 

ORIGINAL AMENDMENT 

Michigan Page 14 of 24Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 141 of 291

http://strongmindsproject.org/nyc-help/


Rate #1   Base $ x Rate   = -$                            

Rate #2   Base $ -                            x Rate   = -$                            

-$                        

1,942,536$          

DCH-0386(E)  (Rev 02/13)  (EXCEL)  Previous Edition Obsolete Use Additional Sheets as Needed

The Department of Community Health is an equal opportunity employer, services and 

programs provider.
   COMPLETION: Is Voluntary, but is required as a condition of funding.

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

      AUTHORITY: P.A. 368 of 1978

9. TOTAL INDIRECT EXPENDITURES:
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only

DATE PREPARED

From: To:

AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

0.000 -$                          

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                      

3. TOTAL TRAVEL: -$                      

-$                      

  Name Amount

5. TOTAL CONTRACTUAL: -$                      

Amount

6. TOTAL EQUIPMENT: -$                      

Amount

Communication:

Space Cost:

Others (explain):

-$                      

-$                      

Rate #1   Base $ x Rate  0.00%  = -$                          

Rate #2   Base $ -                            x Rate  0.00%  = -$                          

-$                      

-$                   

DCH-0386(E)  (Rev. 02/13)  (EXCEL)  Previous Edition Obsolete

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

Use Additional Sheets as Needed

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

Michigan Public Health Institute

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

1. TOTAL SALARY & WAGES:

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

 Address

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 6.  EQUIPMENT:  (Specify)

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

       

 9.   INDIRECT COST CALCULATIONS:

  7. TOTAL OTHER EXPENSES:

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

9. TOTAL INDIRECT EXPENDITURES:

programs provider.

      AUTHORITY: P.A. 368 of 1978 The Department of Community Health is an equal opportunity employer, services and 

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

   COMPLETION: Is Voluntary, but is required as a condition of funding.

FICA 

UNEMPLOY INS 

RETIREMENT 

LIFE INS 

VISION INS 

HEARING INS 

DENTAL INS 

WORKS COMP 

ORIGINAL AMENDMENT 

FICA 

UNEMPLOY INS 

RETIREMENT 

ORIGINAL AMENDMENT 

FICA 

UNEMPLOY INS 

ORIGINAL AMENDMENT 

FICA 

ORIGINAL AMENDMENT 

FICA 

HOSPITAL INS OTHER:specify- 

ORIGINAL AMENDMENT 

FICA 

ORIGINAL AMENDMENT 

FICA 

ORIGINAL AMENDMENT 
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only

DATE PREPARED

From: To:

AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

0.000 -$                          

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                      

3. TOTAL TRAVEL: -$                      

-$                      

  Name Amount

5. TOTAL CONTRACTUAL: -$                      

Amount

6. TOTAL EQUIPMENT: -$                      

Amount

Communication:

Space Cost:

Others (explain):

-$                      

-$                      

Rate #1   Base $ x Rate   = -$                          

Rate #2   Base $ -                            x Rate  0.00%  = -$                          

-$                      

-$                   

DCH-0386(E)  (Rev. 02/13)  (EXCEL)  Previous Edition Obsolete

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

Use Additional Sheets as Needed

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

1. TOTAL SALARY & WAGES:

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

 Address

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 6.  EQUIPMENT:  (Specify)

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

       

 9.   INDIRECT COST CALCULATIONS:

  7. TOTAL OTHER EXPENSES:

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

9. TOTAL INDIRECT EXPENDITURES:

programs provider.

      AUTHORITY: P.A. 368 of 1978 The Department of Community Health is an equal opportunity employer, services and 

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

   COMPLETION: Is Voluntary, but is required as a condition of funding.

FICA 

UNEMPLOY INS 

RETIREMENT 

LIFE INS 

VISION INS 

HEARING INS 

DENTAL INS 

WORK COMP 

ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT 

HOSPITAL INS OTHER:specify- 

ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT 
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only

DATE PREPARED

From: To:

AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

0.000 -$                          

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                      

3. TOTAL TRAVEL: -$                      

-$                      

  Name Amount

5. TOTAL CONTRACTUAL: -$                      

Amount

6. TOTAL EQUIPMENT: -$                      

Amount

Communication:

Space Cost:

Others (explain):

-$                      

-$                      

Rate #1   Base $ x Rate   = -$                          

Rate #2   Base $ -                            x Rate  0.00%  = -$                          

-$                      

-$                   

DCH-0386(E)  (Rev. 02/13)  (EXCEL)  Previous Edition Obsolete

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

Use Additional Sheets as Needed

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

1. TOTAL SALARY & WAGES:

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

 Address

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 6.  EQUIPMENT:  (Specify)

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

       

 9.   INDIRECT COST CALCULATIONS:

  7. TOTAL OTHER EXPENSES:

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

9. TOTAL INDIRECT EXPENDITURES:

programs provider.

      AUTHORITY: P.A. 368 of 1978 The Department of Community Health is an equal opportunity employer, services and 

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

   COMPLETION: Is Voluntary, but is required as a condition of funding.

FICA 

UNEMPLOY INS 

RETIREMENT 

LIFE INS 

VISION INS 

HEARING INS 

DENTAL INS 

WORK COMP 

ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT 

HOSPITAL INS OTHER:specify- 

ORIGINAL AMENDMENT 
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Use WHOLE DOLLARS Only          ATTACHMENT B.1

 Page  Of

1 2

 From: To:

STATE ZIP CODE

MI 49503

 1.

2.

3.

4.

5.

6.

7.

8.

 9.

10.

11.

12.

13.

14.

15.

16. $1,799,960

$1,601,844

 SOURCE OF FUNDS:

FEES & COLLECTIONS

FEDERAL

TOTAL FUNDING

  AUTHORITY: P.A. 368 of 1978    The Department of Community Health is an equal opportunity

COMPLETION: Is Voluntary, but is required as a condition of funding.    employer, services and programs provider.

 DCH-0385(E)  (Rev. 02/13)  (Excel)  Previous Edition Obsolete.  

$1,301,181

$7,900

$108,925

$381,954

$1,799,960

$1,799,960

$198,116

 TOTAL EXPENDITURES

OTHER(S)

STATE AGREEMENT

LOCAL

INDIRECT COSTS:   Rate #2 %

TOTAL DIRECT EXPENDITURES                 
(Sum of Lines 1-7)

INDIRECT COSTS:  Rate #1 %

Program Coordination

Misc.

OTHER EXPENSES

Training Expenses

SUPPLIES & MATERIALS

CONTRACTUAL (Subcontracts/Subrecipients)

EQUIPMENT

SALARY & WAGES

FRINGE BENEFITS

TRAVEL

Grand Rapids 38-3672594

TOTAL BUDGET

EXPENDITURE CATEGORY (Use Whole Dollars)

MAILING ADDRESS (Number and Street)  BUDGET AGREEMENT AMENDMENT #

790 Fuller NE 1

CITY FEDERAL ID NUMBER

PROGRAM BUDGET SUMMARY
View at 100% or Larger                   MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM DATE PREPARED

10% Set Aside- First Episode Psychosis 4/29/2016

CONTRACTOR NAME  BUDGET PERIOD

Network180 10/1/2015 9/30/2016

ORIGINAL AMENDMENT 
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only 2 2

DATE PREPARED

From: To: 4/29/2016

 10/1/2015 9/30/2016
AMENDMENT #

1

POSITIONS 

REQUIRED TOTAL SALARY

-$                            

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                        

3. TOTAL TRAVEL: -$                        

-$                        

  Name Amount

InterAct of Michigan 341,268$                

ETCH 407,604$                

Easter Seals 283,730$                

InterAct of Michigan 101,374$                

Outreach- TBD 102,813$                

Outcomes $7,392

Outcomes- TBD $25,000

Strong Minds Project 7,000$                    

Training provider- TBD 25,000$                  

5. TOTAL CONTRACTUAL: 1,301,181$             

Amount

6. TOTAL EQUIPMENT: -$                        

Amount

Communication:

Space Cost:

Others (explain): 7,900$                    

108,925$                

381,954$                

498,779$                

1,799,960$              8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

 9.   INDIRECT COST CALCULATIONS:

Training Expenses

Misc.

  7. TOTAL OTHER EXPENSES:

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

610 S. Burdick St., Kalamazoo, MI 49007

http://strongmindsproject.org/nyc-help/

 6.  EQUIPMENT:  (Specify)

Program Coordnation

4. TOTAL SUPPLIES & MATERIALS:

Katy Thakkar, PhD

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 Address

610 S. Burdick St., Kalamazoo, MI 49007

4572 S. Hagadorn Rd, Ste 1E, East Lansing, MI 48823

2399 E. Walton Blvd, Auburn Hills, MI 48326

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

1. TOTAL SALARY & WAGES:

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

5%/10% Set Aside- First Episode Psychosis
PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

Network180

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

FICA 

UNEMPLOY INS 

RETIREMENT HEARING INS 

DENTAL INS 

ORIGINAL AMENDMENT 

FICA 

UNEMPLOY INS 

RETIREMENT 

HOSPITAL INS 

LIFE INS 

VISION WORK COMP 

OTHER:specify- 

ORIGINAL AMENDMENT 

Michigan Page 20 of 24Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 147 of 291

http://strongmindsproject.org/nyc-help/


Rate #1   Base $ x Rate   = -$                            

Rate #2   Base $ -                            x Rate   = -$                            

-$                        

1,799,960$          

DCH-0386(E)  (Rev 02/13)  (EXCEL)  Previous Edition Obsolete

      AUTHORITY: P.A. 368 of 1978

9. TOTAL INDIRECT EXPENDITURES:

   COMPLETION: Is Voluntary, but is required as a condition of funding.

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

Use Additional Sheets as Needed

The Department of Community Health is an equal opportunity employer, services and 

programs provider.
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only

DATE PREPARED

From: To:

AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

0.000 -$                          

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                      

3. TOTAL TRAVEL: -$                      

-$                      

  Name Amount

5. TOTAL CONTRACTUAL: -$                      

Amount

6. TOTAL EQUIPMENT: -$                      

Amount

Communication:

Space Cost:

Others (explain):

-$                      

-$                      

Rate #1   Base $ x Rate  0.00%  = -$                          

Rate #2   Base $ -                            x Rate  0.00%  = -$                          

-$                      

-$                   

DCH-0386(E)  (Rev. 02/13)  (EXCEL)  Previous Edition Obsolete

9. TOTAL INDIRECT EXPENDITURES:

programs provider.

      AUTHORITY: P.A. 368 of 1978 The Department of Community Health is an equal opportunity employer, services and 

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

   COMPLETION: Is Voluntary, but is required as a condition of funding.

 9.   INDIRECT COST CALCULATIONS:

  7. TOTAL OTHER EXPENSES:

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

 6.  EQUIPMENT:  (Specify)

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

       

 Address

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

1. TOTAL SALARY & WAGES:

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

Use Additional Sheets as Needed

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

Michigan Public Health Institute

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

FICA 

UNEMPLOY INS 

RETIREMENT 

LIFE INS 

VISION INS 

HEARING INS 

DENTAL INS 

WORKS COMP 

ORIGINAL AMENDMENT 

FICA 

UNEMPLOY INS 

RETIREMENT 

ORIGINAL AMENDMENT 

FICA 

UNEMPLOY INS 

ORIGINAL AMENDMENT 

FICA 

ORIGINAL AMENDMENT 

FICA 

HOSPITAL INS OTHER:specify- 

ORIGINAL AMENDMENT 

FICA 

ORIGINAL AMENDMENT 

FICA 

ORIGINAL AMENDMENT 
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only

DATE PREPARED

From: To:

AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

0.000 -$                          

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                      

3. TOTAL TRAVEL: -$                      

-$                      

  Name Amount

5. TOTAL CONTRACTUAL: -$                      

Amount

6. TOTAL EQUIPMENT: -$                      

Amount

Communication:

Space Cost:

Others (explain):

-$                      

-$                      

Rate #1   Base $ x Rate   = -$                          

Rate #2   Base $ -                            x Rate  0.00%  = -$                          

-$                      

-$                   

DCH-0386(E)  (Rev. 02/13)  (EXCEL)  Previous Edition Obsolete

9. TOTAL INDIRECT EXPENDITURES:

programs provider.

      AUTHORITY: P.A. 368 of 1978 The Department of Community Health is an equal opportunity employer, services and 

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

   COMPLETION: Is Voluntary, but is required as a condition of funding.

 9.   INDIRECT COST CALCULATIONS:

  7. TOTAL OTHER EXPENSES:

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

 6.  EQUIPMENT:  (Specify)

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

       

 Address

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

1. TOTAL SALARY & WAGES:

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

Use Additional Sheets as Needed

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

FICA 

UNEMPLOY INS 

RETIREMENT 

LIFE INS 

VISION INS 

HEARING INS 

DENTAL INS 

WORK COMP 

ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT 

HOSPITAL INS OTHER:specify- 

ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT 
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ATTACHMENT B.2

Page Of

Use WHOLE DOLLARS Only

DATE PREPARED

From: To:

AMENDMENT #

POSITIONS 

REQUIRED TOTAL SALARY

0.000 -$                          

 2.  FRINGE BENEFITS:  (Specify)  Composite Rate %

-$                      

3. TOTAL TRAVEL: -$                      

-$                      

  Name Amount

5. TOTAL CONTRACTUAL: -$                      

Amount

6. TOTAL EQUIPMENT: -$                      

Amount

Communication:

Space Cost:

Others (explain):

-$                      

-$                      

Rate #1   Base $ x Rate   = -$                          

Rate #2   Base $ -                            x Rate  0.00%  = -$                          

-$                      

-$                   

DCH-0386(E)  (Rev. 02/13)  (EXCEL)  Previous Edition Obsolete

9. TOTAL INDIRECT EXPENDITURES:

programs provider.

      AUTHORITY: P.A. 368 of 1978 The Department of Community Health is an equal opportunity employer, services and 

 10. TOTAL ALL EXPENDITURES:   (Sum of lines 8-9)

   COMPLETION: Is Voluntary, but is required as a condition of funding.

 9.   INDIRECT COST CALCULATIONS:

  7. TOTAL OTHER EXPENSES:

 8.  TOTAL DIRECT EXPENDITURES:  (Sum of Totals 1-7)                                    8. TOTAL DIRECT EXPENDITURES:

 6.  EQUIPMENT:  (Specify)

 7.  OTHER EXPENSES:  (Specify if category exceeds 10% of Total Expenditures)

       

 Address

4. TOTAL SUPPLIES & MATERIALS:

 5.  CONTRACTUAL:  (Subcontracts/Subrecipients) 

 3.  TRAVEL:  (Specify if category exceeds 10% of Total Expenditures)

2. TOTAL FRINGE BENEFITS:

 4. SUPPLIES & MATERIALS:  (Specify if category exceeds 10% of Total Expenditures)

1. TOTAL SALARY & WAGES:

                                     PROGRAM BUDGET - COST DETAIL SCHEDULE

Use Additional Sheets as Needed

View at 100% or Larger           MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PROGRAM BUDGET PERIOD

CONTRACTOR NAME BUDGET AGREEMENT

 1.  SALARY & WAGES:

POSITION DESCRIPTION COMMENTS

FICA 

UNEMPLOY INS 

RETIREMENT 

LIFE INS 

VISION INS 

HEARING INS 

DENTAL INS 

WORK COMP 

ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT ORIGINAL AMENDMENT 

HOSPITAL INS OTHER:specify- 

ORIGINAL AMENDMENT 
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Environmental Factors and Plan

6. Participant Directed Care

Narrative Question: 

As states implement policies that support self-determination and improve person-centered service delivery, one option that states may consider 
is the role that vouchers may play in their overall financing strategy. Many states have implemented voucher and self-directed care programs to 
help individuals gain increased access to care and to enable individuals to play a more significant role in the development of their prevention, 
treatment, and recovery services. The major goal of a voucher program is to ensure individuals have a genuine, free, and independent choice 
among a network of eligible providers. The implementation of a voucher program expands mental and substance use disorder treatment 
capacity and promotes choice among clinical treatment and recovery support providers, providing individuals with the ability to secure the best 
treatment options available to meet their specific needs. A voucher program facilitates linking clinical treatment with other authorized services, 
such as critical recovery support services that are not otherwise reimbursed, including coordination, childcare, motivational development, 
early/brief intervention, outpatient treatment, medical services, support for room and board while in treatment, employment/education 
support, peer resources, family/parenting services, or transportation.

Voucher programs employ an indirect payment method with the voucher expended for the services of the individual's choosing or at a provider 
of their choice. States may use SABG and MHBG funds to introduce or enhance behavioral health voucher and self-directed care programs 
within the state. The state should assess the geographic, population, and service needs to determine if or where the voucher system will be most 
effective. In the system of care created through voucher programs, treatment staff, recovery support service providers, and referral organizations 
work together to integrate services.

States interested in using a voucher system should create or maintain a voucher management system to support vouchering and the reporting 
of data to enhance accountability by measuring outcomes. Meeting these voucher program challenges by creating and coordinating a wide 
array of service providers, and leading them though the innovations and inherent system change processes, results in the building of an 
integrated system that provides holistic care to individuals recovering from mental and substance use disorders. Likewise, every effort should be 
made to ensure services are reimbursed through other public and private resources, as applicable and in ways consistent with the goals of the 
voucher program

Please indicate areas of technical assistance needed related to this section. 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Environmental Factors and Plan

7. Program Integrity

Narrative Question: 

SAMHSA has placed a strong emphasis on ensuring that block grant funds are expended in a manner consistent with the statutory and 
regulatory framework. This requires that SAMHSA and the states have a strong approach to assuring program integrity. Currently, the primary 
goals of SAMHSA program integrity efforts are to promote the proper expenditure of block grant funds, improve block grant program 
compliance nationally, and demonstrate the effective use of block grant funds.

While some states have indicated an interest in using block grant funds for individual co-pays deductibles and other types of co-insurance for 
behavioral health services, SAMHSA reminds states of restrictions on the use of block grant funds outlined in 42 USC §§ 300x–5 and 300x-31, 
including cash payments to intended recipients of health services and providing financial assistance to any entity other than a public or 
nonprofit private entity. Under 42 USC § 300x– 55, SAMHSA periodically conducts site visits to MHBG and SABG grantees to evaluate program 
and fiscal management. States will need to develop specific policies and procedures for assuring compliance with the funding requirements. 
Since MHBG funds can only be used for authorized services to adults with SMI and children with SED and SABG funds can only be used for 
individuals with or at risk for substance abuse, SAMSHA will release guidance imminently to the states on use of block grant funds for these 
purposes. States are encouraged to review the guidance and request any needed technical assistance to assure the appropriate use of such 
funds.

The Affordable Care Act may offer additional health coverage options for persons with behavioral health conditions and block grant 
expenditures should reflect these coverage options. The MHBG and SABG resources are to be used to support, not supplant, individuals and 
services that will be covered through the Marketplaces and Medicaid. SAMHSA will provide additional guidance to the states to assist them in 
complying with program integrity recommendations; develop new and better tools for reviewing the block grant application and reports; and 
train SAMHSA staff, including Regional Administrators, in these new program integrity approaches and tools. In addition, SAMHSA will work 
with CMS and states to discuss possible strategies for sharing data, protocols, and information to assist our program integrity efforts. Data 
collection, analysis and reporting will help to ensure that MHBG and SABG funds are allocated to support evidence-based, culturally competent 
programs, substance abuse programs, and activities for adults with SMI and children with SED.

States traditionally have employed a variety of strategies to procure and pay for behavioral health services funded by the SABG and MHBG. State 
systems for procurement, contract management, financial reporting, and audit vary significantly. These strategies may include:(1) appropriately 
directing complaints and appeals requests to ensure that QHPs and Medicaid programs are including essential health benefits (EHBs) as per the 
state benchmark plan; (2) ensuring that individuals are aware of the covered mental health and substance abuse benefits; (3) ensuring that 
consumers of substance abuse and mental health services have full confidence in the confidentiality of their medical information; and (4) 
monitoring use of behavioral health benefits in light of utilization review, medical necessity, etc. Consequently, states may have to reevaluate 
their current management and oversight strategies to accommodate the new priorities. They may also be required to become more proactive in 
ensuring that state-funded providers are enrolled in the Medicaid program and have the ability to determine if clients are enrolled or eligible to 
enroll in Medicaid. Additionally, compliance review and audit protocols may need to be revised to provide for increased tests of client eligibility 
and enrollment.

Please consider the following items as a guide when preparing the description of the state’s system:

Does the state have a program integrity plan regarding the SABG and MHBG funds?1.

Does the state have a specific policy and/or procedure for assuring that the federal program requirements are conveyed to intermediaries 
and providers?

2.

Describe the program integrity activities the state employs for monitoring the appropriate use of block grant funds and oversight 
practices: 

3.

Budget review;a.

Claims/payment adjudication;b.

Expenditure report analysis; c.

Compliance reviews;d.

Client level encounter/use/performance analysis data; ande.

Audits.f.

Describe payment methods, used to ensure the disbursement of funds are reasonable and appropriate for the type and quantity of 
services delivered. 

4.

Does the state provide assistance to providers in adopting practices that promote compliance with program requirements, including 
quality and safety standards?

5.

How does the state ensure block grant funds and state dollars are used for the four purposes?6.
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Please indicate areas of technical assistance needed related to this section. 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Environmental Factors and Plan

8. Tribes

Narrative Question: 

The federal government has a unique obligation to help improve the health of American Indians and Alaska Natives through the various health 
and human services programs administered by HHS. Treaties, federal legislation, regulations, executive orders, and Presidential memoranda 
support and define the relationship of the federal government with federally recognized tribes, which is derived from the political and legal 
relationship that Indian tribes have with the federal government and is not based upon race. SAMHSA is required by the 2009 Memorandum on 
Tribal Consultation74 to submit plans on how it will engage in regular and meaningful consultation and collaboration with tribal officials in the 
development of federal policies that have tribal implications.

Improving the health and well-being of tribal nations is contingent upon understanding their specific needs. Tribal consultation is an essential 
tool in achieving that understanding. Consultation is an enhanced form of communication, which emphasizes trust, respect, and shared 
responsibility. It is an open and free exchange of information and opinion among parties, which leads to mutual understanding and 
comprehension. Consultation is integral to a deliberative process that results in effective collaboration and informed decision-making with the 
ultimate goal of reaching consensus on issues.

In the context of the block grant funds awarded to tribes, SAMHSA views consultation as a government-to-government interaction and should 
be distinguished from input provided by individual tribal members or services provided for tribal members whether on or off tribal lands. 
Therefore, the interaction should be attended by elected officials of the tribe or their designees and by the highest possible state officials. As 
states administer health and human services programs that are supported with federal funding, it is imperative that they consult with tribes to 
ensure the programs meet the needs of the tribes in the state. In addition to general stakeholder consultation, states should establish, 
implement, and document a process for consultation with the federally recognized tribal governments located within or governing tribal lands 
within their borders to solicit their input during the block grant planning process. Evidence that these actions have been performed by the state 
should be reflected throughout the state's plan. Additionally, it is important to note that 67% of American Indian and Alaska Natives live off-
reservation. SSAs/SMHAs and tribes should collaborate to ensure access and culturally competent care for all American Indians and Alaska 
Natives in the state. States shall not require any tribe to waive its sovereign immunity in order to receive funds or for services to be provided for 
tribal members on tribal lands. If a state does not have any federally recognized tribal governments or tribal lands within its borders, the state 
should make a declarative statement to that effect.

Please consider the following items as a guide when preparing the description of the state’s system:

Describe how the state has consulted with tribes in the state and how any concerns were addressed in the block grant plan. 1.

Describe current activities between the state, tribes and tribal populations.2.

Please indicate areas of technical assistance needed related to this section. 

74 http://www.whitehouse.gov/the-press-office/memorandum-tribal-consultation-signed-president

Please use the box below to indicate areas of technical assistance needed related to this section: 
AIHFS: There are twelve federally recognized Tribes in Michigan. Each Tribe provides substance abuse and mental health services to the Tribal 
citizens residing in their specified Tribal service area. The array of services provided by each Tribe is variable, ranging from limited outpatient 
services to a more comprehensive array of prevention and treatment services. The Indian Health Services does provide limited resources to 
Michigan tribes for substance abuse and mental health services through PL 93-638 contracts and compacts. However, many Tribal citizens reside 
outside the tribal service areas in urban communities. For these citizens, the American Indian Health and Family Services of Southeastern 
Michigan provides outpatient treatment and prevention services to the Detroit American Indian community and the Grand Rapids community 
receives limited services from the Grand Rapids office of the Nottawaseppi Huron Band of the Potawatomi. 

Citizens of Michigan Tribes experience health disparities unlike any other population in Michigan with higher rates of substance use disorders 
amongst youth, chronic alcohol and drug use, suicide rates, as well as depression and PTSD. Tribal citizens face unique challenges in their efforts 
to access effective substance abuse services. These challenges include: limitations on the array of services available from Tribes and Tribal 
organizations, limitations on the availability of non-tribal culturally competent services, limited access to funding, over-reliance on grant funding, 
and geographic barriers. 

Technical Assistance from SAMHSA is needed in the following area related to this section: 
• A new set of policies and procedures established for Tribal Consultation which demonstrates government to government consultation regarding 
changes to Medicaid and the plans for Michigan Substance Abuse and Mental Health Block Grant priorities and funding allocations. 
• This plan will support communication and include collaboration of Michigan’s Tribal Nations and the Urban Indian Health Service Center in an 
informed decision-making process regarding State changes and development of priorities and funding allocations for Substance Abuse and 
Mental Health services. 
• This collaborative process will utilize Tribal Consultation to lead and shape changes affecting the citizens of Michigan Tribes and other Tribal 
citizens residing in Michigan and improve direct access to block grant resources.
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Footnotes: 
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The response to this section of the block grant application is two-fold.  The first part of each 

response was prepared by the Michigan Department of Health and Human Services (with some 

input from the Inter-Tribal Council of Michigan) and the second part of each response was 

prepared by representatives from American Indian Health and Family Services of Southeastern 

Michigan, Inc. (AIHFS) 

1. Describe how the state has consulted with tribes in the state and how any concerns were 

addressed in the block grant plan. 

 

MDHHS:  Two tribal representatives currently serve on the Behavioral Health Advisory 

Council, which is Michigan’s planning council.  A staff person from the Michigan 

Department of Health and Human Services (MDHHS) attends the Inter-Tribal Council of 

Tribal Leaders Meetings to share and receive information that will provide our department 

information on what we can do to assist the tribes in their efforts at administering population 

health and social service programs. In addition, Behavioral Health and Developmental 

Disabilities Administration (BHDDA) staff attend the Michigan Intertribal Council’s 

Behavioral Health Communications Network meetings for the purpose of sharing 

administrative and programmatic information relevant to tribal implementation of substance 

use and mental health disorder programs.  BHDDA staff also receive value added 

information from tribal members of the network in issues impacting their ability to serve 

their constituents.  

 

AIHFS:  Currently, the State consults with Tribes on issues pertaining to proposed changes to 

Medicaid via Tribal Consultation Requirements outlined in OMB No. 0930-0168 State Plan 

Document section B effective July 1, 2010 and expiring May 31, 2016.  The Tribal 

Consultation outlined in the State plan is limited to written notices of all proposed State plan 

Medicaid amendment proposals for demonstration projects, waiver request renewals, 

extensions, or amendments that may have a direct impact on services provided for Native 

Americans Indian health programs or Urban Indian organizations.  Tribal Chairpersons, 

Tribal Health Directors, Urban Indian Health Directors, and Indian Health Services 

Representatives are given 60-days to respond to proposed changes in writing and request 

further actions be taken prior to changes taking effect.  This method of Tribal consultation is 

missing a framework to collect and address Tribal Nation and Urban Indian Health Service 

concerns that may be addressed in the block grant plan prior to discussions related to or 

resulting in proposed state plan changes to Medicaid and/or substance use disorder and 

mental health services.  Rather, the information stream is based on data and sources unrelated 

to Tribal Nations and Urban Indian Health Services with inadequate time to reply regarding 

proposed changes and lacks Tribal specific priority recommendations in the block grant 

process. 

 

2. Describe current activities between the state, tribes and tribal populations. 

MDHHS:  All ten of the Prepaid Inpatient Health Plans (PIHPs) submitted multi-year 

strategic plans for substance use disorder prevention and treatment and recovery.  The plans 
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included epidemiological summaries of the populations with health disparities to be served in 

the PIHP regions. The PIHPs will soon provide updates on the status of their strategic plans 

and we will be reviewing the plans to determine whether the PIHPs are serving populations 

most in need, including American Indians.  If there are updates that do not illustrate 

meaningful and value added services to American Indians and other populations 

experiencing health disparities, corrective action will be required.   

Moreover, our state has funded 13 communities in Michigan through our Partnership for 

Success II Grant Project for the purpose of reducing underage drinking and prescription drug 

abuse.  Of the 13 communities, three are tribal entities.  The project is in its final year and 

MDHHS have applied for a new round of funding.  MDHHS also received a State and Tribal 

Youth Suicide Prevention and Early Intervention Grant and the American Indian Health and 

Family Services, an agency in Detroit serving American Indians is participating in the grant 

activity. 

The MDHHS, Office of Recovery Oriented Systems of Care (OROSC), is in the process of 

updating our Strategic Plan for Behavioral Health Services, including recovery based 

services, in the State of Michigan.  As we undergo the updating process, we will examine our 

demographic data illustrative of Michigan populations, including Tribal populations, for 

accuracy and share the information with our regional and Tribal entities for the purpose of 

future planning for behavioral health services.  As we update our strategic plan we will rely 

on our State Epidemiological Outcomes Workgroup (SEOW) to collect and review mortality, 

morbidity, prevalence, incidence, trend and social determinant data related to populations in 

Michigan with significant health disparities.  Based on the SEOW review of the relevant 

data, recommendations will be issued to the OROSC for the purpose of developing a 

strategic plan for prevention services.  Members of tribal entities in Michigan serve on the 

SEOW. 

MDHHS also provides funding for two contracts with the Inter-Tribal Council of Michigan 

for behavioral health services.  The purpose of the first project is to meet the individualized 

needs of seven tribes for mental health and aging for elders.  The second project provides 

funding for the delivery of mental health services including treatment, prevention, and 

awareness activities for Native American members of seven Michigan Indian Tribes and 

promotes/supports on-site placement of mental health treatment professionals.   

 

AIHFS:  Current public activities between the State, Tribal Nations, and Tribal populations 

include the annual meeting of United Tribes at the State Capital, Michigan Department of 

Health and Human Service representative attendance at quarterly Tribal Health Directors and 

the Tribal Behavioral Health Communication Network Meeting and an Urban Indian Health 

and Tribal Citizen Representative on the Statewide Behavioral Health Advisory Council. 
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Environmental Factors and Plan

9. Primary Prevention for Substance Abuse

Narrative Question: 

Federal law requires that states spend no less than 20 percent of their SABG allotment on primary prevention programs, although many states 
spend more. Primary prevention programs, practices, and strategies are directed at individuals who have not been determined to require 
treatment for substance abuse. 

Federal regulation (45 CFR 96.125) requires states to use the primary prevention set-aside of the SABG to develop a comprehensive primary 
prevention program that includes activities and services provided in a variety of settings. The program must target both the general population 
and sub-groups that are at high risk for substance abuse. The program must include, but is not limited to, the following strategies: 

Information Dissemination provides knowledge and increases awareness of the nature and extent of alcohol and other drug use, 
abuse, and addiction, as well as their effects on individuals, families, and communities. It also provides knowledge and increases 
awareness of available prevention and treatment programs and services. It is characterized by one-way communication from the 
information source to the audience, with limited contact between the two. 

•

Education builds skills through structured learning processes. Critical life and social skills include decision making, peer resistance, 
coping with stress, problem solving, interpersonal communication, and systematic and judgmental capabilities. There is more 
interaction between facilitators and participants than there is for information dissemination.

•

Alternatives provide opportunities for target populations to participate in activities that exclude alcohol and other drugs. The purpose 
is to discourage use of alcohol and other drugs by providing alternative, healthy activities.

•

Problem Identification and Referral aims to identify individuals who have indulged in illegal or age-inappropriate use of tobacco, 
alcohol or other substances legal for adults, and individuals who have indulged in the first use of illicit drugs. The goal is to assess if 
their behavior can be reversed through education. This strategy does not include any activity designed to determine if a person is in 
need of treatment.

•

Community-based Process provides ongoing networking activities and technical assistance to community groups or agencies. It 
encompasses neighborhood-based, grassroots empowerment models using action planning and collaborative systems planning

•

Environmental Strategies establish or changes written and unwritten community standards, codes, and attitudes. The intent is to 
influence the general population's use of alcohol and other drugs.

•

States should use a variety of strategies that target populations with different levels of risk. Specifically, prevention strategies can be classified 
using the IOM Model of Universal, Selective, and Indicated, which classifies preventive interventions by targeted population. The definitions for 
these population classifications are: 

Universal: The general public or a whole population group that has not been identified based on individual risk.•

Selective: Individuals or a subgroup of the population whose risk of developing a disorder is significantly higher than average.•

Indicated: Individuals in high-risk environments that have minimal but detectable signs or symptoms foreshadowing disorder or have 
biological markers indicating predispositions for disorder but do not yet meet diagnostic levels.

•

It is important to note that classifications of preventive interventions by strategy and by IOM category are not mutually exclusive, as strategy 
classification indicates the type of activity while IOM classification indicates the populations served by the activity. Federal regulation requires 
states to use prevention set-aside funding to implement substance abuse prevention interventions in all six strategies. SAMHSA also 
recommends that prevention set-aside funding be used to target populations with all levels of risk: universal, indicated, and selective 
populations.

While the primary prevention set-aside of the SABG must be used only for primary substance abuse prevention activities, it is important to note 
that many evidence-based substance abuse prevention programs have a positive impact not only on the prevention of substance use and abuse, 
but also on other health and social outcomes such as education, juvenile justice involvement, violence prevention, and mental health. This 
reflects the fact that substance use and other aspects of behavioral health share many of the same risk and protective factors.

The backbone of an effective prevention system is an infrastructure with the ability to collect and analyze epidemiological data on substance use 
and its associated consequences and use this data to identify areas of greatest need. Good data also enable states to identify, implement, and 
evaluate evidence-based programs, practices, and policies that have the ability to reduce substance use and improve health and well-being in 
communities. In particular, SAMHSA strongly encourages states to use data collected and analyzed by their SEOWs to help make data- driven 
funding decisions. Consistent with states using data to guide their funding decisions, SAMHSA encourages states to look closely at the data on 
opioid/prescription drug abuse, as well as underage use of legal substances, such as alcohol, and marijuana in those states where its use has 
been legalized. SAMHSA also encourages states to use data-driven approaches to allocate funding to communities with fewer resources and the 
greatest behavioral health needs.

SAMHSA expects that state substance abuse agencies have the ability to implement the five steps of the strategic prevention framework (SPF) or 
an equivalent planning model that encompasses these steps:
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Assess prevention needs;1.

Build capacity to address prevention needs;2.

Plan to implement evidence-based strategies that address the risk and protective factors associated with the identified needs; 3.

Implement appropriate strategies across the spheres of influence (individual, family, school, community, environment) that reduce 
substance abuse and its associated consequences; and

4.

Evaluate progress towards goals.5.

States also need to be prepared to report on the outcomes of their efforts on substance abuse- related attitudes and behaviors. This means that 
state-funded prevention providers will need to be able to collect data and report this information to the state. With limited resources, states 
should also look for opportunities to leverage different streams of funding to create a coordinated data driven substance abuse prevention 
system. SAMHSA expects that states coordinate the use of all substance abuse prevention funding in the state, including the primary prevention 
set-aside of the SABG, discretionary SAMHSA grants such as the Partnerships for Success (PFS) grant, and other federal, state, and local 
prevention dollars, toward common outcomes to strive to create an impact in their state’s use, misuse or addiction metrics.

Please consider the following items as a guide when preparing the description of the state's system:

Please indicate if the state has an active SEOW. If so, please describe: 1.

The types of data collected by the SEOW (i.e. incidence of substance use, consequences of substance use, and intervening 
variables, including risk and protective factors);

•

The populations for which data is collected (i.e., children, youth, young adults, adults, older adults, minorities, rural 
communities); and

•

The data sources used (i.e. archival indicators, NSDUH, Behavioral Risk Factor Surveillance System, Youth Risk Behavior 
Surveillance System, Monitoring the Future, Communities that Care, state-developed survey).

•

Please describe how needs assessment data is used to make decisions about the allocation of SABG primary prevention funds.2.

How does the state intend to build the capacity of its prevention system, including the capacity of its prevention workforce? 3.

Please describe if the state has: 4.

A statewide licensing or certification program for the substance abuse prevention workforce;a.

A formal mechanism to provide training and technical assistance to the substance abuse prevention workforce; andb.

A formal mechanism to assess community readiness to implement prevention strategies.c.

How does the state use data on substance use consumption patterns, consequences of use, and risk and protective factors to identify the 
types of primary prevention services that are needed (e.g., education programs to address low perceived risk of harm from marijuana 
use, technical assistance to communities to maximize and increase enforcement of alcohol access laws to address easy access to alcohol 
through retail sources)?

5.

Does the state have a strategic plan that addresses substance abuse prevention that was developed within the last five years? If so, please 
describe this plan and indicate whether it is used to guide decisions about the use of the primary prevention set-aside of the SABG.

6.

Please indicate if the state has an active evidence-based workgroup that makes decisions about appropriate strategies in using SABG 
primary prevention funds and describe how the SABG funded prevention activities are coordinated with other state, local or federally 
funded prevention activities to create a single, statewide coordinated substance abuse prevention strategy.

7.

Please list the specific primary prevention programs, practices and strategies the state intends to fund with SABG primary prevention 
dollars in each of the six prevention strategies. Please also describe why these specific programs, practices and strategies were selected.

8.

What methods were used to ensure that SABG dollars are used to fund primary substance abuse prevention services not funded through 
other means? 

9.

What process data (i.e. numbers served, participant satisfaction, attendance) does the state intend to collect on its funded prevention 
strategies and how will these data be used to evaluate the state's prevention system?

10.

What outcome data (i.e., 30-day use, heavy use, binge use, perception of harm, disapproval of use, consequences of use) does the state 
intend to collect on its funded prevention strategies and how will this data be used to evaluate the state's prevention system?

11.

Please indicate areas of technical assistance needed related to this section. 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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1. Please indicate if the state has an active SEOW.  If so, please describe: 

 

Michigan has an active SEOW, which was implemented as part of the Strategic Prevention 

Framework/State Incentive Grant (SPF/SIG), and continues to maintain a functioning 

epidemiological workgroup.  In developing and updating Michigan Epidemiological Profile, 

we collect incidence and consequences of substance use on alcohol, tobacco and prescription 

drug abuse. Various intervening variables including early initial use and perceived risk of 

substance are collected. Below table describes areas of focus, available indicators and data 

sources used in the recent state profile provided by SEOW. 

 

Available Indicators and Data Sources 

Areas of Focus Youth Indicators and Data Adult Indicators and Data 

Alcohol Use  Fatal Traffic Crashes of Alcohol 

Impaired Underage Drivers (Michigan 

Office of Highway Safety Planning 

{MOHSP}) 

 Current Alcohol Use and Binge 

Drinking (Michigan Youth Risk 

Behavior Survey {MiYRBS}) 

 Early Initial Use (MiYRBS) 

 Perceived Risk of Binge Drinking 

(National Survey on Drug Use and 

Health{NSDUH}) 

 Drinking and Driving (MiYRBS) 

 Riding with a Drinking Driver 

(MiYRBS) 

 Alcohol Primary Drug of Choice 

(Treatment Episode Data Set {TEDS}) 

 Fatal Traffic Crashes of Alcohol 

Impaired Drivers (MOHSP) 

 Current Alcohol Use, Binge Drinking, 

and Heavy Drinking (Michigan 

Behavioral Risk Factor Surveillance 

System{MiBRFS}) 

 Drove After Drinking (MiBRFS) 

 Alcohol Primary Drug of Choice 

(TEDS) 

  

Tobacco Use  Current Tobacco Use and Daily 

Cigarettes Use (MiYRBS) 

 Perceived Risk of Smoking (NSDUH) 

 Early Initial Use (MiYRBS) 

 Current Tobacco Use (MiBRFS) 

 Lung Cancer Mortality and Morbidity 

(Michigan Vital Statistics) 

Prescription Drug 

Abuse 

 Nonmedical Use of Pain Relievers 

(NSDUH) 

 Prescription Drug Primary Drug of 

Choice (TEDS) 

 Fatal Traffic Crashes of Drug Impaired 

Underage Drivers (MOHSP) 

 Prescription Drug Overdose Death 

Rate (vital statistics) 

 Prescription Drug Primary Drug of 

Choice (TEDS) 

 Fatal Traffic Crashes of Drug Impaired 

Drivers (MOHSP) 

Mental Health 

Indicators 

 Depressive feelings (MiYRBS) 

 Suicide Attempts (MiYRBS, national 

YRBS) 

 Major Depressive Episode (National 

Survey on Drug Use and Health 

{NSDUH}) 

 Serious Mental Illness (NSDUH) 

 Suicidal Thoughts (NSDUH) 
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 The types of data collected by the SEOW (i.e., incidence of substance use, consequences 

of substance use, and intervening variables, including risk and protective factors);  See 

the table above 

 The populations for which data is collected (i.e., children, youth, young adults, adults, 

older adults, minorities, rural communities); and  See the table above 

 The data sources used (i.e., archival indicators, NSDUH, Behavioral Risk Factor 

Surveillance System, Youth Risk Behavior Surveillance System, Monitoring the Future, 

Communities that Care, state-developed survey).  See the table above 

 

2. Please describe how needs assessment data is used to make decisions about the 

allocation of SABG primary prevention funds.  

 

Needs assessment data, particularly, severity, prevalence, incidence, and trends, including 

risk and protective factors, are use in decisions to prioritize priority areas to impact.  The 

recipients of the Substance Abuse Prevention and Treatment Block Grant are regional entities 

that are required to develop and implement strategic plans based on the priority areas.  

Regional entities may have the option of selecting and additional priority area, but must 

provide compelling data substantiating their selection.  The allocation of block grant primary 

prevention funds are based on a formula consisting of rates of poverty and population levels.  

 

3. How does the state intend to build the capacity of its prevention system, including the 

capacity of its prevention workforce?  

 

Michigan adopted the use of the five-step SPF for all substance abuse prevention planning 

efforts over ten years ago, and the use of this model is institutionalized across the state.  

PIHP regional entities are all well-versed on this planning model, including assessment, 

capacity building, planning, implementation and evaluation.   

 

MDHHS is responsible for health policy and management of the state’s publicly funded 

health service systems.  The Michigan Public Health Code, Public Act 368 of 1978 (as 

amended), Sections 6201 and 6203, establishes the state's single state authority (SSA) and its 

duties.  The OROSC functions as the SSA within MDHHS.  Responsibilities include the 

administration of federal and state funding for substance abuse prevention, treatment, 

recovery, and gambling addiction.  OROSC allocates Substance Abuse Prevention and 

Treatment Block Grant funding through ten regional PIHPs, whose responsibilities include 

planning, administering, funding, and maintaining the provision of substance abuse treatment 

and prevention services for 83 counties in Michigan.  All PIHPs have prevention 

coordinators (PCs), who receive input from and empower local communities in their 

response to substance abuse prevention needs.  The PIHPs contract with local prevention 

coalitions and programs to implement the specific activities in their communities.  
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Since 2002, OROSC has received five major awards specific to substance abuse prevention:  

1) State Incentive Grant (SIG); 2) Strategic Prevention Framework State Incentive Grant 

(SPF/SIG); 3) Center for Substance Abuse Prevention (CSAP) SEOW award; 4) Strategic 

Prevention Enhancement (SPE); and 5) Strategic Prevention Framework Partnerships for 

Success II (PFS II).  Deliverables from these awards have had a cumulative effect and 

strengthened our infrastructure systemically to foster the use of a data-driven planning 

process, expand the use of evidence-based programs, develop epidemiological profiles and 

logic models, and increase the capacity to address mental, emotional, and behavioral 

conditions to support and improve the quality of life for citizens of Michigan. 

  

Overall, a sound-functioning and well-organized community prevention infrastructure exists 

in Michigan.  PIHPs are contractually required to submit multiple year Strategic Plans (SPs) 

to OROSC, which address identified priority problems, and target specific interventions 

related to the appropriate intervening variables.  These prevention strategies illustrate 

evidence of the five-step SPF/SIG planning process by utilizing local community coalitions, 

parents, and youth as part of this ongoing planning process.  The PIHPs must complete a 

comprehensive strategic plan, based on this data-driven planning model process, and 

complete a planning chart using a logic model approach with their submission. 

 

The state also contracts with Prevention Network (PN), another partner involved in the 

established statewide infrastructure that works to coordinate and allocate funding to high 

need communities.  PN provides support, training, technical assistance and mini-grants to 

grassroots community groups to offer a full continuum of substance abuse prevention 

services.  As part of PN, the Michigan Coalition to Reduce Underage Drinking (MCRUD) 

assists local communities across the state, specifically with underage drinking initiatives.  As 

a mechanism to collaborate with Native American Tribes and communities in Michigan, the 

Michigan Inter-Tribal Council (ITC) has been an integral partner for SPF/SIG, SEOW and 

PFS II, and OROSC has supported substance abuse training to member tribes of the ITC.  

This relationship exemplifies an ongoing process and support system that addresses and 

responds to the substance abuse prevention related needs of tribes and tribal organizations in 

the state. 

 

4. Please describe if the state has:  

 

a. A statewide licensing or certification program for the substance abuse prevention 

workforce  

 

Michigan requires PIHPs to only contract with licensed substance abuse prevention 

providers, with oversight from the Department of Licensing and Regulatory Affairs.  In 

addition, contractually, PIHPs shall have written credentialing policies and procedures for 

ensuring that all providers rendering services are appropriately credentialed within the 

state and are qualified to perform their services.  The PIHP must ensure that network 

providers residing and providing services in bordering states meet all applicable licensing 
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and certification requirements within their state.  The PIHP also must have written 

policies and procedures for monitoring its providers and for sanctioning providers who 

are out of compliance with the standards.  Credentialing in Michigan is primarily 

conducted through the Michigan Certification Board for Addiction Professionals 

(MCBAP), a private non-profit not affiliated with state government. 

 

b. A formal mechanism to provide training and technical assistance to the substance 

abuse prevention workforce  

 

As part of the SPF/SIG, Michigan developed a training cadre to sustain efforts on the 

SPF-based components.  These individuals have continued to be available over the past 

six years to provide their expertise via one-on-one technical assistance in addition to 

formal training.  In addition, twelve individuals completed the Substance Abuse 

Prevention Skills Training (SAPST) Training of Trainers (TOT) two years ago, and a 

minimum of four SAPST are conducted across the state each fiscal year.  Two 

individuals have either completed or are in the process of completing the TOT for the 

Native-SAPST.   Many components of the 5-step SPF model have also been developed 

into recorded webinars that are available through the OROSC training contract.  Other 

support is also provided, such as in-service trainings at the local level, numerous 

webinars in conjunction with the Central Region Center for Application of Prevention 

Research (CAPT) and an annual statewide substance use disorder conference.  

 

Many resources are available on the OROSC website for technical assistance as well.  

One such document, the OROSC toolkit Transforming Cultural and Linguistic Theory 

into Action, provides a framework for individuals to examine their own cultural values 

and evaluate their interpersonal strengths and weaknesses.  Self-evaluation is ongoing, 

recognizing that individuals continually adapt and re-evaluate the way things are done.  

The ultimate goal is to continually improve the quality of services and health outcomes 

for all cultural groups and reduce disparities that occur when an individual’s culture 

deviates from the majority or mainstream. 

 

c. A formal mechanism to assess community readiness to implement prevention 

strategies  

 

Assessing community readiness is part of the SPF 5-step process, and is including as part 

of the annual Strategic Plan submitted to MDHHS/OROSC.  Additionally, training has 

been provided on how to utilize the Tri-Ethnic Center for Assessing Community 

Readiness tool.  Training has also been provided on conducting focus groups and key 

informant interviews as part of developing an overall comprehensive plan.  Another key 

element communities utilize in assessing community readiness includes political will.   

 

 

Michigan Page 6 of 12Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 164 of 291



5. How does the state use data on substance use consumption patterns, consequences of 

use, and risk and protective factors to identify the types of primary prevention services 

that are needed (e.g., education programs to address low perceived risk of harm from 

marijuana use, technical assistance to communities to maximize and increase 

enforcement of alcohol access laws to address easy access to alcohol through retail 

sources)? 

 

Michigan uses a public health approach which encompasses improving health through a 

focus on population-based measures. SEOW provides a baseline data of mental and 

behavioral health linked to substance use disorders to aid in goal-setting that includes 

services for children and families. The overall work of the SEOW positions Michigan for 

effective implementation of a data-driven decision making process in developing prevention 

prepared communities, which will lead to improved outcomes. Using of a data-driven 

planning process, Michigan developed public media education campaign Do Your Part: Be 

the Solution (www.michigan.gov/doyourpart). It was designed to educate Michigan citizens 

about the dangers and the extent of substance abuse in Michigan, especially the abuse of 

prescription drugs and alcohol. 

 

6. Does the state have a strategic plan that addresses substance abuse prevention that was 

developed within the last five years?  If so, please describe this plan and indicate 

whether it is used to guide decisions about the use of the primary prevention set-aside of 

the SABG.  

 

Since 2009, Michigan has adopted the recovery oriented systems of care (ROSC) concept as 

the core philosophy for the design and delivery of substance use disorder (SUD) prevention, 

treatment, recovery and mental health promotion services.  The ROSC is used as a roadmap 

on how to align substance abuse prevention and fiscal infrastructure with other state and 

community-level partners.  Prevention prepared communities (PPCs) are essential to the 

successful implementation of a ROSC.  As part of the SPE project, environmental scans were 

conducted in five target regions that helped frame the Capacity Building/Infrastructure 

Enhancement Plan for prevention prepared communities.  One piece of this was the 

development of a Comprehensive Five-Year Strategic Prevention plan (through 2018) as well 

as plans for enhancing workforce development and developing state policy to support needed 

service system improvements. 

 

This plan identifies the following goals: 

A. Reducing underage and adult problem drinking. 

B. Preventing prescription drug abuse. 

C. Preventing suicide. 

D. Developing a workforce to accomplish goals A, B, and C. 

E. Recommending and implementing policy changes across state-level partners and 

stakeholders responsible for substance use disorder (SUD) prevention and mental health 

promotion that will facilitate success in achieving the purpose of this grant. 
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Specific strategic plans to address underage drinking and prescription drug abuse are being 

developed, and potential recommendations for environmental change strategies and 

community based efforts will be likely be part of those plans.   

 

All PIHPs are required to address items A and B in their annual Strategic Plans submitted to 

OROSC for SABG primary prevention set-aside.  Based on local data, if there is a third 

priority area identified and funds are sufficient, the PIHP may also propose to address that 

area as well.  Strategic plans also must address how PIHPs are working with local 

collaborators to prevent suicide. 

 

7. Please indicate if the state has an active evidence-based workgroup that makes decisions 

about appropriate strategies in using SABG primary prevention funds and describe 

how the SABG funded prevention activities are coordinated with other state, local or 

federally funded prevention activities to create a single, statewide coordinated 

substance abuse prevention strategy.  

 

The OROSC advisory group, the Transformation Steering Committee (TSC), has several 

workgroups established under its umbrella.  One of these, the TSC-Prevention Workgroup 

(PW), is the existing advisory council for all substance abuse related prevention efforts.  

Membership of this group includes PIHPs, substance abuse coalitions, Department of 

Education (MDE), MDHHS-Human Services (child welfare), Michigan State Police Office 

of Highway Safety Planning, Michigan Army National Guard, faith-based agencies, 

providers, and administrators. 

 

A subgroup underneath the TSC-PW is the Evidence Based Process Workgroup (EBPW).  The 

EBPW developed a Guidance Document on Selecting, Planning and Implementing Evidence-

Based Interventions for the Prevention of Substance Use Disorders.  This document has been 

used across the state as a first step for communities to begin making decisions regarding 

evidence based programs, policies and practices, and was developed using language that will 

easily be understood by the general public and local communities.  The document is available at 

http://www.michigan.gov/documents/mdch/Mich_Guidance_Evidence-

Based_Prvn_SUD_376550_7.pdf  and is used by regional PIHPs, local coalitions, and 

community groups to guide their decision making process on which program to implement to 

best meet their needs and desired outcomes. 

 

Michigan is fortunate to have other SAMHSA Cooperative Agreements.  MDHHS was recently 

awarded a SAMHSA Cooperative Agreement for State-Sponsored Youth Suicide Prevention and 

Early Intervention, the Transforming Youth Suicide Prevention in Michigan, Phase 2 (TYSP-

Mi2).  Larry Scott, Michigan’s National Prevention Network (NPN) designee and OROSC 

Section Manager serves on the State Government Interdepartmental Workgroup for the TYSP-

Mi2 project.  Collaboration and coordination of efforts between these two projects is a priority, 

primarily in outreach and other engagement strategies to increase participation in and access to 

services for diverse populations.  Part of the TYSP-Mi2 project is to form and participate in a 
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public/private coalition of youth-serving institutions and agencies that advises, participates in 

and supports their grant activities.  This will also include PFS project activities, including sharing 

of data, alignment of EBPs when possible, and mutual cross-training for subrecipients and 

subgrantees. 

 

In addition to TYSP-Mi2, there are two other projects in Michigan occurring with similar 

overlapping goals related to building health communities and increasing mental health capacity 

which OROSC coordinates activities at the state and local level:  1) MDHHS (formerly the 

Department of Human Services - DHS) Pathways to Potential (PP); and 2) MDHHS/MDE Safe 

Schools/Healthy Students (SS/HS).  These projects have identified shared risk and protective 

factors, as well as causal interconnections, to address overall prevention efforts.  Youth and 

young adults need to be supported by a system including schools, families and community 

agencies.  As youth and families have greater access to and participate more frequently in 

supportive programs in their communities, there will be reductions in alcohol and other drug use.  

PP utilizes Strengthening Families EBP, and some districts involved in the SS/HS project utilize 

Prime for Life, two projects many SABG block grant funded recipients implement.  In addition 

to serving on each other’s advisory committees and work groups, cross-training and shared 

resources for training will be made available.   

 

8. Please list the specific primary prevention programs, practices and strategies the state 

intends to fund with SABG primary prevention dollars in each of the six prevention 

strategies.  Please also describe why these specific programs, practices and strategies 

were selected.  

 

All six of CSAP’s primary prevention strategies are funded as part of Michigan’s 

comprehensive prevention effort, and all three classifications of target population risk 

(universal, selective and indicated) are allowable, as appropriate given the intervention being 

implemented.  All prevention services identified in region PIHP Strategic Plans must 

categorized under one of the six federal prevention strategies, and the link to the 

corresponding intervention for each must be made on the plan’s Logic Model.   

 

The federal prevention strategies that should have priority in each region are Community-

Based Process (to bring entire communities together to address an issue through systematic 

planning, coordinator and collaboration, building coalitions, etc.) and Environmental  

(addressing working toward actual changes in standards, codes, policies, ordinances, etc.). 

These two strategies are prioritized due to the understanding that making changes at the local 

community level will have the greatest impact on and effect changes at the state-level.  

Education and Problem Identification and Referral are to be the next level of prioritized 

strategies in a region.  The two remaining strategies, information dissemination and 

alternatives, are allowable as part of an overall comprehensive prevention strategy, however 

have some qualifiers.  Information dissemination can only be used in conjunction with one of 

the other strategies, and it cannot be a stand-alone strategy. In the same manner, alternative 

strategies must be evidence-based, are typically used in conjunction with other strategies, and 
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are for highly targeted populations with the assumption that constructive and health activities 

offset the attraction to drugs.   

 

1. Information Dissemination:  This strategy provides information about the nature and 

extent of drug use, abuse, and addiction and its effects on individuals, families, and 

communities.  It also provides information on available prevention programs and 

services.  The dissemination of information is characterized by one-way communication 

from the source to the audience, with limited contact between the two.  Examples of 

methods used for this strategy include the following:  media campaigns; brochures; radio 

and television public service announcements; speaking engagements; and health fairs.  As 

noted above, this strategy cannot be stand-alone in Michigan. 

2. Education:  This strategy involves two-way communication, and is distinguished from 

merely disseminating information by the fact that it is based on an interaction between 

the educator and the participants with the intention of building skills through a structured 

learning process.  Activities under this strategy aim to affect critical life and social skills, 

including decision-making, refusal skills, and critical analysis.  Examples of methods 

used for this strategy include:  classroom and small group discussions; parenting and 

family management classes; peer-leader and peer-helper programs; education programs 

for youth groups; and groups for children of substance abusers. 

3. Alternatives:  This strategy provides for the participation of target populations in 

activities that exclude drug use.  The assumption is that because constructive and healthy 

activities offset the attraction to drugs, or otherwise meet the needs usually filled by 

drugs, then the population would avoid using drugs and be provided alternative, healthy 

activities.  Examples of methods used for this strategy include:  drug-free social and 

recreational activities; drug-free dances and parties; youth and adult leadership activities; 

community drop-in centers; and mentoring programs. 

4. Problem Identification and Referral:  This strategy aims to identify those who have 

indulged in the illegal or age- inappropriate use of tobacco, alcohol or other substances 

legal for adults, and individuals who have indulged in the first use of drugs, in order to 

assess if their behavior can be reversed through education.  It should be noted, however, 

that this strategy does not include any activity designed to determine if an individual is in 

need of treatment.  Examples of the methods used for this strategy include the following: 

driving while intoxicated education programs; employee assistance programs; student 

assistance programs; and screening in primary care or community-based settings to 

identify those individuals appropriate for selective and indicated population interventions. 

5. Community-Based Process:  This strategy aims to enhance the ability of the community 

to more effectively provide prevention and treatment services for substance use disorders. 

Activities in this strategy include organizing, planning, enhancing the efficiency and 

effectiveness of service implementation, building coalitions, and networking.  Examples 

of methods used for this strategy include the following:  community and volunteer 

training (e.g., neighborhood action training, training of key people within the system, 

etc.); systematic planning; multi-agency coordination and collaboration; accessing 

service and funding; and community team building. 
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6. Environmental:  This strategy seeks to establish or change written and unwritten 

community standards, codes, and attitudes, thereby influencing the incidence and 

prevalence of drug abuse in the general population.  Examples of methods used for this 

strategy include the following:  the establishment and review of drug policies in schools; 

technical assistance to communities to maximize local enforcement procedures governing 

the availability and distribution of drugs; the review and modification of alcohol and 

tobacco advertising practices; and product pricing strategies. 

 

Michigan does not limit PIHPs to specific programs to be implemented, nor does OROSC 

have a list of preferred programs to be funded, as part of SABG efforts.  This is a deliberate 

decision, and is based on the belief local communities are in the best position to make those 

determinations when the 5-step SPF, data driven process is used.  For over ten years there has 

been a contractual requirement that at least 80% of programs funded in a given region must 

be evidence-based. 

 

9. What methods were used to ensure that SABG dollars are used to fund primary 

substance abuse prevention services not funded through other means?  

 

Regional entities (PIHPs) are required to conduct annual financial audits of providers to 

determine compliance with SABG terms and conditions.  Such audits are made available to 

MDHHS/BHDDA upon request.  In addition, there are single audits conducted by MDHHS 

Bureau of Audit, Reimbursement and Quality Assurance Staff.  The BHDDA Division of 

Quality Management and Planning staff also conduct site visits to PIHPs to review financial 

and programmatic information.  

 

10. What process data (i.e. numbers served, participant satisfaction, attendance) does the 

state intend to collect on its funded prevention strategies and how will these data be 

used to evaluate the state’s prevention system?  

 

All SABG funded community coalitions and providers are required to utilize the Michigan 

Prevention Data System (MPDS).  The MPDS, collaboratively developed by OROSC and 

regional PIHPs, is a web-based prevention staff activity and program participant reporting 

system.  The MPDS provides an interface for prevention providers to:  enter selected 

prevention staff's direct service activities; enter prevention service and participant 

information; review status of submitted reports; edit records within established parameters; 

record units of service for prevention-based activity code sets; and generate standardized 

reports that are provider-specific.  The MPDS provides an interface for PIHPs and OROSC 

to: review records from each provider; edit (or enter – PIHP only) provider records; perform 

standardized reporting based on entered data; create user-defined reports via a system 

download capability; use reporting features of the system (e.g., select from standard state 

reports); create additional and/or revised existing state-defined reports; and provide an online 

interface (support page) for posting questions, recommendations, and problems to be 
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addressed.  MDHHS/BHDDA contracts with the Michigan Public Health Institute (MPHI) to 

operate the MPDS. 

 

OROSC will review this data quarterly to pinpoint areas of concern based on the regional 

plans submitted.  Communicating information back to PIHPs, advisory bodies and 

stakeholders will be handled through:  1) quarterly calls or emails with each region when 

areas of concern are identified; 2) progress reports to the TSC and TSC-PW at regular 

meetings; and 3) written summaries in the form of a dashboard to show comparisons across 

regions completed on a semi-annual basis.   

 

11. What outcome data (i.e., 30-day use, heavy use, binge use, perception of harm, 

disapproval of use, consequences of use) does the state intend to collect on its funded 

prevention strategies and how will this data be used to evaluate the state’s prevention 

system?  

 

Michigan has prioritized the following outcome indicators to monitor: 

 

 Past 30 day use (alcohol, prescription drugs for non-medical use and marijuana) with 

focus on those age 12-25 

 Age of first use (alcohol, prescription drugs for non-medical use, and marijuana) 

 Perception of risk and harm with focus on those age 12-20 

 Alcohol related traffic crash deaths (adolescent and adult) 

 Family communication around alcohol and other drug (focus on those age 12-18) 

 Adult binge drinking 

 

Indicators will be tracked at least two times per year (as possible) and reviewed by the 

SEOW to monitor trends. If adjustments are needed, the SEOW will make recommendations 

to OROSC for review.  
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Environmental Factors and Plan

10. Quality Improvement Plan

Narrative Question: 

In previous block grant applications, SAMHSA asked states to base their administrative operations and service delivery on principles of 
Continuous Quality Improvement/Total Quality Management (CQI/TQM). These CQI processes should identify and track critical outcomes and 
performance measures, based on valid and reliable data, consistent with the NBHQF, which will describe the health and functioning of the 
mental health and addiction systems. The CQI processes should continuously measure the effectiveness of services and supports and ensure 
that they continue to reflect this evidence of effectiveness. The state's CQI process should also track programmatic improvements using 
stakeholder input, including the general population and individuals in treatment and recovery and their families. In addition, the CQI plan 
should include a description of the process for responding to emergencies, critical incidents, complaints, and grievances.

In an attachment to this application, states should submit a CQI plan for FY 2016-FY 2017.

Please indicate areas of technical assistance needed related to this section. 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT PROGRAMS FOR 
SPECIALTY PRE-PAID INPATIENT HEALTH PLANS 

FY 2016 
The State requires that each specialty Prepaid Inpatient Health Plan (PIHP) have a quality 
assessment and performance improvement program (QAPIP) which meets the standards below.  
These standards are based upon the Guidelines for Internal Quality Assurance Programs as 
distributed by then Health Care Financing Administration’s (HCFA) Medicaid Bureau in its 
guide to states in July of 1993; the Balanced Budget Act of 1997 (BBA), Public Law 105-33; and 
42 Code of Federal Regulations (CFR) 438.358 of 2002.  This document also reflects: concepts 
and standards more appropriate to the population of persons served under Michigan’s current 
1915(b) specialty services and supports waiver; Michigan state law; and existing requirements, 
processes and procedures implemented in Michigan. 

Michigan Standards  

I. The PIHP must have a written description of its QAPIP which specifies 1) an adequate 
organizational structure which allows for clear and appropriate administration and 
evaluation of the QAPIP; 2) the components and activities of the QAPIP, including those 
as required below; 3) the role for recipients of service in the QAPIP; and 4) the 
mechanisms or procedures to be used for adopting and communicating process and 
outcome improvement. 

II. The QAPIP must be accountable to a Governing Body that is a PIHP Regional Entity.  
Responsibilities of the Governing Body for monitoring, evaluating, and making 
improvements to care include: 

A. Oversight of QAPIP - There is documentation that the Governing Body has 
approved the overall QAPIP and an annual QI plan. 

B. QAPIP progress reports - The Governing Body routinely receives written reports 
from the QAPIP describing performance improvement projects undertaken, the 
actions taken and the results of those actions. 

C. Annual QAPIP review - The Governing Body formally reviews on a periodic 
basis (but no less frequently than annually) a written report on the operation of 
the QAPIP. 

D. The Governing Body submits the written annual report to MDHHS following its 
review. The report will include a list of the members of the Governing Body. 

III. There is a designated senior official responsible for the QAPIP implementation. 

IV. There is active participation of providers and consumers in the QAPIP processes. 

V. The PIHP measures its performance using standardized indicators based upon the 
systematic, ongoing collection and analysis of valid and reliable data. 

A. PIHP must utilize performance measures established by the department in the 
areas of access, efficiency and outcome and report data to the state as established 

1 
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in contract. 

B. The PIHP may establish and monitor other performance indicators specific to its 
own program for the purpose of identifying process improvement projects. 

VI. The PIHP utilizes its QAPIP to assure that it achieves minimum performance levels on 
performance indicators as established by the department and defined in the contract and 
analyzes the causes of negative statistical outliers when they occur. 

VII. The PIHP’s QAPIP includes affiliation-wide performance improvement projects that 
achieve through ongoing measurement and intervention, demonstrable and sustained 
improvement in significant aspects of clinical and non-clinical services that can be 
expected to have a beneficial effect on health outcomes and consumer satisfaction. 

A. Performance improvement projects must address clinical and non-clinical 
aspects of care. 

1.Clinical areas would include, but not be limited to, high-volume services, 
high-risk services, and continuity and coordination of care. 

2.Non-clinical areas would include, but not be limited to, appeals, 
grievances and trends and patterns of substantiated Recipient Rights 
complaints; and access to, and availability of, services. 

B. Project topics should be selected in a manner which takes into account the 
prevalence of a condition among, or need for a specific service by, the 
organization’s consumers; consumer demographic characteristics and health 
risks; and the interest of consumers in the aspect of service to be addressed. 

C. Performance improvement projects may be directed at state or PIHP-established 
aspects of care. Future state-directed projects will be selected by MDHHS with 
consultation from the Quality Improvement Council and will address 
performance issues identified through the external quality review, the Medicaid 
site reviews, or the performance indicator system. 

D. PIHPs may collaborate with other PIHPs on projects, subject to the approval of 
the department. 

E. The PIHP must engage in at least two projects during the waiver renewal period. 

VIII. The QAPIP describes, and the PIHP implements or delegates, the process of the review 
and follow-up of sentinel events and other critical incidents and events that put people at 
risk of harm. 

A. At a minimum, sentinel events as defined in the department’s contract must be 
reviewed and acted upon as appropriate. The PIHP or its delegate has three 
business days after a critical incident occurred to determine if it is a sentinel 
event. If the critical incident is classified as a sentinel event, the PIHP or its 
delegate has two subsequent business days to commence a root cause analyses of 

2 
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the event. 

B. Persons involved in the review of sentinel events must have the appropriate 
credentials to review the scope of care.  For example, sentinel events that involve 
client death, or other serious medical conditions, must involve a physician or 
nurse. 

C. All unexpected* deaths of Medicaid beneficiaries, who at the time of their deaths 
were receiving specialty supports and services, must be reviewed and must 
include: 

1.Screens of individual deaths with standard information (e.g., coroner’s  
report, death certificate) 

2.Involvement of medical personnel in the mortality reviews  
3.Documentation of the mortality review process, findings, and 

recommendations 
4.Use of mortality information to address quality of care 
5.Aggregation of mortality data over time to identify possible trends. 

 
* “Unexpected deaths” include those that resulted from suicide, 
homicide, an undiagnosed condition, were accidental, or were suspicious 
for possible abuse or neglect. 

 
D. Following immediate event notification to MDHHS (See Section 6.1 of this 

contract) the PIHP will submit information on relevant events through the Critical 
Incident Reporting System described below. 
 

E. Critical Incident Reporting System 
The critical incident reporting system collects information on critical incidents that 
can be linked to specific service recipients.  This critical incident reporting system 
became fully operational and contractually required October 1, 2011 (see 
Attachment 7.7.1.1). 
 
The Critical Incident Reporting System captures information on five specific 
reportable events: suicide, non-suicide death, emergency medical treatment due to 
injury or medication error, hospitalization due to injury or medication error, and 
arrest of consumer.  The population on which these events must be reported differs 
slightly by type of event. 

 
The QAPIP must describe how the PIHP will analyze at least quarterly the critical 
incidents, sentinel events, and risk events (see below) to determine what action 
needs to be taken to remediate the problem or situation and to prevent the 
occurrence of additional events and incidents.  MDHHS will request documentation 
of this process when performing site visits. 

 
MDHHS has developed formal procedures for analyzing the event data submitted 
through this system.  This includes criteria and processes for Department follow-up 
on individual events as well as processes for systemic data aggregation, analysis 
and follow-up with individual PIHPs.  

3 
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F. Risk Events Management 
The QAPIP has a process for analyzing additional critical events that put 
individuals (in the same population categories as the critical incidents above) at risk 
of harm. This analysis should be used to determine what action needs to be taken to 
remediate the problem or situation and to prevent the occurrence of additional 
events and incidents.  MDHHS will request documentation of this process when 
performing site visits. 
These events minimally include: 

• Actions taken by individuals who receive services that cause harm to 
themselves 

• Actions taken by individuals who receive services that cause harm to others 
• Two or more unscheduled admissions to a medical hospital (not due to 

planned surgery or the natural course of a chronic illness, such as when an 
individual has a terminal illness) within a 12-month period 

 
Following immediate event notification to MDHHS (See Section 6.1 of this 
contract) the PIHP will submit to MDHHS, within 60 days after the month in which 
the death occurred, a written report of its review/analysis of the death of every 
Medicaid beneficiary whose death occurred within one year of the recipient’s 
discharge from a state-operated service. 
 

IX. The QAPIP quarterly reviews analyses of data from the behavior treatment review 
committee where intrusive or restrictive techniques have been approved for use with 
beneficiaries and where physical management or 911 calls to law enforcement have (see F 
above)  been used in an emergency behavioral crisis. Only the techniques permitted by the 
Technical Requirement for Behavior Treatment Plans and that have been approved during 
person-centered planning by the beneficiary or his/her guardian, may be used with 
beneficiaries. Data shall include numbers of interventions and length of time the 
interventions were used per person. 

 
X. The QAPIP includes periodic quantitative (e.g., surveys) and qualitative (e.g., focus groups) 

assessments of member experiences with its services.  These assessments must be 
representative of the persons served and the services and supports offered. 

 
A. The assessments must address the issues of the quality, availability, and 

accessibility of care. 
 

B. As a result of the assessments, the organization: 
1.Takes specific action on individual cases as appropriate; 
2.Identifies and investigates sources of dissatisfaction; 
3.Outlines systemic action steps to follow-up on the findings; and 
4.Informs practitioners, providers, recipients of service and the governing 

body of assessment results. 
 

C. The organization evaluates the effects of the above activities. 
 

D. The organization insures the incorporation of consumers receiving long-term 
supports or services (e.g., persons receiving case management or supports 

4 

Michigan Page 5 of 7Michigan OMB No. 0930-0168  Approved: 06/12/2015  Expires: 06/30/2018 Page 175 of 291



Medicaid Managed Specialty Supports and Services Concurrent 1915(b)/(c) Waiver Program FY 16 – Attachment P7.9.1 
 

coordination) into the review and analysis of the information obtained from 
quantitative and qualitative methods. 
 

XI. The QAPIP describes the process for the adoption, development, implementation and 
continuous monitoring and evaluation of practice guidelines when there are nationally 
accepted, or mutually agreed-upon (by MDHHS and the PIHPs) clinical standards, 
evidence-based practices, practice-based evidence, best practices and promising practices 
that are relevant to the persons served. 

 
XII. The QAPIP contains written procedures to determine whether physicians and other health 

care professionals, who are licensed by the state and who are employees of the PIHP or 
under contract to the PIHP, are qualified to perform their services.  The QAPIP also has 
written procedures to ensure that non-licensed providers of care or support are qualified to 
perform their jobs. The PIHP must have written policies and procedures for the credentialing 
process which are in compliance with MDHHS’s Credentialing and Re-credentialing 
Processes, Attachment P.7.1.1, and includes the organization's initial credentialing of 
practitioners, as well as its subsequent re-credentialing, recertifying and/or reappointment of 
practitioners.  These procedures must describe how findings of the QAPIP are incorporated 
into this re-credentialing process. 

The PIHP must also insure, regardless of funding mechanism (e.g., voucher): 

1. Staff shall possess the appropriate qualifications as outlined in their job 
descriptions, including the qualifications for all the following: 

a. Educational background 
b. Relevant work experience 
c. Cultural competence 
d. Certification, registration, and licensure as required by law 

 
2. A program shall train new personnel with regard to their responsibilities, program 

policy, and operating procedures. 
 

3. A program shall identify staff training needs and provide in-service training, 
continuing education, and staff development activities. 

 
XIII. The written description of the PIHP’s QAPIP must address how it will verify whether 

services reimbursed by Medicaid were actually furnished to enrollees by affiliates (as 
applicable), providers and subcontractors. 

1.The PIHP must submit to the state for approval its methodology for verification. 
 

2.The PIHP must annually submit its findings from this process and provide any follow 
up actions that were taken as a result of the findings. 
 

XIV. The organization operates a utilization management program. 
A. Written Plan - Written utilization management program description that includes, at 

a minimum, procedures to evaluate medical necessity, criteria used, information 
sources and the process used to review and approve the provision of medical 
services. 

 

5 
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B. Scope - The program has mechanisms to identify and correct under-utilization as 
well as over-utilization. 
 

C. Procedures - Prospective (preauthorization), concurrent and retrospective 
procedures are established and include: 

1.Review decisions are supervised by qualified medical professionals. Decisions 
to deny or reduce services are made by health care professionals who have the 
appropriate clinical expertise to treat the conditions. 

2.Efforts are made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating physician as appropriate. 

3.The reasons for decisions are clearly documented and available to the member. 
4.There are well-publicized and readily-available appeals mechanisms for both 

providers and service recipients.  Notification of denial is sent to both the 
beneficiary and the provider. Notification of a denial includes a description of 
how to file an appeal. 

5.Decisions and appeals are made in a timely manner as required by the 
exigencies of the situation. 

6.There are mechanisms to evaluate the effects of the program using data on 
member satisfaction, provider satisfaction or other appropriate measures. 

7.If the organization delegates responsibility for utilization management, it has 
mechanisms to ensure that these standards are met by the delegate. 

 
XV. The PIHP annually monitors its provider network(s), including any affiliates or sub-

contractors to which it has delegated managed care functions, including service and support 
provision. The PIHP shall review and follow-up on any provider network monitoring of its 
subcontractors. 

 
XVI. The PIHPs, shall continually evaluate its oversight of “vulnerable” people in order to 

determine opportunities for improving oversight of their care and their outcomes.  MDHHS 
will continue to work with PIHP to develop uniform methods for targeted monitoring of 
vulnerable people. 
 
The PIHP shall review and approve plans of correction that result from identified areas of 
non-compliance and follow up on the implementation of the plans of correction at the 
appropriate interval.   Reports of the annual monitoring and plans of correction shall be 
subject to MDHHS review. 
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11. Trauma

Narrative Question: 

Trauma 75 is a widespread, harmful and costly public health problem. It occurs as a result of violence, abuse, neglect, loss, disaster, war and 
other emotionally harmful experiences. Trauma has no boundaries with regard to age, gender, socioeconomic status, race, ethnicity, geography, 
or sexual orientation. It is an almost universal experience of people with mental and substance use difficulties. The need to address trauma is 
increasingly viewed as an important component of effective behavioral health service delivery. Additionally, it has become evident that 
addressing trauma requires a multi-pronged, multi-agency public health approach inclusive of public education and awareness, prevention and 
early identification, and effective trauma-specific assessment and treatment. To maximize the impact of these efforts, they need to be provided 
in an organizational or community context that is trauma-informed, that is, based on the knowledge and understanding of trauma and its far-
reaching implications.

The effects of traumatic events place a heavy burden on individuals, families and communities and create challenges for public institutions and 
service systems 76. Although many people who experience a traumatic event will go on with their lives without lasting negative effects, others 
will have more difficulty and experience traumatic stress reactions. Emerging research has documented the relationships among exposure to 
traumatic events, impaired neurodevelopmental and immune systems responses, and subsequent health risk behaviors resulting in chronic 
physical or behavioral health disorders. Research has also indicated that with appropriate supports and intervention, people can overcome 
traumatic experiences. However, most people go without these services and supports.

Individuals with experiences of trauma are found in multiple service sectors, not just in behavioral health. People in the juvenile and criminal 
justice system have high rates of mental illness and substance use disorders and personal histories of trauma. Children and families in the child 
welfare system similarly experience high rates of trauma and associated behavioral health problems. Many patients in primary, specialty, 
emergency and rehabilitative health care similarly have significant trauma histories, which has an impact on their health and their 
responsiveness to health interventions.

In addition, the public institutions and service systems that are intended to provide services and supports for individuals are often themselves re-
traumatizing, making it necessary to rethink doing “business as usual.” These public institutions and service settings are increasingly adopting a 
trauma-informed approach guided by key principles of safety, trustworthiness and transparency, peer support, empowerment, collaboration, 
and sensitivity to cultural and gender issues, and incorporation of trauma-specific screening, assessment, treatment, and recovery practices.

To meet the needs of those they serve, states should take an active approach to addressing trauma. Trauma screening matched with trauma-
specific therapies, such as exposure therapy or trauma-focused cognitive behavioral approaches, should be used to ensure that treatments meet 
the needs of those being served. States should also consider adopting a trauma-informed approach consistent with “SAMHSA’s Concept of 
Trauma and Guidance for a Trauma-Informed Approach”. 77 This means providing care based on an understanding of the vulnerabilities or 
triggers of trauma survivors that traditional service delivery approaches may exacerbate, so that these services and programs can be supportive 
and avoid traumatizing the individuals again. It is suggested that the states uses SAMHSA’s guidance for implementing the trauma-informed 
approach discussed in the Concept of Trauma 78 paper.

Please consider the following items as a guide when preparing the description of the state’s system:

Does the state have policies directing providers to screen clients for a personal history of trauma and to connect individuals to trauma-
focused therapy?

1.

Describe the state’s policies that promote the provision of trauma-informed care.2.

How does the state promote the use of evidence-based trauma-specific interventions across the lifespan?3.

Does the state provide trainings to increase capacity of providers to deliver trauma-specific interventions?4.

Please indicate areas of technical assistance needed related to this section.

75 Definition of Trauma: Individual trauma results from an event, series of events, or set of circumstances that is experienced by an individual as physically or emotionally 
harmful or life threatening and that has lasting adverse effects on the individual's functioning and mental, physical, social, emotional, or spiritual well-being.

76 http://www.samhsa.gov/trauma-violence/types

77 http://store.samhsa.gov/product/SMA14-4884

78 Ibid

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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1. Does the state have policies directing providers to screen clients for a personal history 

of trauma and to connect individuals to trauma-focused therapy? 

 

As part of the Children’s Trauma Initiative, participating CMHSPs utilize Trauma Informed 

Screening and Trauma Informed Assessment (Trauma Symptom Checklist for Young 

Children and the Northshore UCLA PTSD) as part of the intake process for children and 

youth with serious emotional disturbance (SED). Each CMHSP that participates in the 

Children’s Trauma Initiative have clinical staff, supervisors and parent support partners 

trained to implement each component of the initiative. The components are: the Trauma 

Informed Screening and Trauma Informed Assessment as mentioned above; for those 

determined to be appropriate after assessment, trauma treatment through the implementation 

of the evidence-based Trauma Focused Cognitive Behavioral Therapy (TF-CBT) is available; 

and finally, caregiver education for biological, adoptive, and foster parents is available 

through the Resource Parent Training curriculum. This curriculum is also used to train 

community partners.  The training is provided by clinical staff and parent partners. The focus 

of the Children’s Trauma Initiative is to provide clinical staff and their supervisors with the 

skills needed to provide trauma-informed care and trauma treatment to children with SED 

and their families to ensure appropriate clinical intervention to a population that has a high 

probability of trauma.   

 

An extension of the Michigan Fidelity Assistance Support Team (MIFAST) has been 

developed to begin the process of on-site ascertainment of the degree to which agencies have 

achieved implementation of Trauma Informed Care.  A standardized tool for conducting the 

on-site ascertainment has been chosen and a cadre of staff who are experts in Trauma 

Informed Care have been selected to form the team of site reviewers/consultants.  The team 

began meeting in May of 2015 to complete training on the standardized tool and achieve 

inter-rater reliability prior to use with provider agencies.  In 2016 it is expected that the 

Trauma MIFAST will be a part of the building and support for ongoing effective service 

quality, and a major part of the outcome tracking and analysis to substantiate progress and 

cost/benefit value. 

 

2. Describe the state’s policies that promote the provision of trauma-informed care. 
 

A draft statewide trauma policy has been created, promoted, and will be implemented 

throughout the Community Mental Health Services Programs (CMHSPs) and Prepaid 

Inpatient Health Plans (PIHPs) for all individuals served by the public mental health system. 

This policy, which is currently in the contract negotiations phase, was developed by the 

statewide Trauma Subcommittee of the Practice Improvement Steering Committee.  This 

statewide policy outlines the prevalence of trauma, its severe destruction on the lives of 

individuals, the needs generated by the experience of trauma, and service provisions in the 

form of trainings, resources for trauma specific models, resources for screening and 

assessment of individuals tools, organizational self-assessments, and a general outline of the 

expectations the State has of its provider system.  The principles of trauma informed care are 

detailed in the policy with explanations of these dynamics of trauma resolution.  The next 

facet of implementation is a series of statewide trainings on the trauma policy as well as 

support, resources, and education.   
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3. How does the state promote the use of evidence-based trauma-specific interventions 

across the lifespan? 

 

Please see Question # 1 for information about trauma-specific interventions for children with 

SED and their families. 

 

For adults with serious mental illness, the state has made block grant dollars available for 

trauma-informed system of care development within the PIHP region.  These projects 

involve the review of the provider network to determine its capacity and ability to provide 

services to individuals and consist of building the organizational structure and framework 

that will increase the understanding and ability to respond to the effects of trauma. 

 

4. Does the state provide trainings to increase capacity of providers to deliver trauma-

specific interventions? 

 

The Children’s Trauma Initiative collaborative participants attend a 3-4 day training with 

topics focused on Complex Trauma and Trauma Informed Assessment measures, including 

assessment to determine child/parent readiness for TFCBT and/or other potential treatment 

strategies, as well as TFCBT principles, practices, implementation.   They participate in 

coaching conference calls, twice per month for clinicians/supervisors and monthly coaching 

calls with supervisors to address supervisory issues and attend follow-up trainings to review 

cases, assessments/assessment processes, TFCBT implementation, and evaluation.  They also 

complete monthly evaluation metrics to assure fidelity which are entered on the online 

training site.   

 

In addition, conference calls with senior leadership (CMHSP Children’s Services Directors, 

Executive Directors) and TFCBT faculty regarding system implementation and potential 

agency barriers to implementation are facilitated by MDCH staff.  

 

This initiative has been supported with block grant funding for several years and has resulted 

in the participation of 41 out of 46 CMHSPs in Michigan. The initiative continues with the 

goal of expanding statewide. 

 

Statewide training for individuals who work with adults with serious mental illness include 

Seeking Safety, TREM, M-TREM, Cognitive Behavior Therapy, and Beyond Trauma.  

MDHHS is working with the Michigan Association of Community Mental Health Boards 

and Community Connections in Washington, D.C. to provide these trainings.  Community 

Connections also provides monthly coaching calls to agencies.   
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Environmental Factors and Plan

12. Criminal and Juvenile Justice

Narrative Question: 

More than half of all prison and jail inmates meet criteria for having mental health problems, six in ten meet criteria for a substance use problem, 
and more than one third meet criteria for having co-occurring substance abuse and mental health problems. Successful diversion from or re-
entering the community from detention, jails, and prisons is often dependent on engaging in appropriate substance use and/or mental health 
treatment. Some states have implemented such efforts as mental health, veteran and drug courts, crisis intervention training and re-entry 
programs to help reduce arrests, imprisonment and recidivism.79

The SABG and MHBG may be especially valuable in supporting care coordination to promote pre-adjudication or pre-sentencing diversion, 
providing care during gaps in enrollment after incarceration, and supporting other efforts related to enrollment. Communities across the United 
States have instituted problem-solving courts, including those for defendants with mental and substance use disorders. These courts seek to 
prevent incarceration and facilitate community-based treatment for offenders, while at the same time protecting public safety. There are two 
types of problem-solving courts related to behavioral health: drug courts and mental health courts. In addition to these behavioral health 
problem-solving courts, some jurisdictions operate courts specifically for DWI/DUI, veterans, families, and reentry, as well as courts for 
gambling, domestic violence, truancy, and other subject-specific areas.80 81 Rottman described the therapeutic value of problem-solving courts: 
"Specialized courts provide a forum in which the adversarial process can be relaxed and problem-solving and treatment processes emphasized. 
Specialized courts can be structured to retain jurisdiction over defendants, promoting the continuity of supervision and accountability of 
defendants for their behavior in treatment programs." Youths in the juvenile justice system often display a variety of high-risk characteristics 
that include inadequate family support, school failure, negative peer associations, and insufficient use of community-based services. Most 
adjudicated youth released from secure detention do not have community follow-up or supervision; therefore, risk factors remain 
unaddressed.82

Expansions in insurance coverage will mean that many individuals in jails and prisons, who generally have not had health coverage in the past, 
will now be able to access behavioral health services. Addressing the behavioral health needs of these individuals can reduce recidivism, improve 
public safety, reduce criminal justice expenditures, and improve coordination of care for a population that disproportionately experiences costly 
chronic physical and behavioral health conditions. Addressing these needs can also reduce health care system utilization and improve broader 
health outcomes. Achieving these goals will require new efforts in enrollment, workforce development, screening for risks and needs, and 
implementing appropriate treatment and recovery services. This will also involve coordination across Medicaid, criminal and juvenile justice 
systems, SMHAs, and SSAs.

A diversion program places youth in an alternative program, rather than processing them in the juvenile justice system. States should place an 
emphasis on screening, assessment, and services provided prior to adjudication and/or sentencing to divert persons with mental and/or 
substance use disorders from correctional settings. States should also examine specific barriers such as a lack of identification needed for 
enrollment; loss of eligibility resulting from incarceration; and care coordination for individuals with chronic health conditions, housing 
instability, and employment challenges. Secure custody rates decline when community agencies are present to advocate for alternatives to 
detention.

Please consider the following items as a guide when preparing the description of the state's system: 

Are individuals involved in, or at risk of involvement in, the criminal and juvenile justice system enrolled in Medicaid as a part of 
coverage expansions? 

1.

Are screening and services provided prior to adjudication and/or sentencing for individuals with mental and/or substance use disorders?2.

Do the SMHA and SSA coordinate with the criminal and juvenile justice systems with respect to diversion of individuals with mental 
and/or substance use disorders, behavioral health services provided in correctional facilities and the reentry process for those 
individuals?

3.

Are cross-trainings provided for behavioral health providers and criminal/juvenile justice personnel to increase capacity for working with 
individuals with behavioral health issues involved in the justice system?

4.

Please indicate areas of technical assistance needed related to this section. 

79 http://csgjusticecenter.org/mental-health/ 

80 The American Prospect: In the history of American mental hospitals and prisons, The Rehabilitation of the Asylum. David Rottman,2000.

81 A report prepared by the Council of State Governments. Justice Center. Criminal Justice/Mental Health Consensus Project. New York, New York for the Bureau of Justice 
Assistance Office of Justice Programs, U.S. Department of Justice, Renee L. Bender, 2001.

82 Journal of Research in Crime and Delinquency: Identifying High-Risk Youth: Prevalence and Patterns of Adolescent Drug Victims, Judges, and Juvenile Court Reform 
Through Restorative Justice. Dryfoos, Joy G. 1990, Rottman, David, and Pamela Casey, McNiel, Dale E., and Renée L. Binder. OJJDP Model Programs Guide

Please use the box below to indicate areas of technical assistance needed related to this section: 
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1. Are individuals involved in, or at risk of involvement in, the criminal and juvenile 

justice system enrolled in Medicaid as a part of coverage expansions? 
 

Individuals who are involved in, or at risk of being involved in, the criminal justice system 

may be enrolled in traditional Medicaid or Medicaid expansion.  Those fund sources would 

be used for the provision of covered behavioral health services.  Eligibility for enrollment in 

Michigan’s Medicaid expansion program is not affected by an individual’s involvement, or 

risk of involvement with the criminal justice system. 

 

This remains a challenge for many communities as consumers who may be eligible for 

Medicaid may not be enrolled because they are not currently receiving services (where a case 

manager would be helpful in signing them up), not knowledgeable enough about the system 

to do it themselves or those that are directly involved with the criminal justice system who 

fall between the cracks as they move through that system.  The Mental Health Diversion 

Council is funding pilots that are looking at this issue in order to hire jail staff that would be 

able to recognize and assess these consumers to initiate getting them on Medicaid so the lag 

time between release and first appointments with treatment remain minimal.     

 

Youth involved in juvenile justice were not a target population of Michigan Medicaid 

expansion. 

 

2. Are screening and services provided prior to adjudication and/or sentencing for 

individuals with mental and/or substance use disorders? 

 

This depends largely on the county and the resources they have available.  Some counties 

have decreased this type of service or dropped it all together based on the availability of 

general funds.  Some jails do offer at least limited mental health services but most do not.  

There are efforts in some communities to partner jail/prison and CMHSP staff to help 

coordinate treatment services for both mental health and substance use upon release for 

consumers but this is hit and miss statewide.  The Mental Health Diversion Council has been 

instrumental in funding pilots around the state to help fill this gap.  There is also a national 

effort moving forward called the Stepping Up Initiative (to which Lynda Zeller is its national 

co-chair) that is urging local communities to sign resolutions that would bond stakeholders 

like CMHSPs, sheriffs, prosecutors, judges, local and state representatives, police, etc., in 

recognizing the need to reduce the number of people with mental illnesses in jails by working 

closely together to do so.  

 

3. Do the SMHA and SSA coordinate with the criminal and juvenile justice systems with 

respect to diversion of individuals with mental and/or substance use disorders, 

behavioral health services provided in correctional facilities and the reentry process for 

those individuals? 

 

With regard to reentry from prison for the special needs population, there is a system in place 

for each of the individual CMHSPs across the state.  Professional Consulting Services Re-

entry Project does not work at the state level, but rather work with local CMHSPs to get 

individuals linked in with appropriate services.  This process works differently for each 
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agency.  Some will do assessments pre-release and give us a sense of exactly what services 

they will get once they get released.  Others perform face to face assessments and some do 

video conferences.  Some will only do a paper review and give us an idea of eligibility, but 

cannot firm anything up until the individual is out and they do an assessment in the 

community.  Some will give us an idea of what type of housing would be appropriate based 

on whatever past experience they may have with an individual AFC vs. Transitional vs. 

Room and Board.  Some of the smaller CMHSPs do not do very much in the area of pre-

release and we are working with them to do more.  For individuals who do not meet CMHSP 

eligibility, we have another service provider network that can assist with mental health 

services for these types of cases.  With the implementation of Healthy Michigan, that 

percentage has gone down, but there are still a number of special needs cases that do not 

meet CMHSP eligibility.   

 

For jails, all CMHSPs are required to have diversion programs, so there must be some system 

in each CMHSP area for how services are provided.  This method of service provision can be 

delivered very differently across the state.   

 

The Mental Health Diversion Council continues to fund pilots that offer the goal of stability 

upon reentry to the community from incarceration.  This would include stable housing, 

medication appointments, employment opportunities, treatment for mental illness and 

substance use, follow up psychiatric evaluations and case management services. 

 

There is also a Juvenile Justice Diversion Council position funded by state Mental Health and 

Wellness dollars that is in the process of being hired and will be housed in MDHHS-Division 

of Mental Health Services to Children and Families who will work with the Council to 

implement their strategic action plan and focus specifically on issues related to diversion in 

the juvenile justice system. 

 

4. Are cross-trainings provided for behavioral health providers and criminal/juvenile 

justice personnel to increase capacity for working with individuals with behavioral 

health issues involved in the justice system? 

 

This differs from agency to agency.  Some CMHSPs offer “mental health” 101 type of 

training to officers and court staff through their training departments.  Many communities do 

not have the resources to facilitate a comprehensive training regimen that would be deemed a 

best practice such as Crisis Intervention Training (CIT).  CIT would offer a 40-hour training 

to officers in the field, jail personnel, dispatchers and certain CMHSP staff that would help 

deescalate situations in the field that translate to less arrests and jail time.  The Mental Health 

Diversion Council is currently sponsoring several pilots in the state to utilize CIT in their 

communities in an effort to minimize arrests and subsequent incarcerations.      

 

MDHHS also participates in the Juvenile Justice Vision 20/20 Project, which is an ongoing 

cross-systems collaborative group that began work in 2011 to assess and make 

recommendation to improve the juvenile justice system in Michigan.  The focus of priority 

projects for this group includes:  the unique purpose of the juvenile court; effective outcomes 

for juveniles, families and communities; juvenile court operational performance; adequate 
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and sustainable funding and a strong juvenile justice workforce. One of the main activities of 

the subcommittee working on strengthening the juvenile justice workforce is to plan and host 

regional and statewide trainings in collaboration with the Michigan Judicial Institute and 

other stakeholders.  This committee has offered bi-annual cross-system trainings for the past 

two years and plans to do the same in 2016 and 2017. 
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Environmental Factors and Plan

13. State Parity Efforts

Narrative Question: 

MHPAEA generally requires group health plans and health insurance issuers to ensure that financial requirements and treatment limitations 
applied to M/SUD benefits are no more restrictive than the requirements or limitations applied to medical/surgical benefits. The legislation 
applies to both private and public sector employer plans that have more than 50 employees, including both self-insured and fully insured 
arrangements. MHPAEA also applies to health insurance issuers that sell coverage to employers with more than 50 employees. The Affordable 
Care Act extends these requirements to issuers selling individual market coverage. Small group and individual issuers participating in the 
Marketplaces (as well as most small group and individual issuers outside the Marketplaces) are required to offer EHBs, which are required by 
statute to include services for M/SUDs and behavioral health treatment - and to comply with MHPAEA. Guidance was released for states in 
January 2013.83

MHPAEA requirements also apply to Medicaid managed care, alternative benefit plans, and CHIP. ASPE estimates that more than 60 million 
Americans will benefit from new or expanded mental health and substance abuse coverage under parity requirements. However, public 
awareness about MHPAEA has been limited. Recent research suggests that the public does not fully understand how behavioral health benefits 
function, what treatments and services are covered, and how MHPAEA affects their coverage.84

Parity is vital to ensuring persons with mental health conditions and substance use disorders receive continuous, coordinated, care. Increasing 
public awareness about MHPAEA could increase access to behavioral health services, provide financial benefits to individuals and families, and 
lead to reduced confusion and discrimination associated with mental illness and substance use disorders. Block grant recipients should continue 
to monitor federal parity regulations and guidance and collaborate with state Medicaid authorities, insurance regulators, insurers, employers, 
providers, consumers and policymakers to ensure effective parity implementation and comprehensive, consistent communication with 
stakeholders. SSAs, SMHAs and their partners may wish to pursue strategies to provide information, education, and technical assistance on 
parity-related issues. Medicaid programs will be a key partner for recipients of MHBG and SABG funds and providers supported by these funds. 
SMHAs and SSAs should collaborate with their state's Medicaid authority in ensuring parity within Medicaid programs.

SAMHSA encourages states to take proactive steps to improve consumer knowledge about parity. As one plan of action, states can develop 
communication plans to provide and address key issues.

Please consider the following items as a guide when preparing the description of the state's system: 

What fiscal resources are used to develop communication plans to educate and raise awareness about parity? 1.

Does the state coordinate across public and private sector entities to increase consumer awareness and understanding about benefits of 
the law (e.g., impacts on covered benefits, cost sharing, etc.)?

2.

Does the state coordinate across public and private sector entities to increase awareness and understanding among health plans and 
health insurance issuers of the requirements of MHPAEA and related state parity laws and to provide technical assistance as needed?

3.

Please indicate areas of technical assistance needed related to this section. 

83 http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-001.pdf

84 Rosenbach, M., Lake, T., Williams, S., Buck, S. (2009). Implementation of Mental Health Parity: Lessons from California. Psychiatric Services. 60(12) 1589-1594

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Environmental Factors and Plan

14. Medication Assisted Treatment

Narrative Question: 

There is a voluminous literature on the efficacy of FDA-approved medications for the treatment of substance use disorders. However, many 
treatment programs in the U.S. offer only abstinence-based treatment for these conditions. The evidence base for medication-assisted treatment 
of these disorders is described in SAMHSA TIPs 4085, 4386, 4587, and 4988. SAMHSA strongly encourages the states to require that treatment 
facilities providing clinical care to those with substance use disorders be required to either have the capacity and staff expertise to use MAT or 
have collaborative relationships with other providers such that these MATs can be accessed as clinically indicated for patient need. Individuals 
with substance use disorders who have a disorder for which there is an FDA-approved medication treatment should have access to those 
treatments based upon each individual patient's needs.

SAMHSA strongly encourages states to require the use of FDA-approved MATs for substance use disorders where clinically indicated (opioid use 
disorders with evidence of physical dependence, alcohol use disorders, tobacco use disorders) and particularly in cases of relapse with these 
disorders. SAMHSA is asking for input from states to inform SAMHSA's activities.

Please consider the following items as a guide when preparing the description of the state's system: 

How will or can states use their dollars to develop communication plans to educate and raise awareness within substance abuse 
treatment programs and the public regarding medication-assisted treatment for substance use disorders? 

1.

What steps and processes can be taken to ensure a broad and strategic outreach is made to the appropriate and relevant audiences that 
need access to medication-assisted treatment for substance use disorders, particularly pregnant women?

2.

What steps will the state take to assure that evidence-based treatments related to the use of FDA-approved medications for treatment of 
substance use disorders are used appropriately (appropriate use of medication for the treatment of a substance use disorder, combining 
psychosocial treatments with medications, use of peer supports in the recovery process, safeguards against misuse and/or diversion of 
controlled substances used in treatment of substance use disorders, advocacy with state payers)?

3.

Please indicate areas of technical assistance needed related to this section. 

85 http://store.samhsa.gov/product/TIP-40-Clinical-Guidelines-for-the-Use-of-Buprenorphine-in-the-Treatment-of-Opioid-Addiction/SMA07-3939 

86 http://store.samhsa.gov/product/TIP-43-Medication-Assisted-Treatment-for-Opioid-Addiction-in-Opioid-Treatment-Programs/SMA12-4214 

87 http://store.samhsa.gov/product/TIP-45-Detoxification-and-Substance-Abuse-Treatment/SMA13-4131 

88 http://store.samhsa.gov/product/TIP-49-Incorporating-Alcohol-Pharmacotherapies-Into-Medical-Practice/SMA13-4380 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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1. How will or can states use their dollars to develop communication plans to educate and raise 

awareness within substance abuse treatment programs and the public regarding medication-

assisted treatment for substance use disorders?  

 

 Development of targeted, information specific webinars on medication assisted treatment 

(MAT) services and the utilization of medications and behavioral health therapies. 

 Presentations and technical assistance provided to foster care, child protective services, 

prosecuting attorneys, and court systems/judges. 

 Continue the provision of MAT services regulation, infrastructure, addiction education      

through the state SUD training contract, and the Statewide SUD/Co-occurring conference. 

 Enhance the current “Do Your Part” media campaign website for the purpose of raising 

awareness within substance abuse treatment programs and the public regarding MAT as a 

viable option. 

 Implement recommendations from the Governor’s Task Force on Prescription Drug and 

Opioid Abuse. 

 

2. What steps and processes can be taken to ensure a broad and strategic outreach is made to the 

appropriate and relevant audiences that need access to medication-assisted treatment for 

substance use disorders, particularly pregnant women?  

 

 Review admission data and align outreach efforts. 

 Utilization of social media campaigns to accomplish outreach to pregnant women. 

 Collaboration with the Michigan Primary Care Association (MPCA) and Federally Qualified 

Health Centers (FQHC), and utilization of peers/recovery coaches in select areas within 

communities. 

 Explore piloting health homes with MAT services at their core. 

 Collaboration with prisoner re-entry programs to do pre-release assessment and referral 

initiatives. 

 

3. What steps will the state take to assure that evidence-based treatments related to the use of FDA-

approved medications for treatment of substance use disorders are used appropriately 

(appropriate use of medication for the treatment of a substance use disorder, combining 

psychosocial treatments with medications, use of peer supports in the recovery process, 

safeguards against misuse and/or diversion of controlled substances used in treatment of 

substance use disorders, advocacy with state payers)?   

 

 Continue the MAT Workgroup to identify and promote the use of current, research based 

MAT services. 

 Continue to work with Medicaid office on MAT policies. 

 Continue SUD contractual requirements for MAT services. 

 Continue roll out and implementation of new Michigan Guidelines for Medication Assisted 

Treatment of Opioid use disorders that requires availability of all three FDA approved 

medications for opioid addiction – methadone, buprenorphine, and naltrexone, and provide 

information regarding program infrastructure and service configurations proven to support 

opioid treatment/recovery efforts. 

 Continue to monitor service delivery system through data reports and on site reviews. 

 Continue to provide funding for recovery support services. 
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Environmental Factors and Plan

15. Crisis Services

Narrative Question: 

In the on-going development of efforts to build an evidence-based robust system of care for persons diagnosed with SMI, SED and addictive 
disorders and their families via a coordinated continuum of treatments, services and supports, growing attention is being paid across the 
country to how states and local communities identify and effectively respond to, prevent, manage and help individuals, families, and 
communities recover from behavioral health crises.

SAMHSA has taken a leadership role in deepening the understanding of what it means to be in crisis and how to respond to a crisis experienced 
by people with behavioral health conditions and their families.

According to SAMHSA's publication, Practice Guidelines: Core Elements for Responding to Mental Health Crises89 ,

"Adults, children, and older adults with an SMI or emotional disorder often lead lives characterized by recurrent, significant crises. 
These crises are not the inevitable consequences of mental disability, but rather represent the combined impact of a host of 
additional factors, including lack of access to essential services and supports, poverty, unstable housing, coexisting substance use, 
other health problems, discrimination and victimization."

A crisis response system will have the capacity to prevent, recognize, respond, de-escalate, and follow-up from crises across a continuum, from 
crisis planning, to early stages of support and respite, to crisis stabilization and intervention, to post-crisis follow-up and support for the 
individual and their family. SAMHSA expects that states will build on the emerging and growing body of evidence for effective community-
based crisis-prevention and response systems. Given the multi-system involvement of many individuals with behavioral health issues, the crisis 
system approach provides the infrastructure to improve care coordination and outcomes, manage costs and better invest resources. The array of 
services and supports being used to address crisis response include the following:

Crisis Prevention and Early Intervention:

Wellness Recovery Action Plan (WRAP) Crisis Planning•

Psychiatric Advance Directives•

Family Engagement•

Safety Planning•

Peer-Operated Warm Lines•

Peer-Run Crisis Respite Programs•

Suicide Prevention•

Crisis Intervention/Stabilization:

Assessment/Triage (Living Room Model)•

Open Dialogue•

Crisis Residential/Respite•

Crisis Intervention Team/ Law Enforcement•

Mobile Crisis Outreach•

Collaboration with Hospital Emergency Departments and Urgent Care Systems•

Post Crisis Intervention/Support:

WRAP Post-Crisis•

Peer Support/Peer Bridgers•

Follow-Up Outreach and Support•

Family-to-Family engagement•

Connection to care coordination and follow-up clinical care for individuals in crisis•

Follow-up crisis engagement with families and involved community members•

Please indicate areas of technical assistance needed related to this section. 
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89Practice Guidelines: Core Elements for Responding to Mental Health Crises. HHS Pub. No. SMA-09-4427. Rockville, MD: Center for Mental Health Services, Substance Abuse 
and Mental Health Services Administration, 2009. http://store.samhsa.gov/product/Core-Elements-for-Responding-to-Mental-Health-Crises/SMA09-4427

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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Drop-in centers•

Peer-delivered motivational 
interviewing

•

Peer specialist/Promotoras•

Clubhouses•

Self-directed care•

Supportive housing models•

Recovery community centers•

WRAP•

Evidenced-based supported •

Family navigators/parent support 
partners/providers

•

Peer health navigators•

Peer wellness coaching•

Recovery coaching•

Shared decision making•

Telephone recovery checkups•

Warm lines•

Whole Health Action Management 
(WHAM)

•

Mutual aid groups for individuals with 
MH/SA Disorders or CODs

•

Peer-run respite services•

Person-centered planning•

Self-care and wellness approaches•

Peer-run crisis diversion services•

Wellness-based community campaign•

Environmental Factors and Plan

16. Recovery

Narrative Question: 

The implementation of recovery-based approaches is imperative for providing comprehensive, quality behavioral health care. The expansion in 
access to and coverage for health care compels SAMHSA to promote the availability, quality, and financing of vital services and support systems 
that facilitate recovery for individuals.

Recovery encompasses the spectrum of individual needs related to those with mental disorders and/or substance use disorders. Recovery is 
supported through the key components of health (access to quality health and behavioral health treatment), home (housing with needed 
supports), purpose (education, employment, and other pursuits), and community (peer, family, and other social supports). The principles of 
recovery guide the approach to person-centered care that is inclusive of shared decision-making. The continuum of care for these conditions 
includes psychiatric and psychosocial interventions to address acute episodes or recurrence of symptoms associated with an individual’s mental 
or substance use disorder. This includes the use of psychotropic or other medications for mental illnesses or addictions to assist in the 
diminishing or elimination of symptoms as needed. Further, the use of psychiatric advance directives is encouraged to provide an individual the 
opportunity to have an active role in their own treatment even in times when the severity of their symptoms may impair cognition significantly. 
Resolution of symptoms through acute care treatment contributes to the stability necessary for individuals to pursue their ongoing recovery and 
to make use of SAMHSA encouraged recovery resources.

SAMHSA has developed the following working definition of recovery from mental and/or substance use disorders:

Recovery is a process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their 
full potential.

In addition, SAMHSA identified 10 guiding principles of recovery:

Recovery emerges from hope;•

Recovery is person-driven;•

Recovery occurs via many pathways;•

Recovery is holistic;•

Recovery is supported by peers and allies;•

Recovery is supported through relationship and social networks;•

Recovery is culturally-based and influenced;•

Recovery is supported by addressing trauma;•

Recovery involves individuals, families, community strengths, and responsibility;•

Recovery is based on respect.•

Please see SAMHSA's Working Definition of Recovery from Mental Disorders and Substance Use Disorders.

States are strongly encouraged to consider ways to incorporate recovery support services, including peer-delivered services, into their 
continuum of care. Examples of evidence-based and emerging practices in peer recovery support services include, but are not limited to, the 
following:
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employment

SAMHSA encourages states to take proactive steps to implement recovery support services, and is seeking input from states to address this 
position. To accomplish this goal and support the wide-scale adoption of recovery supports in the areas of health, home, purpose, and 
community, SAMHSA has launched Bringing Recovery Supports to Scale Technical Assistance Center Strategy (BRSS TACS). BRSS TACS assists 
states and others to promote adoption of recovery-oriented supports, services, and systems for people in recovery from substance use and/or 
mental disorders.

Recovery is based on the involvement of consumers/peers and their family members. States should work to support and help strengthen 
existing consumer, family, and youth networks; recovery organizations; and community peer support and advocacy organizations in expanding 
self-advocacy, self-help programs, support networks, and recovery support services. There are many activities that SMHAs and SSAs can 
undertake to engage these individuals and families. In the space below, states should describe their efforts to engage individuals and families in 
developing, implementing and monitoring the state mental health and substance abuse treatment system.

Please consider the following items as a guideline when preparing the description of the state's system:

Does the state have a plan that includes: the definition of recovery and recovery values, evidence of hiring people in recovery leadership 
roles, strategies to use person-centered planning and self-direction and participant-directed care, variety of recovery services and 
supports (i.e., peer support, recovery support coaching, center services, supports for self-directed care, peer navigators, consumer/family 
education, etc.)?

1.

How are treatment and recovery support services coordinated for any individual served by block grant funds?2.

Does the state's plan include peer-delivered services designed to meet the needs of specific populations, such as veterans and military 
families, people with a history of trauma, members of racial/ethnic groups, LGBT populations, and families/significant others?

3.

Does the state provide or support training for the professional workforce on recovery principles and recovery-oriented practice and 
systems, including the role of peer providers in the continuum of services? Does the state have an accreditation program, certification 
program, or standards for peer-run services?

4.

Does the state conduct empirical research on recovery supports/services identification and dissemination of best practices in recovery 
supports/services or other innovative and exemplary activities that support the implementation of recovery-oriented approaches, and 
services within the state’s behavioral health system?

5.

Describe how individuals in recovery and family members are involved in the planning, delivery, and evaluation of behavioral health 
services (e.g., meetings to address concerns of individuals and families, opportunities for individuals and families to be proactive in 
treatment and recovery planning).

6.

Does the state support, strengthen, and expand recovery organizations, family peer advocacy, self-help programs, support networks, and 
recovery-oriented services?

7.

Provide an update of how you are tracking or measuring the impact of your consumer outreach activities.8.

Describe efforts to promote the wellness of individuals served including tobacco cessation, obesity, and other co-morbid health 
conditions.

9.

Does the state have a plan, or is it developing a plan, to address the housing needs of persons served so that they are not served in 
settings more restrictive than necessary and are incorporated into a supportive community?

10.

Describe how the state is supporting the employment and educational needs of individuals served.11.

Please indicate areas of technical assistance needed related to this section. 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
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1. Does the state have a plan that includes: the definition of recovery and recovery values, 

evidence of hiring people in recovery leadership roles, strategies to use person-centered 

planning and self-direction and participant-directed care, variety of recovery services 

and supports (i.e., peer support, recovery support coaching, center services, supports 

for self-directed care, peer navigators, consumer/family education, etc.)? 

 

As part of the state plan, a definition of recovery can be found in the Recovery-Oriented 

System of Care (ROSC) Glossary of Terms.  This twelve page glossary was developed by a 

behavioral health workgroup comprised of persons from both the substance use disorder and 

mental health services system.  A primary principal in the ROSC transformation process is 

the importance and value of the voice of lived experience.  Additionally, the ROSC 

implementation plan has goals, objectives and strategies related to recovery, recovery support 

services, and the integral involvement of individuals in recovery.  Individual recovery cannot 

occur without a system of care that is recovery oriented. 

 

The state promotes and encourages hiring individuals with disabilities and lived experience 

in a variety of roles.  MDHHS has an established position as the Director of the Office of 

Consumer Relations.  In addition, a person with lived experience in mental health recovery is 

the state trainer for peer specialist and recovery coach initiatives.  Governor Rick Snyder has 

issued an executive directive for state government to lead by example in hiring people with 

disabilities.  The directive calls for new policies, training across agencies and departments.  

The MDHHS contract with PIHPs has recovery values woven in multiple places.  Person-

centered planning has been a mental health code requirement since 1996.  In addition, 

contract requirements in the Managed Care and Specialty Services Waiver includes the 

opportunity for individuals to participate in self-directed care.  Many documents have been 

developed to provide technical assistance to agencies, individual’s, and families.  More 

information can be found at: http://www.michigan.gov/mdch/0,4612,7-132-

2941_4868_4900-264686--,00.html 

 

The mental health system has an array of recovery services and supports.  As a national 

leader in peer services, over 1500 individuals have been trained and certified.  As an 

established profession, the state requires individuals to be working at least 10 hours per week 

for at least 3 months before acceptance into training.  Several Federally Qualified Health 

Centers employ Certified Peer Support Specialists (CPSS) to run health and wellness groups 

supporting self-management practices of chronic co-morbid conditions.  Peer roles are often 

blended to perform similar job duties of Community Health Workers and navigators.  As an 

integral component of the state plan, peer roles are clearly outlined in the Medicaid Provider 

manual for family support partners, peer mentors for person with developmental and 

intellectual disabilities, CPSS, Certified Recovery Coaches (CRC) and youth peer specialists.   
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2. How are treatment and recovery support services coordinated for any individual served 

by block grant funds? 

 

MDHHS, through Medicaid, general fund, and block grant contractual agreements with the 

CMHSPs and PIHPs, provides for the provision and coordination of services inclusive of 

treatment and recovery supports.  Some examples include, but are not limited to, the 

following:   

 

 development and utilization of a ROSC implementation plan for Michigan’s publicly-

funded behavioral health system;  

 development of an ongoing planning and reporting tool that encourages planning around 

key elements of recovery and ROSC; 

 development and dissemination of ROSC information via ROSC orientation power 

points, fact sheets and newsletters; 

 training of peer recovery coaches;  

 adoption of technical advisories, policies, requirements and regulations related to ROSC 

initiatives, peer support services, best practices, access to services, etc.; 

 provision of educational forums and trainings (i.e., training contract workshops, statewide 

behavioral  health conferences, peer focus groups, ROSC regional symposiums);  

 application and receipt of a SAMHSA BRSS TACS grant;  

 utilization of Action Plan Guidelines requiring the continued transformation to a ROSC, 

the use of peer support services, and special projects related to NIATx and Integrated 

primary health care; 

 utilization of behavioral health integration Requests for Application to continue 

transformation within the common elements shared by mental health and substance use 

disorder services; 

 development of a glossary of ROSC terminology to improve communication; 

 development of an essential benefits package for recovery from substance use disorders 

based on SAMHSA’s Good and Modern document and the coalition for whole health 

document; 

 support for the transformation of a recovery workgroup that was part of the ROSC TSC 

work into Michigan Recovery Voices statewide recovery organization; 

 placement of CPSS in Federally Qualified Health Centers; 

 inclusion of CPSS roles in a Stanford research study for the Chronic Disease Self-

Management Program; 

 CPSS as Independent Support Brokers for self-directed care; 

 partnership with Michigan Primary Care Association to integrate whole health action 

planning in primary care settings;  

 Veterans Policy Academy initiatives; and 

 Development of trainings for the roles of peer providers in the peer-run organizations. 
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3. Does the state's plan include peer-delivered services designed to meet the needs of 

specific populations, such as veterans and military families, people with a history of 

trauma, members of racial/ethnic groups, LGBT populations, and families/significant 

others? 

 

All of the populations mentioned in the question above benefit from recovery-oriented 

services systems, however, there is only one specialty population receiving targeted peer 

delivered services at this time and that is women with children and women of childbearing 

age.  Additionally, BHDDA has developed a technical advisory in this regard, Treatment 

Technical Advisory #8 Enhanced Women’s Services.  As the ROSC Transformation 

continues, additional targeted specialty population initiatives are anticipated.   

 

MDHHS trains veterans for peer support certification side by side with individuals with 

mental health and co-occurring conditions.  This partnership has provided a variety of 

benefits to individuals served across the state at CMHSPs, the Veterans Administration and 

regional offices.  The Michigan training curriculum developed in partnership with the 

Appalachian Consulting Group of Georgia and the Depression Bi-Polar Support Alliance is 

nationally recognized by the federal Veterans administration as an approved curriculum for 

certification recognized in all states.  In addition to the certification process, a variety of 

continuing education events related to trauma, cultural competency, and Family 

Psychoeducation are provided across the public system.  Several groups are provided in the 

state specific to the LGBT population.  One of Michigan’s partners, Michigan Disability 

Rights Coalition, serves as a peer run organization that provides information and technical 

assistance to the LGBT community.  The peer-run drop-in centers in Michigan also serve 

many of the same populations listed above. 

 

4. Does the state provide or support training for the professional workforce on recovery 

principles and recovery-oriented practice and systems, including the role of peer 

providers in the continuum of services? Does the state have an accreditation program, 

certification program, or standards for peer-run services? 

 

Since the announcement of the transformation to a ROSC, both the annual statewide 

substance use conference and the BHDDA substance use disorder training contract and plan 

have focused primarily on recovery oriented system, principals, and practices.  Members of 

the ROSC TSC are seated on the conference and training contract planning committee, and 

are diligent in their effort to assure that the state’s ROSC transformation priorities are 

represented within the training plan.  Training related to peer recovery support services are 

part of both training forums, and additional recovery coach training is offered through a 

separate forum at the regional level.  BHDDA is also pursuing ways in which SUD ROSC 

trainings can be made available through online capabilities.  BHDDA recognizes that 

ongoing transformation initiatives require ongoing training support, and the administration 

continues to make that a training contract priority. 
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The PIHPs provide regular and ongoing education on recovery with staff across entire 

agencies which are included in strategic planning efforts.  The area of working with peer 

providers has been addressed both formally and informally.  At the end of the fiscal year a 

specialized evaluation tool will be piloted that assesses and opens discussion on the strengths 

of what paid peer providers offer in the continuum of care and the view of supervisors or 

managers on effective delivery of peer services.  This tool is being piloted at Georgia at the 

same time as Michigan.  Many agencies have developed on-line learning and contracted with 

other organizations in the country to provide information in the areas of recovery and peer 

providers.   Webinars that are offered nationally are attended by MDHHS staff, regional and 

local providers and peers.  MDHHS publishes webinar opportunities broadly in all regions of 

the state.  This area of focus is part of the MDHHS Application for Participation on the 

expectations of recovery services and supports.  The 53 consumer run drop-in centers in 

Michigan participate in trainings statewide and regionally on recovery oriented and recovery 

focus principles.  Justice in Mental Health Organization (JIMHO), which is peer run, 

provides peer reviews to assess the quality, appropriateness, and efficacy of consumer run 

drop-in centers who receive mental health block grant funding.  It is the intent of JIMHO to 

provide oversight, support, and technical assistance to ensure that each consumer run drop-in 

center operates in an appropriate manner that focuses on improving one’s recovery through 

peer support.   

 

Per the MDHHS Medical Provider Manual, PIHPs must seek approval from MDHHS prior to 

establishing new consumer run programs.  Proposed consumer run organizations will be 

reviewed against the following criteria: 

 

 Staff and board of directors of the center are 100% primary consumers; 

 PIHP actively supports consumers’ autonomy and independence in making day-to-day 

decisions about the program; 

 PIHP facilitates consumers’ ability to handle the finances of the program; 

 The drop-in center is at a non-CMH site; 

 The drop-in center has applied for 501(c)(3) non-profit status; 

 There is a contract between the drop-in center and the PIHP, or its subcontractor, 

identifying the roles and responsibilities of each party; and 

 There is a liaison appointed by the PIHP to work with the program. 

 

5. Does the state conduct empirical research on recovery supports/services identification 

and dissemination of best practices in recovery supports/services or other innovative 

and exemplary activities that support the implementation of recovery-oriented 

approaches, and services within the state’s behavioral health system? 

 

Several exemplary activities are currently underway, including the training of Certified Peer 

Support Specialists in prison settings through our SAMHSA BRSS TACS grant.  Thirty 

individuals at Women’s Huron Valley prison will be certified as peer specialists, recovery 

coaches, Whole Health Action Management (WHAM) and Wellness Recovery Action 
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Planning (WRAP) facilitators.  The training provided will be modeled after the community 

based peer specialists.  In addition, recovery coach certification will be provided.  Peer 

specialists and recovery coaches are hired and employed at Federally Qualified Health 

Centers.  Both disciplines served in a broader role of community health workers.  A training 

and credentialing process for youth peers is underway to ensure all populations receive 

recovery services and supports across the continuum of care.  

 

The department has assembled a group of peer leaders who have lived experience in 

substance use disorders to develop a statewide curriculum for the certification of recovery 

coaches.  The credentialing process will provide for employment and sustainability. 

 

6. Describe how individuals in recovery and family members are involved in the planning, 

delivery, and evaluation of behavioral health services (e.g., meetings to address 

concerns of individuals and families, opportunities for individuals and families to be 

proactive in treatment and recovery planning). 

 

The planning of behavioral health services is an undertaking of the state’s regional PIHPs.  

The methods that they utilize to gather this information for the planning, delivery, and 

evaluation of behavioral health services includes the following: client satisfaction score, 

public hearings, strategic planning initiatives, and family interaction in training sessions.  

MDHHS has developed a strong relationship with NAMI state and local organizations to 

ensure efforts at the state level are carried over to the local levels.  The Application for 

Participation has several requirements which include guidance on how to engage persons 

with lived experience, family members and natural supports in the planning, delivery and 

evaluation of behavioral health services.  Peers at the peer-run organizations have meetings 

to voice their ideas in the running of their organizations, held directly at their centers. 

 

Peers are also involved in the Behavioral Health Advisory Council which is involved in the 

planning and evaluations of services and the review of the state plan for block grant services. 

Persons with lived experience serve on Transformational Steering Committee supporting the 

statewide ROSC movement.  Peers are also involved in the review and scoring of block grant 

funding proposals in response to MDHHS’ annual requests for applications. 

 

7. Does the state support, strengthen, and expand recovery organizations, family peer 

advocacy, self-help programs, support networks, and recovery-oriented services? 

 

Many of the MDHHS central office staff develop agendas and provide information to the 

executive management team regarding the voices and input of persons with lived experience.  

This includes integrated statewide recovery organizations, consumer run drop-in centers and 

the vast array of recovery oriented service networks.  The input provided is utilized in the 

development of recovery principles and practice documents and strategic planning.  The 

recovery community is involved in the development and review of policies, plans, grant 

applications and request for proposal development.  Statewide central office committees 
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include a variety of individuals and families with lived experience guiding and steering the 

process in leadership positions.   

 

Two organizations representing Certified Peer Support Specialists and Certified Recovery 

Coaches provide leadership in the state.  Michigan Recovery Voices, developed and ran by 

Certified Recovery Coaches, work with recovery community organizations and provide 

technical assistance on recovery supports and services.  Michigan Peer Specialists United are 

a 501(c)(3) organization representing CPSS.  Both organizations are involved in 

strengthening recovery services and serve as advisors on MDHHS policies and initiatives. 

 

The MDHHS Office of Consumer Relations, which is headed by an individual with lived 

experience, provides technical assistance and support to the peer-run organizations through 

consultation, reviews, awards for outstanding peer organizations and support.  This position 

also provides direct support to individuals who attend the peer-run organizations who voice 

their ideas in support groups, dissemination of resources, and management of the peer-run 

organizations.  The State supports the standard of 100% peer run, empowering the peer 

leadership, direct ownership and responsibility in the running of the peer organizations. 

 

8. Provide an update of how you are tracking or measuring the impact of your consumer 

outreach activities. 

 

MDHHS tracks the activities of peers and peer-run centers by meeting in person monthly 

with the Justice in Mental Health Organization, which oversees the 53 consumer run drop-in 

centers in Michigan.  This information is also provided through narrative reports and includes 

problem solving, support, trainings, and management issues.  Measuring the impact of peers 

is done in both personal story accounts directly from peers and also from the peer directors of 

the centers.  The number of peers attending each centers, attending activities put on by the 

centers, and educational trainings and conferences are noted.  Satisfaction surveys are 

completed intermittently at the centers which are reviewed for the stated needs and ideas for 

implementation of change based on the voices of consumers. 

 

9. Describe efforts to promote the wellness of individuals served including tobacco 

cessation, obesity, and other co-morbid health conditions. 

  

Certified Peer Support Specialist continuing education provides a variety of trainings with a 

health and wellness focus.  Wellness Recovery Action Planning (WRAP), an evidence based 

practice, is provided several times a year.  In addition, Whole Health Action Management 

(WHAM) trainings have been offered to promote wellness with CPSS leading groups using 

the principles and practices of self-management techniques.  The New Jersey CHOICES 

program for tobacco cessation is consistently offered to the peer workforce as a successful 

model in reducing and eliminating risks associated with smoking.  
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A Statewide Integrated Health Learning Community (IHLC) developed by MDHHS in 

partnership with Michael Association of Community Mental Health Boards and the National 

Council for Behavioral Health is supported by block grant funds.  Any Michigan community 

mental health agency or partnering primary care health center is encouraged to participate 

with the overall focus on developing integrated health care efforts and improving the health 

and well-being of those being served in the behavioral health system. The IHLC focuses on 

and/or provides guidance in a variety of areas including, but not limited to: 

 

 Discussion forums on a designated website (www.improvingmipractices.org) that 

allows all partners to provide and discuss concerns and information. 

 Additional resources may be shared, provided or gathered in areas such as Financing 

& Sustainability, Clinical Practices, Administration Health Information Management 

and the Integrated Healthcare Workforce are readily accessible to those seeking 

further information on www.improvingmipractices.org 

 Webinars on topics pertinent to Integrated Healthcare development such as ‘Evolving 

Models of Integration’ and ‘Health Information Technology and Quality 

Improvement.’ 

 

Attendees have given positive comments regarding the effectiveness of sharing available 

materials, perusing through multiple agencies for inspiration, ideas and self-comparisons.   

This approach has been touted as original, innovative, efficient and constructive. 

 

10. Does the state have a plan, or is it developing a plan, to address the housing needs of 

persons served so that they are not served in settings more restrictive than necessary 

and are incorporated into a supportive community?  

 

MDHHS has developed a Technical Advisory on recovery housing that is being disseminated 

to the field/public for review and comment. 

 

The Michigan State Housing Development Authority provides the following housing 

programs that target families and individuals with disabilities with housing needs.  Most of 

the programs focus on homeless households and address chronic homelessness.  The 

programs are integrated into the community, given household choice where they live, and are 

offered support services to meet their needs. 

 

 HUD 811 Grant 

 SAMHSA-CMS Cooperative Agreement to Benefit Homeless Individuals (CABHI) 

Grant: Michigan Housing and Recovery Initiative 

 Low Income Housing Tax Credits with Permanent Supportive Housing 

 State Rent Assistance Programs  

 Emergency Solutions Grant Rapid Re-Housing 

 Housing Choice Voucher Program with the Homeless Preference  

 Housing and Urban Development Veterans Affairs Supportive Housing Vouchers 
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 Project Based Vouchers  

 Shelter Plus Care 

 Housing Opportunities for Persons with AIDS 

 

The programs above are part of the collaborative work within Michigan’s Campaign to End 

Homelessness which is led by the Michigan Interagency Council on Homelessness (ICH).  In 

January 2015, through the executive order by Governor Snyder, the ICH received official 

recognition and now includes additional state departments to ensure better efforts in ending 

homelessness statewide, especially for those with disabilities in need of housing.  

 

The Michigan Mental Health and Wellness Commission organized by Lieutenant Governor 

Brian Calley, through an executive order by the Governor Snyder, convened in 2013.  The 

commission succeeded at securing funding for five hundred new housing units for people 

that are homeless and experiencing disabilities.  This work is being carried out 

collaboratively between the Michigan Department of Health and Human Services and the 

Michigan State Housing Development Authority within a three-year time period. 

 

11. Describe how the state is supporting the employment and educational needs of 

individuals served. 

  

MDHHS provides fidelity reviews for each approved Evidence-Based Practice Individual 

Placement and Supports (EBP/IPS) site striving to help each site achieve increasing fidelity 

scores leading to greater individual employment outcomes.  The state also provides a rotation 

of training events focused on the EBP/IPS model covering job development, retention, 

benefits planning, basic 101 implementation steps, and supervisory roles and has a growing 

presence on the www.improvingmipractices.org website to further support and grow this 

EBP. 
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Environmental Factors and Plan

17. Community Living and the Implementation of Olmstead

Narrative Question: 

The integration mandate in Title II of the Americans with Disabilities Act (ADA) and the Supreme Court's decision in Olmstead v. L.C., 527 U.S. 
581 (1999), provide legal requirements that are consistent with SAMHSA's mission to reduce the impact of substance abuse and mental illness 
on America's communities. Being an active member of a community is an important part of recovery for persons with behavioral health 
conditions. Title II of the ADA and the regulations promulgated for its enforcement require that states provide services in the most integrated 
arrangement appropriate and prohibit needless institutionalization and segregation in work, living, and other settings. In response to the 10th 
anniversary of the Supreme Court's Olmstead decision, the Coordinating Council on Community Living was created at HHS. SAMHSA has been 
a key member of the council and has funded a number of technical assistance opportunities to promote integrated services for people with 
behavioral health needs, including a policy academy to share effective practices with states.

Community living has been a priority across the federal government with recent changes to Section 811 and other housing programs operated 
by the Department of Housing and Urban Development (HUD). HUD and HHS collaborate to support housing opportunities for persons with 
disabilities, including persons with behavioral illnesses. The Department of Justice (DOJ) and the HHS Office of Civil Rights (OCR) cooperate on 
enforcement and compliance measures. DOJ and OCR have expressed concern about some aspects of state mental health systems including use 
of traditional institutions and other residences that have institutional characteristics to house persons whose needs could be better met in 
community settings. More recently, there has been litigation regarding certain supported employment services such as sheltered workshops. 
States should ensure block grant funds are allocated to support prevention, treatment, and recovery services in community settings whenever 
feasible and remain committed, as SAMHSA is, to ensuring services are implemented in accordance with Olmstead and Title II of the ADA.

It is requested that the state submit their Olmstead Plan as a part of this application, or address the following when describing community living 
and implementation of Olmstead:

Describe the state's Olmstead plan including housing services provided, home and community based services provided through 
Medicaid, peer support services, and employment services.

1.

How are individuals transitioned from hospital to community settings?2.

What efforts are occurring in the state or being planned to address the ADA community integration mandate required by the Olmstead 
Decision of 1999?

3.

Describe any litigation or settlement agreement with DOJ regarding community integration for children with SED or adults with SMI in 
which the state is involved?

4.

Please indicate areas of technical assistance needed related to this section. 

Please use the box below to indicate areas of technical assistance needed related to this section: 

Footnotes: 
The Michigan Department of Health and Human Services elects not to respond to this requested, but not required, section.
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