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State Information

State Information

Plan Year
Start Year 2019

End Year 2020

State SAPT DUNS Number
Number 113704139

Expiration Date

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

Agency Name Michigan Department of Health and Human Services
Organizational Unit Behavioral Health and Developmental Disabilities Administration
Mailing Address 320 South Walnut, 5th Floor
City Lansing

Zip Code 48913

II. Contact Person for the SAPT Grantee of the Block Grant
First Name Jeffery

Last Name Wieferich
Agency Name Michigan Department of Health and Human Services

Mailing Address Behavioral Health & Developmental Disabilities Administration, Bureau of Community Based Services 320 S. Walnut, 5th
Floor

City Lansing
Zip Code 48913
Telephone (517) 335-0499
Fax (517) 241-2969
Email Address wieferichj@michigan.gov
State CMHS DUNS Number
Number 113704139

Expiration Date

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

Agency Name Michigan Department of Health and Human Services
Organizational Unit Behavioral Health and Developmental Disabilities Administration
Mailing Address 320 S. Walnut, 5th Floor
City Lansing

Zip Code 48913

II. Contact Person for the CMHS Grantee of the Block Grant
First Name Jeffery

Last Name Wieferich

Agency Name Michigan Department of Health and Human Services
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Mailing Address Behavioral Health & Developmental Disabilities Administration, Bureau of Community Based Services 320 S. Walnut, 5th

Floor

City Lansing
Zip Code 48913
Telephone (517) 335-0499
Fax (517) 241-2969
Email Address wieferichj@michigan.gov
III. Third Party Administrator of Mental Health Services
First Name
Last Name
Agency Name
Mailing Address
City
Zip Code
Telephone
Fax

Email Address

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

From

To

V. Date Submitted

Submission Date
Revision Date
VI. Contact Person Responsible for Application Submission
First Name Karen
Last Name Cashen
Telephone (517) 335-5934
Fax (517) 241-2969

Email Address cashenk@michigan.gov

Footnotes:
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State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority [SA]

Fiscal Year 2019

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 Il 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 IIl 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
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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
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

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:

1. 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.

2. 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.

3. 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.

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

5. 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).

6. 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. §§83601 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.

7. Will comply, or has already complied, with the requirements of Title I 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.

8. Will comply with the provisions of the Hatch Act (5 U.S.C. §81501-1508 and 7324-7328) which limit the political activities of
employees whose principal employment activities are funded in whole or in part with Federal funds.

9. 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.
§276¢ 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.

10. 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.

11. 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 Coastal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions
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to State (Clear Air) Implementation Plans under Section 176(c) of the Clean Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.);
(g) 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).

12. 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.

13. 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. §8469a-1 et seq.).

14. 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.

15. 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. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.
18. Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:
a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov
b. Collecting a certification statement similar to paragraph (a)

c¢. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work place in accordance with 2 CFR Part 182 by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;

2. The grantee's policy of maintaining a drug-free workplace;

3. Any available drug counseling, rehabilitation, and employee assistance programs; and
4

. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;
d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--
1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,”
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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.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

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 Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. 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, daycare, 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.

By signing the certification, the undersigned 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 subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health 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 PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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I hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il 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 other Certifications summarized above.

State:

Name of Chief Executive Officer (CEO) or Designee:

Signature of CEO or Designeelz

Title: Date Signed:

mm/dd/yyyy

Yf the agreement is signed by an authorized designee, a copy of the designation must be attached.

Footnotes:
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State Information

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

Fiscal Year 2019

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 Il 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

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

42 USC § 300x-6

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
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

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:

1. 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.

2. 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.

3. 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.

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

5. 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).

6. 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. §§83601 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.

7. Will comply, or has already complied, with the requirements of Title I 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.

8. Will comply with the provisions of the Hatch Act (5 U.S.C. §81501-1508 and 7324-7328) which limit the political activities of
employees whose principal employment activities are funded in whole or in part with Federal funds.

9. 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.
§276¢ 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.

10. 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.

11. 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
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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.); (9)
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).

12. 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.

13. 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. §8469a-1 et seq.).

14. 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.

15. 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. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.

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

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief, that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:
a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov
b. Collecting a certification statement similar to paragraph (a)

c¢. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work-place in accordance with 2 CFR Part 182by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;

2. The grantee's policy of maintaining a drug-free workplace;

3. Any available drug counseling, rehabilitation, and employee assistance programs; and
4

. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;
d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--
1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,”
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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.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

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 Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. 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, daycare, 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.

By signing the certification, the undersigned 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 subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health 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 PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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I hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il 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:

Signature of CEO or Designeelz

Title: Date Signed:

mm/dd/yyyy
UIf the agreement is signed by an authorized designee, a copy of the designation must be attached.

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

Title

Organization

Signature: Date:

Footnotes:
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Planning Tables

Table 2 State Agency Planned Expenditures [MH]
States must project how the SMHA and/or the SSA will use available funds to provide authorized services for the planning period for state fiscal years
2018/2019.

Planning Period Start Date: 1/1/2019 Planning Period End Date: 1/1/2020

Activity A.Substance B.Mental C.Medicaid D.Other F.Local
(See instructions for using Row Abuse Block Health Block (Federal, Federal Funds

1.) Grant Grant State, and Funds (e.g., (excluding
Local) ACF (TANF), local
CDC, CMS Medicaid)
(Medicare)
SAMHSA,
etc.)

1. Substance Abuse Prevention
and Treatment

a. Pregnant Women and
Women with Dependent
Children

b. Syringe Services Program

c. All Other

2. Primary Prevention

3. Tuberculosis Services

4. Early Intervention Services for

HIV
5. State Hospital $0 $0 $0 $0 $0
6. Other 24 Hour Care $0 $0 $0 $0 $0 $0

7. Ambulatory/Community Non-

24 Hour Care $0 $0 $0 $0 $0 $0

8. Mental Health Primary’ $0 $0 $0 $0 $0 $0

9. Evidence-Based Practices for
Early Serious Mental Iliness (10 $1,585,124 $0 $0 $0 $0 $0

o

percent of total award MHBG)

10. Administration (Excluding

ok

Program and Provider Level)

$792,562 $0 $0 $0 $0 $0

11. MHBG Total (Row 5, 6, 7, 8, 9

and 10) $0 $2,377,686 $0 $0 $0 $0 $0

* While the state may use state or other funding for these services, the MHBG funds must be directed toward adults with SMI or children with SED
** Column 9B should include Early Serious Mental Iliness programs funded through MHBG set aside

*** Per statute, Administrative expenditures cannot exceed 5% of the fiscal year award.

Footnotes:
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Planning Tables

Table 4 SABG Planned Expenditures

Planning Period Start Date: 10/1/2018 Planning Period End Date: 9/30/2020

Expenditure Category FY 2018 SA Block Grant Award FY 2019 SA Block Grant Award
1. Substance Abuse Prevention and
Treatment $42,044,068 $42,044,068
2 . Primary Substance Abuse Prevention

$11,211,751 $11,211,751
3. Tuberculosis Services

$0 $0

4 . Early Intervention Services for HIV' $0 $0
5. Administration (SSA Level Only)

$2,802,938 $2,802,938
6. Total $56,058,757 $56,058,757

* For the purpose of determining the states and jurisdictions that are considered “designated states” as described in section 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 45 CFR § 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 the Centers for Disease
Control and Prevention (CDC,), National Center for HIV/AIDS, Viral Hepatitis, STD and TB Prevention. The most recent HIV Surveillance Report will be
published on or before October 1 of the federal fiscal year for which a state is applying for a grant is used to determine the states and
jurisdictions that will be are required to set-aside 5 percent of their respective SABG allotments to establish one or more projects to provide early
intervention services for regarding the human immunodeficiency virus (EIS/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 a state’s AIDS case rate does not meet the AIDS case rate threshold for the fiscal year
involved for which a state is applying for SABG funds. 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 will be allowed to obligate and expend SABG funds for EIS/HIV if they chose to do
so.

Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020 Pageatfedt 009



Footnotes:
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Planning Tables

Table 5a SABG Primary Prevention Planned Expenditures

Planning Period Start Date: 10/1/2018

Strategy

Planning Period End Date: 9/30/2020

FY 2018

FY 2019

SA Block Grant Award SA Block Grant Award
Universal $878,352 $878,352
Selective $16,151 $16,151
Information Dissemination Indicated $28,567 $28,567
Unspecified $0 $0
Total $923,070 $923,070
Universal $1,842,057 $1,842,057
Selective $1,757,560 $1,757,560
Education Indicated $310,863 $310,863
Unspecified $0 $0
Total $3,910,480 $3,910,480
Universal $609,220 $609,220
Selective $32,304 $32,304
Alternatives Indicated $58,452 $58,452
Unspecified $0 $0
Total $699,976 $699,976
Universal $164,554 $164,554
Selective $694,472 $694,472
;roblem Identification and Indicated $154,519 $154,519
eferral
Unspecified $0 $0
Total $1,013,545 $1,013,545
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Percentage

Universal $2,627,198 $2,627,198
Selective $94,922 $94,922
Community-Based Process Indicated $178,495 $178,495
Unspecified $0 $0
Total $2,900,615 $2,900,615
Universal $421,730 $421,730
Selective $0 $0
Environmental Indicated $22,354 $22,354
Unspecified $0 $0
Total $444,084 $444,084
Universal $1,010,861 $1,010,861
Selective $0 $0
Section 1926 Tobacco Indicated $0 $0
Unspecified $0 $0
Total $1,010,861 $1,010,861
Universal $309,120 $309,120
Selective $0 $0
Other Indicated $0 $0
Unspecified $0 $0
Total $309,120 $309,120
Total Prevention Expenditures $11,211,751 $11,211,751
Total SABG Award* $56,058,757 $56,058,757
Planned Primary Prevention 20.00 % 20.00 %

*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: 10/1/2018

Activity

Planning Period End Date: 9/30/2020

FY 2018 SA Block Grant Award

FY 2019 SA Block Grant Award

Percentage

Universal Direct $3,302,498 $3,302,498
Universal Indirect $4,560,594 $4,560,594
Selective $2,595,409 $2,595,409
Indicated $753,250 $753,250
Column Total $11,211,751 $11,211,751
Total SABG Award* $56,058,757 $56,058,757
Planned Primary Prevention 20.00 % 20.00 %

*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: 10/1/2018

Planning Period End Date: 9/30/2020

Targeted Substances

Alcohol -
Tobacco o
Marijuana "
Prescription Drugs v
Cocaine .
Heroin 7
Inhalants .
Methamphetamine -
Synthetic Drugs (i.e. Bath salts, Spice, K2) -

Targeted Populations

Students in College 2
Military Families 2
LGBT 3
American Indians/Alaska Natives r
African American [~
Hispanic [~
Homeless [~
Native Hawaiian/Other Pacific Islanders [~
Asian [~
Rural [
Underserved Racial and Ethnic Minorities 2

Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020

Page 26 of 109



Footnotes:

Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020 Page 27 of 109



Planning Tables

Table 6 Categories for Expenditures for System Development/Non-Direct-Service Activities

SABG Planning Period Start Date: 10/1/2018

MHBG Planning Period Start Date:

SABG Planning Period End Date: 9/30/2020

MHBG Planning Period End Date:

FY 2018

FY 2019

Activity A. MHBG B. SABG C. SABG D. SABG B. SABG C. SABG D. SABG
Treatment Prevention Combined* Treatment Prevention Combined*
1. Information Systems $1,029,520 $0 $0 $0 $190,000 $0 $32,000 $0
2. Infrastructure Support $21,312,306 $0 $0 $0 $9,393,271 $0 $0 $0
3. Partnerships, community
outreach, and needs assessment $357,338 $250,000 $100,000 $0 $182,466 $300,000 $100,000 $0
4. Planning Council Activities
(MHBG required, SABG optional) $18,000 $0 $0 $0 $9,000 $0 $0 $0
5. Quality Assurance and
I $3,107,554 | $300,000 $100,000 $0 $1,660,299 | $300,000 $100,000 $0
mprovement
6. Research and Evaluation $2,250,186 | $100,000 $0 $0 $1,148,622 | $100,000 $0 $0
7. Training and Education $7,462,960 | $744,000 $202,000 $400,000 $4,054,191 | $500,000 $170,000 $300,000
8. Total $35,537,864 | $1,394,000 $402,000 $400,000 |$16,637,849( $1,200,000 $402,000 $300,000
*Combined refers to non-direct service/system development expenditures that support both treatment and prevention systems.
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Environmental Factors and Plan

22. State Behavioral Health Planning/Advisory Council and Input on the Mental Health/Substance Abuse Block Grant
Application - Required MHBG

Narrative Question
Each state is required to establish and maintain a state Mental Health Planning/Advisory Council for adults with SMI or children with SED. To
meet the needs of states that are integrating services supported by MHBG and SABG, SAMHSA is recommending that states expand their Mental

Health Advisory Council to include substance misuse prevention, SUD treatment, and recovery representation, referred to here as a Behavioral
Health Advisory/Planning Council (BHPC). SAMHSA encourages states to expand their required Council's comprehensive approach by
designing and implementing regularly scheduled collaborations with an existing substance misuse prevention, SUD treatment, and recovery
advisory council to ensure that the council reviews issues and services for persons with, or at risk, for substance misuse and SUDs. To assist with

implementing a BHPC, SAMHSA has created Best Practices for State Behavioral Health Planning Councils: The Road to Planning Council

Integration.72

Planning Councils are required by statute to review state plans and implementation reports; and submit any recommended modifications to the
state. Planning councils monitor, review, and evaluate, not less than once each year, the allocation and adequacy of mental health services
within the state. They also serve as an advocate for individuals with behavioral health problems. SAMHSA requests that any recommendations
for modifications to the application or comments to the implementation report that were received from the Planning Council be submitted to
SAMHSA, regardless of whether the state has accepted the recommendations. The documentation, preferably a letter signed by the Chair of the
Planning Council, should state that the Planning Council reviewed the application and implementation report and should be transmitted as
attachments by the state.

"2http://beta.samhsa.gov/grants/block-grants/resources

Please respond to the following items:

1. How was the Council involved in the development and review of the state plan and report? Attach supporting documentation (e.g.
meeting minutes, letters of support, etc...)

a) What mechanism does the state use to plan and implement substance misuse prevention, SUD treatment and recovery
services?

The state developed and published an Office of Recovery-Oriented Systems of Care (OROSC) Strategic Plan (FY18 — FY20),
that includes priority focus areas including:

Children: Improve outcomes for children (youth and families) by:

» Reducing underage drinking

» Reducing youth access to tobacco and illegal sales to minors

» Reducing substance exposed births

« Increase youth awareness of gambling disorder

« Reducing the effects of parental substance use on youth

Adults and Family Support: Promote and protect health wellness and safety (across the lifespan within communities) by:
« Building community assets to address behavioral health needs

» Reducing prescription and over the counter drug abuse

» Reducing misuse and abuse of alcohol, opioid medications and illicit drugs

 Reducing barriers to accessing treatment for Opioid use disorders

« Increasing longevity and quality of life by reducing health disparities and improving self-management

Health Services: Transform the healthcare system by:

» Continuing the implementation of a recovery oriented system of care

» Expanding integrated behavioral health and primary care services for persons at risk for and with substance use and
mental health disorders

» Promoting opportunities for individuals with mental illness to self-direct their services and supports

» Promoting and strengthening the role of consumer run programs

« Treating addiction as a chronic disease

» Improving behavioral health outcomes while leveraging efficiencies in cost and societal consequence

Workforce: Strengthen Workforce and Economic Development by:

* Providing statewide training in best-practice behavioral health services including prevention, treatment and recovery
technology

« Increasing the number of individuals certified as peer support specialist and recovery coaches

« Providing training and continuing education to strengthen skills of CPSS and CPRC

« Providing training and continuing education to enhance credentials and employment opportunities for Certified Peer

Support Specialists and Certified Peer Recovery Coaches
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« Increasing the capacity of prevention efforts to address Gambling Disorder

b) Has the Council successfully integrated substance misuse prevention and treatment or co- @© Yes C No
occurring disorder issues, concerns, and activities into i

2. Is the membership representative of the service area population (e.g. ethnic, cultural, linguistics, rural, @® Yes C No
suburban, urban, older adults, families of young children)?

3. Please indicate the duties and responsibilities of the Council, including how it gathers meaningful input from people in recovery,
families, and other important stakeholders, and how it has advocated for individuals with SMI or SED.

The duties and responsibilities of the BHAC are included in the bylaws that have been uploaded as an attachment to this section.
The bylaws were revised by the council and were finalized on November 17, 2017. The BHAC membership includes people in
recovery, family members, advocates, and other individuals who are important to this diverse council.

If additional input is requested or needed from other individuals, the BHAC may create special committees or workgroups with
persons appointed to serve who are outside the Council membership. The BHAC is also listed on the department’s website with
meeting dates, copies of the minutes, and contact information for the BHAC liaison. All meetings of the BHAC are open to the
public, which creates another avenue for individuals to provide input.

Does the state have any activities related to this section that you would like to highlight?

The BHAC continues to play an important role in Section 298, in which the Michigan Legislature directs the Michigan Department
of Health and Human Services to develop a set of recommendations “regarding the most effective financing model and policies for
behavioral health services in order to improve the coordination of behavioral and physical health services for individuals with
mental illnesses, intellectual and developmental disabilities, and substance use disorders.” Updates on Section 298 are provided at
every BHAC meeting and BHAC members are encouraged to ask questions and offer input. See
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_76181---,00.html for more information.

Please indicate areas of technical assistance needed related to this section.
Additionally, please complete the Behavioral Health Advisory Council Members and Behavioral Health Advisory Council Composition by Member Type forms.”>
3There are strict state Council membership guidelines. States must demonstrate: (1) the involvement of people in recovery and their family members; (2) the ratio of parents of
children with SED to other Council members is sufficient to provide adequate representation of that constituency in deliberations on the Council; and (3) no less than 50 percent of

the members of the Council are individuals who are not state employees or providers of mental health services.

Footnotes:
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Environmental Factors and Plan

Behavioral Health Advisory Council Members

Start Year:

Julie Barron

2019

End Year: 2020

Type of Membership

Family Members of Individuals in
Recovery (to include family
members of adults with SMI)

Agency or Organization
Represented

Address,Phone,
and Fax

3333 Moores River
Lansing MI, 48911
PH: 517-775-8727

Email(if available)

barron@ceicmh.org

Ricardo Bowden

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

1614 McKinley Bay
City MI, 48708
PH: 989-415-2049

ricardobowden@chartermi.net

Linda Burghardt

Family Members of Individuals in
Recovery (to include family
members of adults with SMI)

1907 Atherton Way
Okemos MI, 48864
PH: 517-347-1077

LBurghardt@comcast.net

Karen Cashen

State Employees

Michigan Department of Health
and Human Services

320 South Walnut St
Lansing MI, 48913
PH: 517-335-5934

cashenk@michigan.gov

Elmer Cerano

Others (Not State employees or
providers)

Michigan Protection and Advocacy
Services

4095 Legacy Parkway
Lansing MI, 48911
PH: 517-487-1755

ecerano@mpas.org

Mary Chaliman

State Employees

Michigan Department of Health
and Human Services

235 S Grand Ave
Lansing MI, 48933
PH: 517-898-0707

Chalimanm2@michigan.gov

Sara Coates

Others (Not State employees or
providers)

Michigan Primary Care Association

7215 Westshire Drive
Lansing MI, 48917
PH: 517-827-0875

scoates@mpca.net

Norm Delisle

Others (Not State employees or
providers)

Michigan Disability Rights
Coalition

635 Ewers Rd Leslie
MI, 49251
PH: 517-614-1886

ndelisle@mymdrc.org

Erin Emerson

State Employees

Medical Services Administration

400 South Pine
Street Lansing MI,
48933

PH: 517-284-1132

eemerson@michigan.gov

Kevin Fischer

Others (Not State employees or
providers)

NAMI Michigan

401 S Washington
Avenue

Lansing MI, 48933
PH: 517-853-0951

kfischer@namimi.org

Deborah Garrett

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

59601 Little Mack
Ave Roseville MI,
48066

PH: 586-634-2316

dgarrett@recovery4detroit.com

Greg Johnson

State Employees

Department of Corrections

3201 Bremus Rd
Ypsilanti MI, 48197
PH: 734-434-4068

johnsongl6@michigan.gov

Benjamin Jones

Providers

National Council on Alcoholism
and Drug Dependence

2400 E McNichols
Detroit MI, 48212
PH: 313-868-1340

president@ncadd-detroit.org

2815 Hilltop Court
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Arlene Kashata

Federally Recognized Tribe
Representatives

Traverse City MI,
49686
PH: 231-735-0491

akashata@hotmail.com

Mark Maggio

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

1106 Ethel Ave
Hancock MI, 49930
PH: 906-281-1909

markmaggio88@yahoo.com

Kevin McLaughlin

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

2673 Oakleigh Road
Middleville MI, 49333
PH: 616-262-8531

kevin@recoveryallies.us

Paula Nelson

Providers

Saced Heart Rehabiltation Center

400 Stoddard Road
Richmond MI, 48062
PH: 810-392-2167

pnelson@sacredheartcenter.com

Malkia Newman

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

279 Summit Drive
Waterford MI, 48328
PH: 248-342-9921

mnewman@cnsmi.org

Stephanie Oles

State Employees

Michigan State Housing
Development Authority

735 E Michigan Ave
Lansing MI, 48912
PH: 517-241-8591

oless@michigan.gov

Jamie Pennell

Parents of children with SED

211 Butler St Leslie
MI, 49251
PH: 517-589-9074

jpennell@yahoo.com

Neicey Pennell

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

211 Butler St Leslie
MI, 49251
PH: 517-574-0159

mrs.mathews17@gmail.com

Eva Petoskey

Federally Recognized Tribe
Representatives

2848 N Setterbo
Road
Peshawbestown MI,
49682

PH: 231-357-4886

epetoskey@centurytel.net

Marcia Probst

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

413 Pierce3

Mark Reinstein

Others (Not State employees or
providers)

Mental Health Association

3 Medford Cir Ann
Arbor MI, 48104
PH: 734-646-8099

msrmha@aol.com

Ben Robinson

Others (Not State employees or
providers)

Rose Hill Center

5130 Rose Hill
Boulivard Holy MI,
48442

PH: 248-531-2411

brobinson@rosehillcenter.org

Kristie Schmiege

Family Members of Individuals in
Recovery (to include family
members of adults with SMI)

37450 Schoolcraft
Road

Livonia MI, 48150
PH: 810-965-2675

kschmiege@hegira.net

Larry Scott

State Employees

MDHHS Office of Recovery
Oriented Systems of Care

320 South Walnut St
Lansing MI, 48913
PH: 517-335-0174

scottll1@michigan.gov

Jane Shank

Others (Not State employees or
providers)

Association for Children's Mental
Health
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Patricia Smith

State Employees

Michigan Department of Health
and Human Services

PO Box 30195
Lansing MI, 48913
PH: 517-335-9703

smithp40@michigan.gov

Michigan Department of Health

333 S Grand Ave

Sally Steiner State Employees and Human Services Lansing MI, 48909 steiners@michigan.gov
PH: 517-284-0164
Jennif Michi D ; t of Health 235 S Grand Ave
ennifer ichigan Department of Hea . - S
) State Employees 9 P ) Lansing MI, 48909 stentoumisj@michigan.gov
Stentoumis and Human Services

PH: 517-335-6258

Jeff VanTreese

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

370 Country Club
Road

Holland MI, 49423
PH: 616-795-9969

jvtlaw@gmail.com

Brian Wellwood

Individuals in Recovery (to include
adults with SMI who are receiving,
or have received, mental health
services)

520 Cherry St
Lansing MI, 48933
PH: 517-371-2221

brwellwood@yahoo.com

Sarah Williams

State Employees

Michigan Department of Education

608 W Allegan St
Lansing MI, 48933
PH: 517-373-7886

williamss8 @michigan.gov

Mark Witte

Providers

Allegan County CMH Services

3283 122nd Avenue
Allegan MI, 49010
PH: 269-673-6617

mwitte@accmhs.org

Cynthia Wright

State Employees

Michigan Rehabilitation Services

1048 Pierpont
Lansing MI, 48917
PH: 517-281-2738

wrightcl@michigan.gov

Footnotes:
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Environmental Factors and Plan

Behavioral Health Council Composition by Member Type

Start Year: 2019 End Year: 2020
Type of Membership Percentage

Total Membership 34

Individuals in Recovery* (to include adults with SMI who are receiving, or 9

have received, mental health services)

Family Members of Individuals in Recovery* (to include family members of 3

adults with SMI)

Parents of children with SED* 1

Vacancies (Individuals and Family Members) 0

Others (Not State employees or providers) 7

Total Individuals in Recovery, Family Members & Others 20 58.82%
State Employees 11

Providers 3

Vacancies 0

Total State Employees & Providers 14 41.18%
Individuals/Family Members from Diverse Racial, Ethnic, and LGBTQ 0

Populations

Providers from Diverse Racial, Ethnic, and LGBTQ Populations 0

Total Individuals and Providers from Diverse Racial, Ethnic, and LGBTQ :

Populations

Persons in recovery from or providing treatment for or advocating for 0

substance abuse services

Federally Recognized Tribe Representatives 2

Youth/adolescent representative (or member from an organization serving 0

young people)

* States are encouraged to select these representatives from state Family/Consumer organizations.

Indicate how the Planning Council was involved in the review of the application. Did the Planning Council make any recommendations to modify the
application?

Footnotes:
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Environmental Factors and Plan

23. Syringe Services (SSP)

Narrative Question:

The Substance Abuse Prevention and Treatment Block Grant (SABG) restriction™ on the use of federal funds for programs distributing sterile
needles or syringes (referred to as syringe services programs (SSP)) was modified by the Consolidated Appropriations Act, , 2016 (P.L. 114-113)

signed by President Obama on December 18, 2015°.

Section 520. Notwithstanding any other provisions of this Act, no funds appropriated in this Act shall be used to purchase sterile needles or
syringes for the hypodermic injection of any illegal drug: Provided, that such limitation does not apply to the use of funds for elements of a
program other than making such purchases if the relevant State or local health department, in consultation with the Centers for Disease Control
and Prevention, determines that the State or local jurisdiction, as applicable, is experiencing, or is at risk for, a significant increase in hepatitis
infections or an HIV outbreak due to injection drug use, and such program is operating in accordance with State and local law.

A state experiencing, or at risk for, a significant increase in hepatitis infections or an HIV outbreak due to injection drug use, (as determined by
CDC), may propose to use SABG to fund elements of a SSP other than to purchase sterile needles or syringes. However, directing FY 2016 SABG
funds to SSPs will require a modification of the 2016-2017 SABG Behavioral Assessment and Plan (Plan). States interested in directing SABG funds
to SSPs must provide the information requested below and receive approval on the modification from the State Project Officer. Please note that
the term used in the SABG statute and regulation, intravenous drug user (IVDU) is being replaced for the purposes of this discussion by the term
now used by the federal government, persons who inject drugs (PWID).

States may consider making SABG funds available to either one or more entities to establish elements of a SSP or to establish a relationship with
an existing SSP. States should keep in mind the related PWID SABG authorizing legislation and implementing regulation requirements when
modifying the Plan, specifically, requirements to provide outreach to PWID, SUD treatment and recovery services for PWID, and to routinely
collaborate with other healthcare providers, which may include HIV/STD clinics, public health providers, emergency departments, and mental

health centers®. SAMHSA funds cannot be supplanted, in other words, used to fund an existing SSP so that state or other non-federal funds can
then be used for another program.

In the first half of calendar year 2016 the federal government released three guidance documents regarding SSPs”: These documents can be
found on the Hiv.gov website: https://www.hiv.gov/federal-response/policies-issues/syringe-services-programs,

1. Department of Health and Human Services Implementation Guidance to Support Certain Components of Syringe Services
Programs, 2016 from The US Department of Health and Human Services, Office of HIV/AIDS and Infectious Disease Policy
https://www.hiv.gov/sites/default/files/hhs-ssp-guidance.pdf ,

2. Centers for Disease Control and Prevention (CDC )Program Guidance for Implementing Certain Components of Syringe
ServicesPrograms,2016 The Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD and TB
Prevention, Division of Hepatitis Prevention http://www.cdc.gov/hiv/pdf/risk/cdc-hiv-syringe-exchange-services.pdf,

3. The Substance Abuse and Mental Health Services Administration (SAMHSA)-specific Guidance for States Requesting Use of
Substance Abuse Prevention and Treatment Block Grant Funds to Implement SSPs
http://www.samhsa.gov/sites/default/files/grants/ssp-guidance-state-block-grants.pdf

Please refer to the guidance documents above when requesting a modification to the state?s 2016-2017 Behavioral Health Assessment and Plan.

Please follow the steps listed below to modify the Plan:

» Request a Determination of Need from the CDC
+ Modify the 2016-2017 Plan to expend FFY 2016 and/or FFY 2017 funds and support an existing SSP or establish a new SSP
* Include proposed protocols, timeline for implementation, and overall budget
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+ Submit planned expenditures and agency information on Table A listed below
« Obtain State Project Officer Approval

« Collect all SSP information on Table B listed below to be reported in the FFY 2019 SABG report due December 1, 2018
End Notes

1 Section 1923 (b) of Title XIX, Part B, Subpart I of the PHS Act (42 U.S.C. ? 300x-23(b)) and 45 CFR ? 96.126(e) requires entities that receive
SABG funds to provide substance use disorder (SUD) treatment services to PWID to also conduct outreach activities to encourage such
persons to undergo SUD treatment. Any state or jurisdiction that plans to re-obligate FY 2016 SABG funds previously made available such
entities for the purposes of providing substance use disorder treatment services to PWID and outreach to such persons may submit an
amendment to its plan to SAMHSA for the purpose of incorporating elements of a SSP in one or more such entities insofar as the plan
amendment is applicable to the FY 2016 SABG funds only and is consistent with guidance issued by SAMHSA.

%Section 1931(a(1)(F) of Title XIX, Part B, Subpart Il of the Public Health Service (PHS) Act (42 U.S.C.? 300x-31(a)(1)(F)) and 45 CFR ? 96.135(a)(6)
explicitly prohibits the use of SABG funds to provide persons who inject drugs (PWID) with hypodermic needles or syringes so that such
persons may inject illegal drugs unless the Surgeon General of the United States determines that a demonstration needle exchange program
would be effective in reducing injection drug use and the risk of HIV transmission to others. On February 23, 2011, the Secretary of the U.S.
Department of Health and Human Services published a notice in the Federal Register (76 FR 10038) indicating that the Surgeon General of the
United States had made a determination that syringe services programs, when part of a comprehensive HIV prevention strategy, play acritical
role in preventing HIV among PWID, facilitate entry into SUD treatment and primary care, and do not increase the illicit use of drugs.

3 Division H Departments of Labor, Health and Human Services and Education and Related Agencies, Title V General Provisions,
Section 520 of the Consolidated Appropriations Act, 2016 (P.L. 114- 113)

4 Section 1924(a) of Title XIX, Part B, Subpart II of the PHS Act (42 U.S.C. ? 300x-24(a)) and 45 CFR ? 96.127 requires entities that receives SABG
funds to routinely make available, directly or through other public or nonprofit private entities, tuberculosis services as described in section
1924(b)(2) of the PHS Act to each person receiving SUD treatment and recovery services.

Section 1924(b) of Title XIX, Part B, Subpart II of the PHS Act (42 U.S.C. ? 300x-24(b)) and 45 CFR 96.128 requires ?designated states? as defined
in Section 1924(b)(2) of the PHS Act to set- aside SABG funds to carry out 1 or more projects to make available early intervention services for
HIV as defined in section 1924(b)(7)(B) at the sites at which persons are receiving SUD treatment and recovery services.

Section 1928(a) of Title XXI, Part B, Subpart I of the PHS Act (42 U.S.C. 300x-28(c)) and 45 CFR 96.132(c) requires states to ensure that
substance abuse prevention and SUD treatment and recovery services providers coordinate such services with the provision of other services
including, but not limited to, health services.

> Department of Health and Human Services Implementation Guidance to Support Certain Components of Syringe Services Programs,
2016 describes a SSP as a comprehensive prevention program for PWID that includes the provision of sterile needles, syringes and other drug
preparation equipment and disposal services, and some or all of the following services:

« Comprehensive HIV risk reduction counseling related to sexual and injection and/or prescription drug misuse;
 HIV, viral hepatitis, sexually transmitted diseases (STD), and tuberculosis (TB) screening;

« Provision of naloxone (Narcan?) to reverse opiate overdoses;

 Referral and linkage to HIV, viral hepatitis, STD, and TB prevention care and treatment services;

« Referral and linkage to hepatitis A virus and hepatitis B virus vaccinations; and

« Referral to SUD treatment and recovery services, primary medical care and mental health services.

Centers for Disease Control and Prevention (CDC) Program Guidance for Implementing Certain Components of Syringe Services
Programs, 2016 includes a description of the elements of a SSP that can be supported with federal funds.

« Personnel (e.g., program staff, as well as staff for planning, monitoring, evaluation, and quality assurance);
« Supplies, exclusive of needles/syringes and devices solely used in the preparation of substances for illicit drug injection, e.g., cookers;
« Testing kits for HCV and HIV;

« Syringe disposal services (e.g., contract or other arrangement for disposal of bio- hazardous material);
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+ Navigation services to ensure linkage to HIV and viral hepatitis prevention, treatment and care services, including antiretroviral therapy for
HCV and HIV, pre-exposure prophylaxis, post-exposure prophylaxis, prevention of mother to child transmission and partner services; HAV and
HBV vaccination, substance use disorder treatment, recovery support services and medical and mental health services;

« Provision of naloxone to reverse opioid overdoses

+ Educational materials, including information about safer injection practices, overdose prevention and reversing a opioid overdose with
naloxone, HIV and viral hepatitis prevention, treatment and care services, and mental health and substance use disorder treatment including
medication-assisted treatment and recovery support services;

« Condoms to reduce sexual risk of sexual transmission of HIV, viral hepatitis, and other STDs;
« Communication and outreach activities; and

+ Planning and non-research evaluation activities.

Footnotes:
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-(C DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service

Centers for Disease Control
and Prevention

June 25, 2016

Mr. Joe Coyle

Viral Hepatitis Unit Manager

Michigan Department of Health and Human Services
Capitol View Building, 201 Townsend Street
Lansing, Michigan 48913

Dear Mr. Coyle,

The Michigan Department of Public Health and Human Services submitted a determination of need
request to the Centers for Disease Control and Prevention (CDC) with data examining whether the
jurisdiction is experiencing or at risk for an increase in viral hepatitis or HIV infection due to injection
drug use. Consulting with CDC on this data is a requirement in the process of seeking approval to use
of federal funds to support syringe services programs (SSPs). All such requests are reviewed by a panel
of CDC subject matter experts who evaluate submitted data in accordance with the U.S Department of
Health and Human Services (HHS) Implementation Guidance to Support Certain Components of
Syringe Services Programs, 2016.

After careful review of your submission, CDC concurs that Michigan is experiencing an increase in viral
hepatitis or HIV infections due to injection drug use. The submitted data provide sufficient evidence to
determine a need for SSPs within the jurisdiction. Specifically, the requestor presents statewide data on
increases in acute HCV infections and total HCV infections, and that a predominance of new cases are
attributed to injection drug use. Epidemiologic trend data in other areas (deaths from heroin and
prescription opioids as well as heroin substance abuse treatment admissions) indicate increases in unsafe
injection of drugs consistent with risk for a significant increase in viral hepatitis or HIV.

The requestor also provided data from a published study (Suryaprasad AG et al. Emerging Epidemic of
Hepatitis C Virus Infections Among Young Nonurban Persons Who Inject Drugs in the United States,
2006-2012. Clin Infect Dis. (2014) 59 (10): 1411-1419) in which the state of Michigan participated. In
this study, young persons (<30 years of age) newly diagnosed with HCV were interviewed. Among
Michigan participants, 94% of interviewees reported a history of injecting drugs, 92% reported a history
of using heroin, 37% reported sharing needles, 47% reported sharing cookers, 53% reported sharing
cotton, and 65% reported sharing a water source for drug use and preparation.

This notice may be used by state, local, territorial, or tribal health departments or eligible HHS-funded
recipients to apply to direct federal funds to support SSPs. As there is no expiration date for this notice,
Michigan may elect to either (1) immediately request to direct FY 2016 funds to support SSPs or (2)
delay requests to direct funds to support SSPs until a subsequent fiscal year. Michigan is strongly
encouraged to discuss plans to direct funds for SSPs with their respective federal funding agency.

Only CDC directly-funded, eligible awardees should submit a request to CDC to direct funding for SSP
activities.
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Thank you for your interest in the public health implications of injection drug use in Michigan. If you

have any questions or require further technical assistance, please do not hesitate to send an email to
SSPCoordinator@cdc.gov.

Sincerely,
CDC SSP Determination Panel
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Jurisdiction is EXPERIENCING a significant increase in viral hepatitis or HIV infections due to injection drug use

REQUEST FOR DETEMRINAITON OF NEED

Requesting Jurisdiction: Michigan

Geographic area for which the determination is requested: State of Michigan

Point of Contact: Joe Coyle

Viral Hepatitis Unit Manager

coylej@michigan.gov

(517) 335-8165

We are submitting evidence for consultation with CDC to demonstrate our jurisdiction is EXPERIENCING significant increases in viral hepatitis or

HIV infections due to injection drug use

Percent change

(NNDSS)

Units: acute HCV
cases per 100,000
persons

Units: acute HCV
cases per 100,000
persons

Outcome(s) Data source Geographic area Baseline period Assessment period between baseline

and assessment

>200% increase in

the number of acute

Month: Jan-Dec Month: Jan-Dec HCV diagnoses per

Year: 2009 Year: 2015 year between 2009

Michigan Disease and 2015
Acute HCV Surveillance System State of Michigan Value: 0.28 Value: 0.85

In 2015, where data

was available, 60% of
cases report a history
of IDU within the last
2 weeks to 6 months
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Chronic HCV
Diagnoses (18-29
year old age group)

Michigan Disease
Surveillance System
(NNDSS)

State of Michigan

Month: Jan-Dec
Year: 2000

Value: 59
Units: new HCV
diagnoses

Month: Jan-Dec
Year: 2015

Value: 1,444
Units: new HCV
diagnoses

>2300% increase in
the number of
chronic HCV
diagnoses per year in
individuals aged 18-
29 between 2000
and 2015

In 2015, where data
was available,
approximately 90%
of chronic HCV cases
between the ages of
18 and 29 reported a
lifetime history of
IDU

Prescription Opioid
Deaths

MDHHS Vital Records

State of Michigan

Month: Jan-Dec
Year: 2000

Value: 74
Units: Deaths

Month: Jan-Dec
Year: 2014

Value: 481
Units: Deaths

550% increase in
overdose deaths as a
result of prescription
opioids (without
other drugs)
between 2000 and
2014

Heroin Overdose
Deaths

MDHHS Vital Records

State of Michigan

Month: Jan-Dec
Year: 2000

Value: 89
Units: Deaths

Month: Jan-Dec
Year: 2014

Value: 520
Units: Deaths

484% increase in
overdose deaths as a
result of heroin (with
or without other
drugs) between 2000
and 2014

Heroin Substance
Abuse Treatment
Admissions

SAMHSA Treatment
Episode Data Set
(TEDS)

State of Michigan

Month: Jan-Dec
Year: 2000

Month: Jan-Dec
Year: 2015

>100% increase in
the number of
substance abuse
treatment
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Value: 9,023
Units: substance
abuse treatment
admissions with
mention of heroin

Value: 19,728
Units: substance
abuse treatment
admissions with
mention of heroin

admissions with
mention of heroin

Part A2: Summary of Evidence

Data submitted to the CDC for the State of Michigan indicated a 200% increase in the rate of acute HCV infections between 2009 and 2015.
Where risk information was ascertained on these cases, 60% reported injection drug use 2 weeks to 6 months prior to onset of symptoms.

Data submitted to the CDC for the State of Michigan indicated a 2300% increase in the number of chronic HCV diagnoses per year between 2000
and 2015 in individuals aged 18-29. Where risk information was ascertained on these cases, approximately 90% reported a history of ever

injecting drugs.

Other data sources also suggest that the majority of these infections are related to the concurrent epidemics of prescription opioid abuse and

heroin:

e Prescription opioid deaths have increased 550% in Michigan between 2000 and 2014

e Heroin overdose deaths have increased 480% in Michigan between 2000 and 2014

e Substance abuse treatment admissions have increased over 100% in Michigan between 2000 and 2015

e Suryaprasad AG et al. Emerging Epidemic of Hepatitis C Virus Infections Among Young Nonurban Persons Who Inject Drugs in the United

States, 2006—2012. Clin Infect Dis. (2014) 59 (10): 1411-1419.

0 Michigan was an active participant in this study which found an increase in HCV cases associated with injection drugs among youth,

particularly in non-urban settings.

O For the entire study, 77% of interviewees reported a history of injecting drugs (among Michigan interviewees the proportion was 94%)

O For the entire study, 61% of interviewees reported a history of using heroin (among Michigan interviewees the proportion was 92%)

0 Among Michigan interviewees 37% reported sharing needles, 47% reported sharing cookers, 53% reported sharing cotton, and 65%

reported sharing a water source for drug use and preparation
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e The CDC's high vulnerability study recently identified 11 Michigan counties in the top 5% of counties in the United States at greatest risk for
rapid dissemination of HCV and/or HIV infection among persons who inject drugs
0 Michigan has the fifth most “vulnerable counties” among the 50 states (only behind Kentucky, Tennessee, West Virginia, and Missouri)

Geographic Area

All data mentioned in the table above (counts and rates) are available geographically by county, local health jurisdiction, and public health
preparedness region. Indicators of heroin use are prevalent in Detroit and surrounding suburban areas while signs of prescription opioid abuse
tend to be more pervasive in areas further removed from Detroit, where heroin is not as readily available.

The highest rates of acute HCV cases and chronic HCV cases among persons aged 18-29 are generally in the rural Northern Lower Peninsula
(perhaps not coincidentally, the counties that CDC identified as highly vulnerable) and the Upper Peninsula. On the other hand, the greatest
number of these cases are found in suburban southeast Michigan. As such, we are requesting this determination of need for the entire State of
Michigan to allow geographical flexibility in our ability to redirect funds for syringe service programs as we perceive many areas of the state to
be experiencing and at risk for rapid dissemination of HCV and/or HIV.
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Syringe Services Program (SSP) Start Up Guidance

This manual is designed to outline the process of developing and starting a
Syringe Service Program (SSP). The National Alliance of State and Territorial
AIDS Directors (NASTAD) and the Urban Coalition for HIV/AIDS Prevention
Services (UCHAPS) have been strong proponents of increased access to
sterile syringes for people who use injection drugs as a critical intervention for
decreasing HIV transmission among this population. Drawing from a field of
SSP expertise that has existed in the U.S. since the late 1980s, these program
implementation guidelines have been developed by NASTAD and UCHAPS to
further assist state and local health departments to plan and implement SSPs
as a part of their prevention portfolios.

MDHHS Division of HIV & STD Programs is making this resource available to
Local Health Departments and other partners considering the implementation
of a syringe services program (SSP). For questions about SSP programs in
Michigan, contact: Andre Truss at trussa@michigan.gov The original
guidelines can be found at www.nastad.org
(https://www.nastad.org/sites/default/files/055419 NASTAD-SSPGuidelines-
August-2012_0.pdf).

Your program is a PILOT Program, and this resource is being made available
to you to guide you through the process of SSP program development in your
specific area. The document goes into extended detail about each area in
terms of program establishment.

The drug paraphernalia law does not apply to a state or local government
agency, or a person authorized by them, that give out syringes for the purpose
of preventing blood born pathogens. So, state and local government agencies
can conduct SSP programs without any specific authorization. Agencies that
are not government need to get permission. Additionally, for agencies starting
SSP programs, Harm Reduction Training could be provided. There is an
agency that currently provides Syringe Services that would be willing to
provide Harm Reduction Training to those agencies requesting it.
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The National Alliance of State and Territorial AIDS Directors (NASTAD) and
the Urban Coalition for HIV/AIDS Prevention Services (UCHAPS) recommend
collecting three minimum essential data elements for every syringe transaction
occurring at SSPs, without regard to the type of service delivery model. They
are:

* number of participant contacts (i.e., duplicated participant counts);

* number of syringes distributed; and

» estimated number of syringes returned for disposal

Community partners who have developed SSP programs in Michigan, indicate
process monitoring that is inclusive of these elements has proven to work best
for them. Upon establishment of your program, your monthly process
monitoring report, which is to be submitted via email, should include the
following:

. Number of Presentations

. To Whom they were provided

. Clients Served

. Needles Distributed

. HIV Tests performed

In areas where SSP participants receive legal protection for needle
possession as a result of being formally enrolled in the SSP, ID cards can be a
useful tool. Using ID cards can also facilitate transactions once participants
have been enrolled in the program. Similar to other enrollment procedures, the
use of ID cards should be instituted only if there is a clear benefit to the
participant, such as legal protection. However, using ID cards may cause
concerns about the lack of anonymity for program participants. If ID cards are
used, it is recommended that the program construct unique codes using non-
identifiable information the participant can easily recall, such as a combination
of mother’s maiden name initials and their month and year of birth. Similarly,
some ID cards incorporate the following:

v ID Cards which contain codes
Program ID codes are different and utilize a combination of numbers and
letters
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Introduction

(HIV) and other blood-borne viral infections among injection drug users (IDUs) over the

past two decades, injection drug users (IDUs) still account for approximately 16 percent of
new HIV infections in the United States,' and almost one half (48 percent) of newly reported
hepatitis C virus (HCV) infections are IDU related.? To help address this continuing public health
problem, the White House Office of National AIDS Policy (ONAP) released the National HIV/
AIDS Strategy (NHAS)? in July 2010. An integral step to reaching the NHAS goals to (1) reduce
new HIV infections, (2) increase access to care and improve health outcomes for people living with
HIV, and (3) reduce HIV-related health disparities is to prevent HIV transmission among substance
users through HIV screening programs and other comprehensive HIV prevention services coupled
with substance abuse treatment. Similarly, the Department of Health and Human Services (HHS)
released Combatting the Silent Epidemic of Viral Hepatitis: Action Plan for the Prevention, Care &
Treatment of Viral Hepatitis in May 2011. Chapter five of the Action Plan is dedicated to reducing
viral hepatitis caused by drug use behavior. Congress passed and President Obama signed the
Consolidated Appropriations Act 2010, which included language modifying the ban on the use of
federal funds for syringe exchange programs (SEPs), for (HHS) programs. These programs are
designed to reduce the likelihood of transmission of blood-borne diseases by providing sterile
injection equipment to IDUs and reducing the potential of sharing syringes among this population.
HHS released “Implementation Guidance for Syringe Services Programs” (SSP) (July 2010) to set
forth guiding principles for using federal funds for SSPs. Fundamental to these principles is that
SSPs are part of a comprehensive service program that includes, as appropriate, linkage and referral
to substance abuse prevention and treatment services, mental health, HIV prevention, HIV care,
HIV treatment and other support services. Concurrently, the Centers for Disease Control and
Prevention (CDC) and the Substance Abuse and Mental Health Services Administration
(SAMHSA) provided interim guidance to grantees for the use of Fiscal Year (FY) 2010 funds for
SSPs. Subsequently, the Consolidation Appropriations Act 2012 reinstated the ban on the use of
federal funds to syringe exchange programs.

D espite significant reduction in the transmission of the human immunodeficiency virus

The National Alliance of State and Territorial AIDS Directors (NASTAD) and the Urban Coalition
for HIV/AIDS Prevention Services (UCHAPS) have been strong proponents of increased access to
sterile syringes for people who use injection drugs as a critical intervention for decreasing HIV
transmission among this population. For nearly 20 years many U.S. states and cities have been
operating SSPs to prevent disease and protect public safety through increased access to and proper
disposal of sterile syringes. They have accomplished this effort through the use of private, local, and
state funds and have seen marked reductions in HIV rates among IDUs since the inception of SSPs.
In August 2011, NASTAD released a Statement of Commitment Promoting Injecting Drug User
Health calling for more attention to HIV/AIDS and viral hepatitis health risks and challenges that
IDUs continue to face. In May 2012 UCHAPS issued a best practices policy brief “Syringe Access”
encouraging the removal of legal and legislative barriers to syringe access. In addition, NASTAD
and UCHAPS are strong national advocates for increased and targeted resources and expanded
federal investment for disease and overdose prevention, care and treatment programs.

1
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Drawing from a field of SSP expertise that has existed in the U.S. since the late 1980s, these
program implementation guidelines have been developed by NASTAD and UCHAPS to further
assist state and local health departments to plan and implement SSPs as a part of their prevention
portfolios.

1.1 Purpose and Use of the Guidelines

These guidelines provide assistance to state and local health department jurisdictions that wish to
support SSPs for IDUs to prevent transmission of HIV and other blood-borne viruses such as HCV
and to link IDUs to vital prevention, medical and social services. For health departments currently
implementing SSPs, these program implementation guidelines provide information that can be used
to enhance or expand services. For health departments interested in initiating an SSP, these
guidelines address key issues to be considered before implementing an SSP.

1.2 Organization of the Guidelines
These guidelines are designed to provide an overview of the core components of, and issues related

to, implementing and maintaining SSPs.

Section 2 presents background on SSPs, including the epidemiology of HIV, HCV and
overdose among IDUs.

Section 3 describes the structural elements that need to be considered before SSP
implementation.

Section 4 explains the philosophical underpinnings and operating principles of SSPs.
Section 5 describes a range of existing SSP delivery models.
Section 6 presents suggestions for monitoring SSPs.

Section 7 outlines how to address capacity building needs for SSP implementation and
maintenance.

2
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Background

injection drug users (IDUs), including the definition of SSPs; the demographic
characteristics of IDUs; epidemiology of HIV, HCV and overdose among IDUs; a
discussion of how SSPs benefit IDUs; and the history and evolution of SSPs in the U.S.

This section provides background information on syringe services programs (SSPs) and

2.1 Definition of SSPs

SSPs are programs that provide syringe access, disposal and/or exchange to IDUs, while also
referring and linking IDUs to HIV and viral hepatitis prevention services, substance abuse
treatment, and medical and mental health care. Various types of SSPs provide syringe services to
IDUs, including syringe exchange programs (SEPs), pharmacies, physician prescription and health
care services.

2.2 Demographics of IDUs in the United States

The national data on demographics of IDUs in the U.S. are scarce. SAMHSA conducts the annual
National Household Survey on Drug Use and Health. Combined data from 2006 to 2008 indicate
that an annual average of 425,000 persons aged 12 or older (0.17%) used a needle to inject non-
prescribed drugs during the past year.* The prevalence of past-year injection drug use was highest
among persons aged 18 to 34 (Table 1). Males were more likely than females to have injected drugs
in the past year. The prevalence of past-year injection drug use by race/ethnicity varied widely.

2.3 HIV, HCV and Overdose among IDUs

HIV: As of 2009, 26 percent of HIV infections among females and 13 percent among males were
attributable to injection drug use in the U.S.> An additional seven percent of cases among males
occurred among IDUs who have sex with men (MSM). These figures only partially represent the
scope of IDU-associated HIV infections, because injection drug use also contributes to heterosexual
HIV transmission, which is responsible for 11 percent of infections among males and 74 percent
among females living with HIV.> Among females, over half of HIV infections are acquired either by
injecting drugs or having sex with an IDU.® A recent study found that, among non-IDU
heterosexuals in a New York community, those individuals with IDU sex partners had two-fold
odds of being HIV infected.” Furthermore, data from the CDC-funded National HIV Behavioral
Surveillance System (NHBSS) indicate that a third of IDUs shared syringes in the past year.® These
findings underscore the need for continued and enhanced efforts to address syringe-related risk
among IDUs.

3
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Table 1. Past-Year Injection Drug Use among Persons Aged 12 or Older,
by Selected Demographic Characteristics: 2006 to 2008

Demographic Characteristic Percentage
Age Group
12to 17 0.09
18to 25 0.28
26 to 34 0.26
35t049 0.19
50 or older 0.11
Gender
Male 0.24
Female 0.11
Race/Ethnicity
Two or more races 0.35
American Indian/Alaska Native 0.24
White 0.18
Hispanic or Latino 0.18
Black or African American 0.14
Native Hawaiian or Other Pacific Islander 0.02
Asian 0.02

Source: Substance Abuse and Mental Health Services Administration, Office of Applied Studies. The NSDUH Report: Injection Drug Use and
Related Risk Behaviors. Rockville, MD: SAMHSA; October 29, 2009. Available at: http://www.oas.samhsa.gov/2k9/139/139IDU.htm.*

HCV: Currently, the majority of the 2.7 to 3.9 million HCV infections among people in the U.S.
are attributable to injection drug use.”* HCV is much more readily transmitted than HIV through
multi-person use of injecting equipment, including drug preparation equipment (cottons, cookers,
and rinse water).” '* In the U.S., HCV prevalence among IDUs is generally between 60 percent and
90 percent; length of injecting career is the strongest predictor of being HCV seropositive.'" 2
Overdose is the leading cause of death among IDUs' and the second leading cause of accidental
death in the U.S.! Prevalence of nonfatal overdose among opioid users is up to 60 percent among
injection heroin users.” Other urban heroin users have lifetime overdose prevalence of 29 percent to
68 percent.'®17181

2.4 Prevention of Blood Borne Viruses through SSPs

Blood borne viruses are those viruses that are transmitted from the blood of one person to the blood
of another person. Of particular concern are HIV and HCV. IDUs are at especially high risk for
HIV and HCV through sharing injection equipment, particularly syringes, for one or multiple
substances such as heroin, cocaine, amphetamines, hormones, and/or steroids. IDUs are also at high
risk for HIV and other sexually transmitted infections through unprotected sex.

Therefore, the HIV- and HCV-specific public health benefits of SSPs arise from (1) removing
potentially infectious syringes from the community, (2) providing IDUs with sterile syringes and
other clean injection equipment, and (3) distributing condoms. Several studies have found that SSPs

4
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reduce HIV incidence among IDUs.?*?1222 Most studies of injection-related HIV and HCV risk
have found SSPs to be associated with a lower likelihood of syringe sharing or reductions in syringe
sharing,?#2>26:27:28.29,:30.31,3233.34 Ecological studies have found that locales with SSPs tend to have lower
HIV seroprevalence among IDUs, >33 and one study reported that closing an SSP resulted in
increased prevalence of HIV risk behaviors among IDUs.*” In addition, the reach of SSPs can
extend beyond its primary participants by using social networks of IDUs to deliver and dispose of
syringes through secondary or peer exchange models.***"*> Other public health benefits of SSPs
include the linkage of IDUs to critical services and programs and promoting integrative care among
drug treatment programs, HIV/AIDS prevention and treatment services, HCV prevention and
treatment programs, and social and mental health services. The evidence for the public health
benefits of SSPs is strong and consistent over time.

2.5 History of SSPs in the United States

The history of SSPs in the U.S. is primarily the history of SEPs. The first SEPs in the U.S. began in
the late 1980s in Boston, Massachusetts; Tacoma, Washington; and San Francisco, California. With
a few exceptions, these SEPs were primarily activist-initiated programs without support from
governmental sources.”*** The North American Syringe Exchange Network (NASEN) has
provided both a national organizational framework for existing SEPs and technical start-up
assistance for new programs since the 1980s. Researchers from Beth Isracl Medical Center and
NASEN have conducted annual surveys of SEPs since the 1990s. Table 2 shows the growth of SEPs
in the U.S. from the mid-1990s to 2008.% A period of rapid growth among SEPs occurred during
the mid-1990s through the early 2000s; however, since then the growth has been incremental. The
123 SEPs participating in the 2008 survey reported operating in 98 cities in 30 states (including the
District of Columbia). A total of 120 SEPs reported budget information for 2008. The reported
budgets for these 120 SEPs totaled $21.3 million, 79 percent of which came from public
(nonfederal) funding.

Table 2. Syringe Exchange Programs Participating in Beth Israel Survey

Numbers of.... 1994-95 1996 1997 1998 2000 2002 2004

SEPs known to

NASEN 68 101 113 131 154 148 174 166 188 186 184
SEPs participating in | 60 87 100 110 127 126 109 118 150 131 123
survey (%) ©8%) | (86%) | (88%) | (84%) | (82%) | (85%) | (63%) | (71%) | (80%) | (70%) | (67%)
R 44 69 78 77 98 97 88 90 113 100 98
participating

States with SEPs 21 29 33 33 36 32 32 29 32 31 30
participating*

Stilefes izl | R 139 17.5 19.4 226 249 24.0 225 276 295 29.1
(millions)

Total of SEP budgets

(in millions of dol- 63 7.3 84 8.6 12,0 13.0 16 145 17.4 19.6 213
lars)

Total of SEP budgets

i oillieins o el 10.8 116 13.0 129 16.8 16.6 13.6 16.3 188 203 213
lars, adjusted to

2008 standard)

Percentage of total

budget from public 62 62 67 69 74 67 76 74 79 73 79
funding

Note: NASEN = North American Syringe Exchange Network

*This category includes the District of Columbia and Puerto Rico.

Source: Centers for Disease Control and Prevention. Syringe Exchange Programs—United States, 2008. MMWR 2010;59(45):1488-1491.
Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5945a4.htm.

5
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Four types of SSPs increase syringe access for IDUs in the U.S.: SEPs, pharmacies, physician
prescription and health care services. SEPs are community-based programs with a specific mission to
increase access to sterile or clean syringes and facilitate disposal of unsterile or used syringes. In
many states, pharmacies simply sell needles and syringes without requiring a prescription. Many
pharmacies also have some provisions for collecting used syringes, including kiosks and drop boxes.

Participation by pharmacies is voluntary rather than mandatory. Physician prescription of syringes
and provision of syringes in health care services are rare.“***’ Yet these models take advantage of
instances in which IDUs may be in contact with health care providers and may be very important
in creating trusting relationships between IDUs and health care providers.

6
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Laying the Groundwork for

Program Implementation

plan and implement syringe services programs (SSPs) in their jurisdictions, including the

importance and necessity of assessing the community’s need and readiness for SSPs, ways of
working with law enforcement and strategies for building strong community relationships. General
principles of community inclusion and creating programs and policies that are culturally, and
linguistically appropriate and reflect the makeup of the community should be incorporated.

’ I Yhis section discusses the various factors that health departments will need to consider as they

All SSP programs should be designed in a manner that enables funded agencies to effectively serve
culturally diverse communities. Specifically, all program components, materials and marketing
messages should reflect the history and culture of the target population and be linguistically-
appropriate. Further, as is standard procedure, all materials should be reviewed and approved by a
content review panel prior to use to ensure community support for the appropriateness of the
materials. Additionally, funded agencies should employ a culturally competent workforce, including
a diverse management team, have organizational policies that support the delivery of culturally
competent services and care and a process for establishing if cultural competency goals have been
met.

3.1 Assessing the Community’s Need for SSPs

The first step in considering whether to implement an SSP is to determine whether the need exists
in the health department jurisdiction. Health departments and/or HIV prevention planning groups
(HPPGs) may identify IDUs as a target population by using assessments of key epidemiological
factors including HIV and/or HCV prevalence and demographics of risk groups, and select SSP as

an appropriate intervention.*

After the needs assessment is complete, health departments may work with HPPGs and other
partners to (1) identify ways to tailor services based on the specific needs of special risk subgroups of
IDUs in the community, (2) select the types of syringe distribution and service delivery models

most appropriate given resources and context and (3) identify potential locations for SSPs. Health
departments may need to educate HPPGs and other partners about IDU-related epidemiological
data and the importance of SSPs as an intervention to further address the shared goal of reducing
HIV in the community.

3.2 Assessing Community’s Readiness for SSPs
This section of the guidelines discusses the importance of assessing the legalities and community
support for implementation of SSPs by the state or local health department.

3.2.1 Legalities Surrounding the Operation of SSPs

Once the health department has determined that a SSP is needed to address the HIV prevention
needs of IDUs, the next step is to assess whether the community is “ready” or receptive to an SSP. A
starting point is to review the laws and ordinances that currently govern SSPs within the health
department jurisdiction. Although some states have explicit laws governing SSPs (e.g., New Mexico
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and Hawaii), most do not. States usually have one or more provisions dealing with the delivery and
possession of syringes, but these were typically enacted to deal with profit-driven criminal activity.
Law enforcement agencies may have their own interpretations of laws governing SSPs, as well as
differing priorities. Consequently, laws that appear similar may be enforced differently depending
on the locale.

For a health department interested in implementing a new SSP or funding an existing SSP, the
challenge is to resolve any confusion about the types of interventions that are legal in a particular
community. Resolving this confusion requires a clear vision of the best approach to achieve desired
public health outcomes, combined with a willingness to work with health department legal advisors
to reconcile any uncertainties. The legal advisors help the health department achieve its goals in a
legally responsible manner. For each SSP model (see Section 5), health departments’ legal advisors
should identify and analyze the laws that govern syringe access.

3.2.2 Building Community Support for SSPs

Providing sterile syringes to IDUs has been shown to reduce sharing of syringes (see Section 2.4).
But like other important public health interventions, in order to successfully implement SSPs, there
must be an enabling environment consistent of support from key stakeholders such as selected
public officials, other government agencies, the general public and consumers. Building community
support for SSPs is an integral part of successful SSP implementation. A careful and systematic
process can help build community support for SSPs, including assembling the facts and intervention
options, assessing stakeholder knowledge and attitudes, and developing an action plan.” As
described below, several steps can be taken to successfully implement SSPs.

Assemble the Facts and Intervention Options

Start by assessing the characteristics of the local IDU epidemic and identifying current modes of
syringe access. SSPs take many forms, and depending on the spatial distribution of IDUs, the
accessibility of pharmacies or other health care facilities, and other relevant factors, more than one
approach may be worth considering. Having identified potential SSP models (see Section 5), health
departments will also need to consult with legal advisors and other stakeholders to discuss the
viability of each prospective SSP option for the specific jurisdictions.

Assess Stakeholder Knowledge and Attitudes

Identify key stakeholders and assess their knowledge of and attitudes toward SSPs. Even a legal SSP
may fail if elected public officials do not support it, the media frames it negatively, or communities
resist it. Police, prosecutors, and public defenders can be engaged to ensure that SSP staff and
participants are not mistakenly treated as lawbreakers. Pharmaceutical industry support is crucial to
SSPs that work through pharmacies.

3.3 Working with Law Enforcement

This section of the guidelines discusses the public law under which the use of federal funds for SSPs
is authorized, certification requirements, and strategies for collaboration between SSPs, health
departments and law enforcement.

3.3.1 An Opportunity for Collaboration
Law enforcement is an essential partner for health departments to achieve beneficial public health
outcomes. Law enforcement officials, prosecutors, the judiciary, and correctional officials are all
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coping with the societal challenges that can result from public health problems such as HIV, HCV,
substance abuse, and mental illness.’**' Efforts to develop more effective, coordinated responses
include law enforcement crisis intervention teams, courts that address drug and mental health
issues, correctional drug abuse treatment programs and transitional services for people leaving jail
and prisons. Health departments can work with other social service agencies to improve the overall
system response to these common health threats and link individuals to appropriate services.

There may be concern that law enforcement officials who oppose SSPs will object to any proposed
location as a way of preventing an SSP from being implemented. However, law enforcement
officials may be willing to generally support implementation of an SSP without providing written
approval for a specific location. It is important to negotiate with law enforcement officials and
receive their approval because of the effect law enforcement can have on injection behavior and SSP
utilization. The language in Public Law 111-117 provides an opportunity to further develop more
formal partnerships with law enforcement. Research and experience show that law enforcement will
understand, accept, and support SSPs.>>>

Addressing the occupational risks to law enforcement officers is good public health practice, and it
demonstrates the benefits of SSPs. Law enforcement officials and other first responders may need
education and services to reduce their own occupational health risks and better understand the
public health benefits of SSPs. For example, law enforcement officers may experience and worry
about needlestick injuries during encounters with IDUs.?® #” SSPs are associated with reduced risk of
needlestick injuries to law enforcement officers.”® Law enforcement may also benefit from, and
appreciate, access to protective training and equipment from SSPs, as well as to prophylaxis after an
injury.

3.3.2 Taking Action

Like other large organizations, law enforcement organizations can be diverse, decentralized and
challenged in the uniform implementation of policies. One metropolitan area may have numerous
law enforcement agencies, many district legal attorneys and multiple correctional facilities with
varying levels of support for SSPs. Support at the organizational top level does not guarantee the
same level of support at the street level, and vice versa. In this section, we describe recommended
approaches for working with law enforcement organizations.

Importance of Top-Level Support

Claims that SSPs encourage drug abuse and/or crime have been proven unfounded.””*° Open and
unambiguous public support for SSPs among political and social leaders, including the local media,
reinforces the need to work with law enforcement officials. Winning support from law enforcement
unions and peer organizations such as fire and rescue departments can also help. For example, if the
district attorney’s office will not prosecute syringe possession or drug residue arrests, law
enforcement officials are less likely to make these types of arrests. Addressing related issues, such as
access to drug abuse treatment, syringe disposal, and drug overdose, can broaden the base of
community support for SSPs. Top-level support within the political and law enforcement leadership
may also help ensure that clear messages about the value and legality of SSPs are transmitted to
mid-level law enforcement managers and it will provide SSP staff with points of contact regarding
issues of law enforcement interference.

9
Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020 Page 60 of 109



Importance of Support from Law Enforcement Officers on the Street

Although street-level law enforcement officers often have considerable experience interacting with
and observing IDUs, some law enforcement officers may not be aware of the public health aspects
of drug use and infectious diseases, such as HIV. Health departments and SSP staff play a pivotal
role in communicating the public health benefits of SSPs, and can provide guidance, as needed, on
ways to decrease health risks to law enforcement personnel when interacting with IDUs or handling
syringe equipment on the streets. Formal training can be challenging both financially and
logistically for SSP operators. Consequently, it is important to build good relationships with police
on the street and mid-level commanders, and to consider these activities in SSP budgets.

Open Dialogue between Law Enforcement and SSPs

Building good relationships with law enforcement usually takes time, and the results may vary.
Health departments can act as a liaison between SSPs and law enforcement to ensure that
communication between these two entities is effective. Most SSPs have a Community Advisory
Board or a Board of Trustees. By including law enforcement representatives on these boards, health
departments can also help build support and ensure that communication flows both ways.

3.4 Building Community Relationships

SSPs operate best in a supportive community environment. Staff, volunteers, and SSP participants
should be involved in community engagement programs. Several strategies have proven effective
across a broad range of programs and locations, including: (1) building relationships with
community leaders, officials, opinion leaders, law enforcement, public health officials, religious
leaders and groups, and businesses most affected by SSP site location; (2) educating the community
about drug use, SSPs, and safe syringe disposal; (3) framing messages about SSPs to emphasize the
community benefits, including reduced HIV and HCV infection rates, proper syringe disposal and
cost-effectiveness; (4) understanding and addressing the concerns of resistant stakeholders in the
community; (5) recruiting staff and volunteers who represent the community where the site is
located; and (6) involving IDUs in the SSP planning process so their voices and concerns are heard.

This section discusses ways to build relationships with neighborhood groups, potential program
participants, pharmacies and pharmacists, and waste management organizations.

3.4.1 Neighborhood Groups

Neighborhood groups can facilitate or impede the location of new SSP sites or maintenance of
existing sites. Thus, it is important to partner with the following groups: medical and social service
providers, neighborhood and/or homeowners associations, business owners, schools and faith-based
groups.

A good way to work with neighborhood groups is to first meet with their boards and ask to
participate in or present at larger group meetings. It also can be helpful to become a member of
neighborhood groups when possible; however, membership requires that SSP staff members
consistently attend and participate in group activities. If appropriate, including both a staff member
and an SSP participant in the neighborhood groups may be helpful. IDUs’ concerns should be kept

in mind when participating in community meetings.

Presentations to community groups ideally convey the community-level benefits of SSPs, such as
reduced HIV and HCV infection rates, proper syringe disposal, and cost-effectiveness. Presentations
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are opportunities for education and open dialogue, and it is helpful to anticipate concerns within
the community and to come prepared with data and answer difficult questions.

3.4.2 Reaching Potential SSP Participants

To reach potential program participants, outreach workers need to have the IDU community’s
support and trust. Contacting IDUs initially may require time and patience but will help build a
good foundation for the outreach effort. When outreach workers first approach potential SSP
participants, they should introduce themselves and indicate the agency in which they work. Initially,
outreach workers should be sensitive to any cues the potential participant provides to indicate she/
he is not interested in talking at that moment. They can simply let people know what services are
provided and when they are offered. It is important for outreach workers to develop a comfortable
relationship, while also keeping outreach and service delivery as priorities. Maintaining potential
SSP participants’ confidentiality is of the utmost importance, especially when program staff are
talking with people in groups and people’s personal information might be overheard. As they build
a relationship with participants, outreach workers can discuss safer injection methods and health
matters with them in a way that does not seem threatening. Furthermore, culturally competent
outreach practices consider the distinct needs of IDU subpopulations (e.g., MSM, women, youth
and transgender persons) and also help build support for the program within the community.

Another good resource for conducting street outreach is peers, because they have access to social
networks of IDUs. Since they are a part of the IDU community, they may be able to gain peoples’
trust faster than non-peer workers. In addition, peers often know the best locations for outreach
efforts, can foresee potential challenges to getting IDUs into the program and can help outreach
workers assess situations and offer solutions.

When an agency engages in street outreach, it is important to consider the safety of outreach teams,
including secondary exchangers (see Section 5.3); culturally appropriate personnel and attire;
culturally relevant educational materials and supplies; training and materials for safe syringe
disposal; outreach worker training in overdose prevention, recognition and response; and procedures
for documentation of outreach activities, including any adverse incidents.

3.4.3 Emergency Departments

For some IDUs seeking health care services for detoxification, wound infections, abscesses and
overdose, emergency departments may serve as access points to locate and recruit IDUs for SSPs.
Emergency departments can refer IDUs to SSPs for not only sterile syringes, but also for wound
care and overdose prevention education, HIV and STD screening, and substance abuse treatment
services. SSPs can provide information about the partnering medical facility and refer IDUs for
medical care. Other potential partnership strategies may include having a medical practitioner
imbedded within a fixed site or mobile-based SSP, and SSP staff accompanying IDUs to emergency
departments to better facilitate access to medical care.

3.4.4 Pharmacies and Pharmacy Organizations

Pharmacies and pharmacists can not only provide sterile syringes to IDUs, they can also be a good
resource and a strong ally for other SSP modalities. As health care providers who generally work
with large and highly diverse populations, pharmacists may be willing to speak directly with their
colleagues about SSPs. Professional pharmacy organizations, most of which are registered with their
state pharmacy governing body, and pharmacy schools have regular meetings and conferences that
can be important venues for presentations on issues related to community health. To reach
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pharmacists working at large chains, contacting the pharmacist supervisor at the parent company
and offering to work with them on strategies to get information to other pharmacists within the

company are often good strategies.’*>

After determining the geographical reach of the SSP, the SSP can easily locate all of the pharmacies
through the telephone book or the internet. It is recommended to telephone or approach
pharmacists in person and schedule times to come in and talk to them about the SSP*° Successful
SSP outreach to pharmacists should include information and handouts about: (1) the local
program(s), including the available services, target population demographics, and the location and
hours of sites; (2) local laws that might allow them to enhance syringe access independently of the
SSP; and (3) general education about common concerns (e.g., “Will SSPs increase discarded
syringes?”,“Increase crime?”,“Increase drug use?,” etc.); and (4) the epidemiological evidence for SSP
efficacy.”®” It also may be useful to maintain a list of supportive pharmacies and the services they
are willing to provide to IDUs, their hours and locations, and all of the necessary information for
IDUs to use the services.

3.4.5 Waste Management for Syringe Disposal

As part of building community partnerships, it is useful to engage city, county or state waste
management boards and their leadership, meet with them to introduce the program, and outline
waste management plans. Working with waste management staff is a good way to discuss how to
expand syringe disposal through hazardous waste disposal programs already in place or stand-alone

syringe disposal kiosks.

12
Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020 Page 63 of 109



Operating Principles of SSPs

everal elements should be considered in developing local operating principles for syringe

services programs (SSPs). This section first describes strategies to reduce the consequences of

drug use, the philosophy underpinning SSP operating principles. Also provided in the section
is a detailed description of program implementation, registration procedures, three types of syringe
transaction models, safe syringe disposal practices, and the types of health and social services that
can be offered on-site or through linkages with outside agencies.

4.1 Reducing Drug Use Consequences

Opver time, strategies like SSPs reduce the risks and negative effects associated with substance use
and addictive behaviors for the individual, the community and society as a whole. While one must
take care not to promote drug use, these strategies consider the situations drug users are in by
addressing the conditions of drug use. The following principles represent a general understanding of
the underpinnings of such interventions:

* Drug use is complex, encompassing a spectrum of behaviors from occasional use to extreme
abuse.

* All illegal drug use is harmful. Some forms of drug use are manifested differently than others in
terms of the mental and physical health consequences (e.g., overdose, HIV and HCV
transmission risks).

*  Social inequalities, such as poverty, racism, classism, past trauma, social isolation and sex-based
discrimination, influence people’s ability to deal with drug use and its consequences effectively.
Additionally, environmental factors, like drug availability and non-enforcement, can lead to
different outcomes of drug use.

* DPeople in recovery from drug addiction should be involved in the creation and implementation
of SSP programs and policies. Services need to be provided in a manner that will help to guide
people into services rather than keep them from accessing needed services. Services need to be
available to everyone, regardless of gender, race/ethnicity, age, socioeconomic status or sexual
orientation.

* Drug users are primarily responsible for reducing the negative outcomes of their drug use. Thus,
SSPs strive to get drug users to share information about strategies that might work in their
situations and support each other in using those strategies.

4.2 Program Registration

In many SSPs, the formal establishment of a relationship between IDUs and the SSP begins with
intake or enrollment. It should be noted that SSPs often do not have established enrollment or
program registration procedures. However, the enrollment experience can be important in gaining
the participant’s trust and setting the tone for future interactions. To accommodate participant
needs and encourage enrollment, initial intake procedures should be kept to a minimum. However,
SSP staff may need to use a longer intake process for referral to additional services, such as medical
care or social services.

Collecting information may decrease participants’ anonymity, which may reduce the likelihood that
participants will access services. Asking participants to provide government-issued identification
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(ID) at enrollment may also deter people from using the SSP, and not everyone has a government-
issued identification (ID) cards.

SSP REGISTRATION CAN SERVE THREE POTENTIAL PURPOSES:

1. The registration process can serve as a formal welcome to the SSP and provide an opportunity
for educating participants in the range of services offered and assessing participants’ needs.
However, it is important for the program to take cues from participants in terms of how much
to engage them at first, because some people may initially be reluctant to disclose information
or stay at the site for any length of time.

2. In some jurisdictions, SSP participants may receive legal protection for possessing needles if they
are registered in the SSP. However, SSPs without formal enrollment procedures also can provide
legal protection to their participants.

3. By registering participants, the SSP can collect statistical data that staff can use to monitor the
program. The purpose of monitoring is to ensure that the program is operating in conformity to
its design, reaching its specific target population, and achieving anticipated implementation
goals (see Section 6). Future monitoring activities can then be linked to the same participant
through a unique participant code.

Table 3 presents the types of information that might be collected at intake/enrollment. This list
offers a range of ideas and is not an intake template.

4.2.1 SSP Identification (ID) Cards

In areas where SSP participants receive legal protection for needle possession as a result of being
formally enrolled in the SSP, ID cards can be a useful tool. Using ID cards can also facilitate
transactions once participants have been enrolled in the program. Similar to other enrollment
procedures, the use of ID cards should be instituted only if there is a clear benefit to the participant,
such as legal protection. Using ID cards may cause concerns about the lack of anonymity for
program participants. If ID cards are used, it is recommended that the program construct unique
codes using non-identifiable information the participant can easily recall, such as a combination of
mother’s maiden name initials and their month and year of birth.
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Table 3. Types of Information Potentially Collected at Syringe Services Program Intake

Information Purpose

First name only Identifies the individual as a participant, which may protect him/her from law enforcement
Initials As an alternative to participants’ names

Birth year To describe the service population

ZIP code or area of current To describe the program’s reach and identify geographic areas where there are gaps

residence

Sex or gender To describe the service population

Sexual Orientation To describe the service population

Race/ethnicity To describe the service population

Preferred Language To tailor program services to participants’ needs

Injection frequency To estimate syringe needs for needs-based distribution models (see Section 4.3.1)

To evaluate program services and tailor them to participants’ needs.
Drug preferences

Medical Home To identify access point for medical care for program planning and referrals

To identify needed medical, substance abuse, and mental health services for program

Access to Other Services . o
planning, referrals, and quality improvement

Social Determinants of

Health To identify homelessness, unemployment, and other social factors for program planning and

referrals

4.3 Syringe Transaction Models

The goal of SSPs is to provide as close to 100 percent syringe coverage as possible, which means a
sterile syringe for every injection of every IDU in a jurisdiction. SSPs typically use one of three
types of syringe transaction models: needs-based/negotiated distribution, strict one-for-one exchange
and one-for-one plus exchange. Although there is little published research on the comparative
efficacy of the three model types, subject matter experts agreed that all three types are in common
usage and that each has a set of strengths and limitations. Programs will need to consider available
resources and requirements of funders when selecting the type of syringe transaction model to
implement. The sections below describe the different types of syringe transaction models followed
by a discussion of the strengths and limitations of each.

4.3.1 Needs-Based/Negotiated Distribution

In the needs-based/negotiated syringe distribution model, the program does not set a limit on the
syringes a participant can receive regardless of the number of returned syringes. Although SSPs
using this model generally encourage participants to return used syringes, participants can still
receive sterile syringes even if they do not. The number of syringes distributed is negotiated based
on the participant’s need, taking into account the number of people the participant is serving, the
frequency of injection and the length of time until she/he can next access the SSP. Some SSPs place
an upper limit on the number of syringes distributed under this model (e.g., 100 or 500-syringe
limit), but they do not place a limit on how often a participant can access services.

4.3.2 Strict One-for-One Exchange

Strict one-for-one exchange programs provide SSP participants with the exact same number of
sterile syringes that the participant brings in for disposal. For example, if the participant disposes of
14 used syringes at the SSP, then she/he receives 14 new, sterile syringes in return. With this model,
participants cannot get sterile syringes if they do not bring in any used syringes for disposal.
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However, some SSPs that employ strict one-for-one exchange models issue one or more “starter kits”
when participants enroll in the program to lessen the risk of syringe sharing. They might provide 10
sterile syringes the first time someone comes to the SSP even if the participant has no used syringes

for disposal.

In cases where participants do not want to receive as many syringes as they returned during a single
transaction, the SSP using one-for-one exchange can issue a voucher (similar to an “IOU”). For
example, someone may return 300 syringes but only wants 10 syringes at that time. The SSP can
give the participant a voucher for the other 290 syringes that she/he can redeem at another time.
Vouchers are also useful when SSPs do not have enough supplies to complete the exchange or when
there are limits on the number of syringes a participant can get during a single transaction. SSPs
should consider recording the voucher on-site in case participants lose their vouchers, but recording
this information would affect anonymity unless SSPs use a unique participant code.

4.3.3 One-for-One Plus Exchange

One-for-one plus exchange programs modify the basic concept of the strict one-for-one exchange
programs by providing some predetermined number of extra syringes beyond one for one. For
example, these programs often provide 10 extra syringes regardless of the number of disposed
syringes brought in, and even if no syringes were returned for disposal they could receive 10 new
syringes. Other such programs allow two-for-one exchange schemes up to a certain limit. For
example, if a participant disposes of eight syringes, she/he receives 16 sterile syringes. A voucher
system, described in Section 4.3.2, can also be used with one-for-one plus exchange models.

4.3.4 Strengths and Limitations of Each Syringe Transaction Model

Prior research has shown that the needs-based/negotiated distribution model is best at achieving the
goal of reaching as close to 100 percent coverage as possible, followed by the one-for-one plus
exchange model and then the strict one-for-one exchange model.* The main drawback of the strict
one-for-one exchange model is that people who have no used syringes to dispose of are unable to
receive any sterile syringes. People could have many legitimate reasons for not returning their used
syringes. For example, their syringes may have been confiscated by law enforcement, stolen by peers
or taken by family members. For reasons of public safety or fear of law enforcement action, IDUs
may choose to safely dispose of syringes at the time of injection as opposed to carrying them around
until the next time they access an SSP. If IDUs are not provided sterile syringes at an SSP because
they did not have any used syringes to dispose of, they may use unsterile syringes from their
associates, which defeat the purpose of SSPs.

Another potential drawback of a strict one-for-one exchange model may be a lack of uniformity in
its implementation by staff. Staff members may relax the strict one-for-one exchange rule to further
encourage safer injection, which can create a scenario in which participants favor certain staff
members who appear to be willing to bend the rules. The legitimacy of the program can be called
into question by participants and/or the community if there are inconsistencies in applying the
rules. Thus, the one-for-one plus exchange model provides staff a built-in alternative to denying
syringes without returns.

Although the needs-based/negotiated distribution model is better at increasing syringe coverage to
both primary and secondary exchangers, programs may have other reasons for using a one-for-one
plus exchange model. In some communities, it is more politically palatable to assure everyone that
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the program is exchanging needles as opposed to distributing them. The one-for-one plus exchange
model may also be better than the needs-based/negotiated model at encouraging IDUs to access the
SSP more often, which may increase opportunities for them to dispose of used syringes and the
chances they will use other services, including HIV testing and drug treatment. Lastly, the needs-
based/negotiated model may require spending more money on syringes, which depends on budgets
and funding agencies.

4.4 Safe Syringe Disposal

All disposal venues, including SSPs, must comply with federal, state and local regulations for
disposing of used syringes, which qualify as regulated medical waste (RMW). According to these
regulations, health departments must work with SSPs to ensure proper disposal of used syringes.
Proper disposal of used syringes is critical to protecting individual health and public safety. Safe
disposal procedures help prevent accidental needlestick injuries among staff, volunteers, participants
and the public. Infectious diseases can be transmitted during an accidental needlestick; therefore,
the experience can be very stressful for the people involved. Furthermore, making disposal resources
available to IDUs helps reduce the amount of syringes and other injection equipment found “on the
street,” helping to protect the SSP from public scrutiny.

SSPs must document policies and procedures governing disposal of RMW and supervise disposal to
ensure that staff and volunteers are adhering to the rules. It is also important to examine statewide
regulations for the proper handling and disposal of RMW. A state-by-state RMW resource locator

can be found at http://www.envcap.org/statetools/rmw/rmwlocator.html
The following suggestions may help guide safe disposal procedures:

* Examine potential partnerships with waste management companies to obtain and dispose of
RMW.

* Reserve funds to hire a private waste management service to collect and dispose of RMW. In
many cases, these services include any necessary supplies to properly package RMW for disposal.
Hiring a service also helps document proper disposal of used injection supplies.

* Do not require that returned syringes be counted by hand. Estimates can be made by
observation or by weighing the returned syringes to determine the number of syringes disposed
of for monitoring purposes.

* If the SPP uses a mobile unit, close sharps containers when the vehicle is moving in case the
vehicle stops short or there is an accident. Similar strategies should be used when conducting
street outreach.

4.4.1 Prevention of Occupational HIV Transmission among SSP Staff

As is the case for other health care workers, SSP staff can be at risk for acquiring HIV from
needlestick injuries and cuts during syringe exchange and disposal. To prevent the occupational
transmission of HIV, CDC offers these recommendations:®’

SSP staff should assume that blood and other bodily fluids from SSP participants are potentially
infectious, therefore requiring infection control precautions at all times including:

* routine use of barriers (e.g., gloves, goggles, closed-toe and closed-heel shoes) when anticipating
contact with blood;
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* immediate washing of hands and other skin surfaces after contact with blood or body fluids;
and
* careful handling and disposing of sharp instruments during and after use.

Although prevention of occupational HIV transmission is the most important strategy, SSPs should
have plans in place for post-exposure management of staff. CDC has issued guidelines for
management of health care worker exposure to HIV and recommendations for post-exposure
prophylaxis (PEP).”® These guidelines provide considerations in determining whether health care
workers should receive PEP and in choosing the type of PEP regimen. For most HIV exposures
that warrant PED, a basic four week, two-drug (multiple options) regimen is recommended. For
HIV exposures that pose an increased risk of transmission (due to infection status of the source and
type of exposure), a three-drug regimen may be recommended. Issues such as delayed exposure
reporting, unknown source person, pregnancy in the exposed person, resistance of the source virus
to antiviral agents and toxicity of PEP regimens are also discussed in the guidance. Occupational
exposures should be considered urgent medical concerns.

SSPs should demonstrate continued due diligence to reduce the risk of occupational HIV
transmission by:

- training all staff in infection control procedures and the importance of reporting occupational
exposure; and

- promoting and monitoring the availability and use of safety devices to prevent sharps injuries,
and developing a post-exposure management plan.

4.5 Health and Social Services: Provision and Linkage

IDUs participating in SSPs may need services to prevent HIV and HCV infection and to address
other health and basic human needs. CDC’s National Center for HIV/AIDS, Viral Hepatitis, STD,
and TB Prevention (NCHHSTP) has developed a strategy called Program Collaboration and
Service Integration (PCSI) to help health departments, CBOs and other NCHHSTP-funded
entities improve health outcomes, efficiency and cost-effectiveness. PCSI is a mechanism for
organizing and blending interrelated health issues, activities, and prevention strategies to facilitate a
comprehensive delivery of services.® SSPs and state and local health departments can use PCSI to
structure health delivery to populations of IDUs and specifically to address the challenges associated
with integrating services at an SSP location or through linkage to community service providers.

The key principles of effective PCSI include the following:*

Appropriateness: Integration of services must make epidemiologic and programmatic sense and
should be contextually appropriate.

Effectiveness: Prevention resources cannot be wasted on ineffective or unproven interventions.
Flexibility: Organizations need the ability to rapidly change and assemble new prevention services

to meet changing epidemiology, population demographics, advances in technology, or policy/
political imperatives.
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Accountability: Prevention partners need the ability to monitor key aspects of their prevention
services and gain insight on optimizing operations.

Acceptability: PCSI must lead to improved acceptability to clients, programs, and providers
through improved quantity and quality of the integrated services.

With PCSI principles as the foundation, the next sections outline strategies SSPs can undertake to
increase access to services, describe the array of services that SSPs can offer and discuss how to
decide whether to provide services on-site or through referral agencies.

4.5.1 Strategies to Increase Access to Services
SSPs can enhance their success by employing the following strategies:

* Establish collaborative relationships with referral agencies.

*  Make referrals, when possible, to social service agencies that aim to reduce drug use and its
consequences.

* Address barriers to accessing services (e.g., financial, transportation, child care, bench warrants).

* Have designated staff call ahead and escort participants to referral sites and advocate for their
care.

Health departments can work with community agencies to ensure that SSP participants are able to
access services. Specific strategies include the following:

* Develop protocols for referrals to relevant medical, mental health, substance abuse treatment,
and social services.

* Identify points of contact within each referral agency that can facilitate SSP participant access to
needed services.

*  Work with SSPs to train other agencies about SSPs.

* Provide incentives or mandates for collaboration with SSPs, including referrals to SSPs by
community agencies.

* Address barriers to care at community programs, including stigmatization of drug users and
abstinence as a requirement for receiving services.

*  Support flexible community programs that are inclusive of drug users.

* Involve state hepatitis/HIV/sexually transmitted disease (STD) coordinators.

Using a combination of motivational interviewing and financial incentives has shown promise in
increasing enrollment of referred participants in drug abuse treatment.”

4.5.2 Specific Health and Social Services

Education and Counseling

SSPs play an important role in providing information and counseling to IDUs that allow them to
reduce the consequences associated with drug use and to increase their general well-being. SSP staff
can benefit from training on providing accurate information and using evidence-based approaches
to counseling. Educational materials need to be accurate, up to date and matched to the population
served in terms of cultural relevance, language and reading level. Specific areas to be covered can
include:
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e SSP services, location and hours;

* Jocal health centers and clinics locations and hours;

* safer injection practices and vein care;

* safer sex practices;

¢ identification and treatment of soft-tissue infections;

* HIV, HCV, HBV, and STD prevention and treatment associated with unsafe drug injection and
sexual practices;

* drug abuse treatment options;

* overdose prevention and response; and

* accidental needlestick response.

Social Services

SSPs can help participants meet basic needs and increase engagement by providing an array of
services that are appropriate for the population served and by providing appropriate referrals for
services not offered on-site. Potential services can include:

* food and clothing distribution;

* hygiene supplies (e.g., feminine products, soap);
e child care;

* telephone, mail, and computer access;

* vocational assistance;

* legal aid; and

* housing.

Medical Care

IDUs have the same preventive and general medical care needs as the general population. However,
they also are at higher risk for specific health problems, such as blood-borne infections and wounds.
Medical services can range from screening to comprehensive care, including:

* HIV, HBV, HCV, tuberculosis (IB) and STD screening;

* linkage to and retention in care for IDUs living with HIV and/or HCV;

* primary medical care;

* pregnancy testing and prenatal care;

* vaccinations (hepatitis A/B, influenza, pneumonia);

* TB prophylaxis;

* wound care; and

* evidence-based complementary and alternative medicine (e.g., to reduce drug dependency,
massage, acupuncture).

Mental Health Services

IDUs using SSP services have a high prevalence of psychiatric disorders, such as major depression
and antisocial personality disorder.®” SSP staff may benefit from training on recognizing the signs
and symptoms of common psychiatric disorders so that appropriate services can be provided on-site
or through a referral agency. SSP mental health services can include:

* screening and referral;

* individual and group therapy;

* psychiatric evaluation and treatment; and
* suicide prevention.
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Drug Abuse Treatment

IDUs using SSP services are often characterized by a high severity of drug dependence and the
abuse of multiple substances.®’ Although they report high levels of interest in drug abuse treatment,
IDUs have relatively low levels of enrollment.®* ©* Barriers to accessing drug abuse treatment may be
related to lack of finances or transportation, an inadequate number of treatment slots and a lack of
dual-diagnosis services.

Locating drug abuse treatment services on-site at SSPs can be an effective solution. Community
drug abuse treatment programs that do not have restrictive eligibility criteria enable more SSP
participants to use the services. Services available on-site or by referral can include:

* assessment, counseling and referral;

* drug counseling and support groups;

* buprenorphine treatment for opioid dependence (on-site or by referral);

* methadone treatment (payment vouchers and dedicated SSP treatment slots facilitate entry);
* medically assisted detoxification; and

* residential treatment.

Overdose Prevention

Overdose is a major cause of mortality among drug users,* and SSPs can address overdose
prevention and response with both staff and participants. Naloxone is a drug used to counter the
effects of opiate overdose. Making naloxone available to trained staff, volunteers, and participants is
a recommended evidence-based strategy that reduces opioid overdose fatalities.®® Key overdose
prevention strategies include:**

* providing comprehensive training on overdose prevention, recognition and response for all SSP
staff and volunteers, including rescue breathing and the use of naloxone;

* developing protocols for responding to overdoses on-site;

* educating program participants about overdose prevention and response; and

* making naloxone available to program participants, if resources permit.

4.5.3  Provision or Linkage

Based on multiple factors, including location, financial constraints, availability of community
resources and participant preference, SSPs will need to decide to either co-locate services or provide
linkages to community resources. Research and SSP experience suggest that co-location of services
has advantages in both acceptability and effectiveness for SSP participants® because IDUs have
relatively low rates of utilization of community services. Consequently, the SSP may be the
participant’s only or most trusted point of contact with service agencies. Moreover, providing
services on-site increases utilization rates. For SSPs operating in areas with limited community
resources, on-site services may be the only option.

Using community linkages to provide services also has advantages, because these collaborations can
help organizations broaden their mission, develop more comprehensive strategies, ensure that
participants receive high-quality services, minimize duplication of services and make the most of
available resources.
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Service Delivery Models

arious service delivery models can be used to make syringes available. SSPs may find that

the best approach is to use a single model exclusively or to combine models to expand the

program’s reach. When choosing a service delivery model, SSPs will find the results from the
needs assessment process helpful. Model selection should be driven by numerous factors such as
available resources and budget, the organizational infrastructure, local political concerns, availability
of staff and volunteers, and the local drug subculture and geographic context. Staffing needs may
vary depending on service modality as well as participant volume. For solely distributing and
disposing of syringes in low volume programs, adequate coverage can be achieved with as few as two
people. However, a minimum of four workers would be preferable for high volume programs. Job
tasks break down as:

* syringe distribution;

* syringe collection;

* tracking of basic demographics; and
* referral to services.

Staffing needs increase as more services are added to accompany syringe distribution and collection.
The following sections briefly outline the inherent strengths and potential limitations of different
SSP models, including fixed site, mobile/street based, secondary/peer delivery, delivery and
pharmacy provision. Next, we present factors that affect the choice of syringe service modalities in
rural settings. The section closes with a discussion of the benefits of blending program models to
achieve the highest possible coverage.

5.1 Fixed Site

Fixed-site models include hospital/clinic-based settings, integrated syringe access services, and
collaboration or satellite structures. Typically in fixed-site models, the SSP is located in a building or
specific location, such as a storefront, office, or other space with street-level access. Fixed sites work
best in health jurisdictions where IDUs are clustered in a somewhat centrally located area.

The strengths of fixed-site models include the following:

* It is easier for other social service agencies to refer their clients to the SSP because there is a set
location with predictable hours.

*  Other services can be integrated with SSP activities, including HIV, HBV, and HCV testing;
STD testing; TB screening and prophylaxis; food provision; buprenorphine treatment; abscess
and wound care; and overdose prevention.

* Having a permanent site makes it easier to tailor the space to the needs and preferences of the
participants.

* Computer-based systems (e.g. electronically tracking inventory of syringes) can more easily be
supported in a set indoor location.

*  SSP services can be provided in private.

* The location provides shelter from weather and street-based activities.

*  On-site storage space may be available to house materials.
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The potential limitations of fixed-site models include the following:

* A fixed-site is more costly to maintain because of higher overhead and upkeep.

*  Drug users may be reluctant to go to the site because of concerns about stigma.

* It can be challenging to stay abreast of and adapt to changes in the drug scene (e.g., if the SSP’s
location is no longer close to where IDUs congregate).

* The community may not support the site’s location.

* Participants must come to the site, which can be a barrier if IDUs are spread apart
geographically and do not have transportation.

5.1.1 Hospital/Clinic-Based Settings

One fixed-site model of syringe access is locating services at a hospital or clinic-based setting. In this
model, IDUs who come to hospitals or clinics can obtain syringes from health care providers and
dispose of them there.®> Distributing syringes from hospitals may be appropriate in health
jurisdictions with greater restrictions on other SSP models and is often used in conjunction with

other types of models.
The strengths of hospital/clinic-based settings include the following:

*  Access to syringes may be greater with this type of model because doctors in hospitals can more
easily write prescriptions for syringes.

*  Ons-site procedures exist for disposing of RMW.

* It is easier to conduct overdose prevention, including providing a prescription for naloxone.

* Exchanges can take place more privately.

* It is possible to provide clients with immediate medical care for abscesses and other wounds or
health issues.

* HIV and/or HBV and HCV testing exists on-site.

* Concerns about stigma are lessened because visiting hospitals and clinics is not associated
specifically with drug users.

The potential limitations of hospital/clinic-based settings include the following:

* It requires IDUs to identify themselves as IDUs to their health care providers, which means they
lose anonymity.

* Staff and clinicians in particular, may have to overcome preconceived notions about drug use
and drug users.

* Many IDUs have had negative experiences in hospitals and clinics (i.e., poor medical treatment,
stigmatization), which may lessen their interest in going there.

*  Securing resources may be difficult.

* The environment may be too “clinical” and uninviting.

*  Staff will likely need regular cultural sensitivity trainings.

*  Pre-existing rules and regulations may make it challenging to implement certain services (e.g.,
Hospitals and clinics may require the confidential collection of identifying information from
SSP participants. This expectation would conflict with a SSP that permits anonymous access to
services by participants.)
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5.1.2 Integrated Syringe Access Services

In the integrated syringe access services model, an organization that is already serving IDUs in a
fixed site adds syringe services to its existing set of services, rather than creating a separate SSP. In
some cases, syringe services in these settings may be restricted to participants who are enrolled in the
parent program, rather than being advertised and made available to all IDUs. Methadone
maintenance treatment programs, homeless shelters, case management programs, research or clinical
studies, and housing providers are all suitable settings for integrated services.

The strengths of integrated syringe access services include the following:

* This model may be easier to implement from a public relations standpoint because the
community will already be accustomed to the organization and its participant base.

* Co-location of services increases IDUs’ access to other services.

* The cost of this model can be relatively low if integration of syringe provision occurs within the
current organizational framework.

* It easier to spread the word about services because there is an established participant base.

The potential limitations of integrated syringe access services include the following:

* Program success may be hampered if SSP services are not prioritized by the agency.

* There may be a lack of culturally appropriate materials.

* Program autonomy may be limited because of multiple funding streams.

*  Staff will need cross-training.

* If the agency also serves non-IDUs, interactions between IDUs and non-IDUs may pose
problems.

* The addition of syringe services may require additional engagement with relevant stakeholders
(e.g., waste management for syringe disposal).

5.1.3 Collaboration or Satellite Structure

In the collaboration or satellite structure model, existing SSPs provide syringe services at partner
social service agencies in fixed sites in the community (e.g., social services, shelters). It requires that
the SSP provide capacity-building training for the partner agency. This approach works best in
health jurisdictions where SSPs are supported and there is a need to increase access through multiple
modalities. The strengths of collaboration or satellite structures include the following:

*  Access to services may be enhanced through additional locations and expanded operating hours.

* The existing participant base of IDUs can help advertise the availability of syringe services with
their peers.

* The parent program has experience managing public relations, which may help increase
community support for syringe services.

Additional operational and human resource costs may be offset because the parent organization
already has the requisite systems and expertise, an established training program and sufficient staff

to implement the additional services. It may expand the program’s reach by attracting new groups of
IDUs.
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The potential limitations of collaboration or satellite structures include the following:

* It may be challenging to keep track of inventory if specific systems for doing so are not in place.
* The parent organization and satellite site may have different policies or procedures, which can
lead to inconsistencies or discord.

5.2 Mobile/Street Based Programs

Mobile/street-based programs are conducted on foot, by bicycle or by vehicle (e.g., van, bus or
recreational vehicle). This method is also referred to as outreach. Many mobile SSPs stop at
specified locations and times, whereas others may simply roam unplanned. Although this model is
often combined with a fixed-site program, it may also operate independently. This model is well
suited to health jurisdictions where IDUs do not congregate in centralized locations or where
participants have limited transportation options.

The cost for mobile sites can vary based on the style of outreach implemented and the
transportation needs. For example, some mobile sites involve setting up a cart with supplies on a
street corner, whereas others use recreational vehicles. Aside from the cost of a vehicle, other costs
must be considered, including automobile insurance, parking, maintenance and gasoline. Training
should emphasize security and safety. To ensure staff safety, it is also important to collaborate with
law enforcement and other community stakeholders about the program.

The strengths of mobile/street-based sites include the following:

* The program may encounter less resistance from the local community because it will not attract
congregations of IDUs.

* Mobile sites offer heightened flexibility and the advantage of being closer to a street drug
market, increasing accessibility for IDUs who are unable to come to a fixed site.

* The program can adapt to changes in the drug scene or neighborhood and can relocate to
places where IDUs congregate.

* The existing participant base of IDUs can help promote the time and place of services to their
peers.

* The informal and easily accessible location may help put participants at ease.

The potential limitations of mobile/street-based sites include the following:

* It is less anonymous, because people can see who is using the services in the community.

*  Staff need to have a valid driver’s license if a motor vehicle is involved.

* Services can be interrupted if the vehicle needs to be repaired.

* It can be harder to provide additional services that require a physical location.

* The work conditions can be stressful for staff because of inclement weather or concerns about
safety.

* Supplies need to be stored elsewhere and transported to the sites.

* Darticipants may be reluctant to come to the SSP in inclement weather.

* It can be costly to maintain because of expenses related to vehicle maintenance and insurance.

* It may be more challenging to obtain law enforcement support (thus, SSP certification) for
mobile routes comprised of multiple locations.
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5.3 Secondary or Peer-Delivery Models

Secondary or peer-delivery models involve SSPs providing IDUs with syringes to distribute and
disposal options to their drug-using networks. Peers often get compensated for providing syringe
services in a variety of ways. Often, they are paid a stipend. In other cases, they voluntarily provide
the services. Ongoing capacity building is both a necessity and a perk for peers. Secondary access is
typically combined with a fixed site, such that peers can come to a fixed site and obtain and dispose
of syringe equipment that they then provide to other IDUs in their social networks. However, it is
also possible to arrange transfer of equipment through pick-up or delivery. Secondary models
require a training program that builds the capacity of IDUs to deliver syringe services to their peers.
Secondary and peer-based models need to have established policies, procedures and legal protections
for peers. Legal restrictions regarding the distribution of paraphernalia may limit peer-delivery
options. Secondary models are best suited for health jurisdictions that are very large geographically
and where IDUs tend not to be congregated in dense areas.

The strengths of secondary or peer-delivery models include the following:

* For a low cost, the program can reach many IDUs in geographically distant locations.

* Peers’ knowledge of the drug market and local drug scene can extend the program’s geographical
reach.

*  Groups of IDUs who may be less likely to visit an SSP can still get sterile syringes and dispose
of used ones safely.

*  Peers may feel empowered by conducting a public health service in their community.

The potential limitations of secondary or peer-delivery models include the following:

*  When peers collect and transport other participants’ used injection equipment, they face safety

issues.

* It can be difficult for peer workers to separate out their roles as SSP providers and IDUs in the
community.

* If peers are unavailable (e.g., quit using, get arrested, move away), IDUs lose their access to
supplies.

* Significant costs are associated with training and supervising secondary exchangers.
* Lack of appropriate oversight could result in misinformation disseminated to IDUs.

5.4 Delivery Model

The delivery model involves the delivery of injection supplies to a prearranged site, such as a house,
apartment, hotel, shooting gallery or other prearranged location. Service delivery can take place on a
regular schedule or by appointment. It is a direct means of observing the more private aspects of
participants’ living situations, and services can be developed and tailored to meet those needs.
Medical and nutritional services, overdose prevention, directly observed therapy and safer injection
education, for example, can all occur in the privacy of a person’s home. When syringe delivery staff
members are in participants’ homes, consideration needs to be given to legal concerns about
reportable conditions, such as suspected child abuse. On the one hand, parenting skills can be an
educational component of delivery; on the other hand, delicate and fragile relationships can be
affected by legal requirements.
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It may be best if site managers and landlords of the facilities are informed that unspecified social
services are coming to the location. Promotion can occur by outreach workers and through the
facility’s management, as well as through IDU networks. Delivery is an excellent option in rural
jurisdictions, where there are often large geographical areas to cover and privacy is of utmost
importance. Delivery may be combined with mobile or fixed sites. Enhanced training for staff and
volunteers on safety and confidentiality of participants’ needs is necessary.

The strengths of delivery models include the following:

* This form of syringe access is more discreet and consequently reduces negative reactions from
the neighboring community, which is rarely aware of the program activity.

* Since participants do not have to transport used injection equipment, it reduces needlestick risk
and potential involvement with law enforcement.

* It can be easier to begin a delivery program than other program models due to the reduced need
for a physical space.

* Information sharing about injection practices, health, and other issues can occur more privately.

* Participants’ safety is enhanced if they do not need to leave their home.

* It increases access to IDUs who may be less likely or unable to attend a fixed site.

*  SSP staff have more opportunities to interact with family and peer networks.

The limitations of delivery models include the following:

* It requires the SSP to have and use transportation to provide services.

* It can be challenging to sustain because of staff burnout.

* It can be potentially time consuming, depending on the geographic dispersion of participants.
* It may take time to overcome potential privacy concerns and build a foundation of trust.

*  Worker and volunteer safety is a concern.

* It can be expensive to maintain and insure vehicles.

5.5 Pharmacy Distribution Model

Over-the-counter sale of syringes through pharmacies is an important model of syringe access and
disposal for IDUs. Pharmacists are knowledgeable and often support community providers.
However, they seldom have the time and/or experience to make essential referrals for drug-using
SSP participants. Educating pharmacy staff about drug use, SSPs, and the public health benefits of
providing syringes, and other related social and medical services is critical. It is also important for
pharmacies to consider best disposal practices, including providing sharps containers to drug users
just as they do for people with diabetes.

The strengths of pharmacy distribution models include the following:

* Pharmacies often stay open more and later hours than other models.

* Pharmacies often have more locations for IDUs to access than other SSPs.

* Services can be provided in mainstream locations, reducing concerns about stigma and privacy.

* Pharmacies would incur no additional financial cost to add syringe access, particularly if they
sell syringes already.

* DParticipants can take advantage of other services that the pharmacy may offer, such as flu shots.
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The potential limitations of pharmacy distribution models include the following:

* Pharmacists and pharmacy staff may not be culturally sensitive to the populations.

* Pharmacies may set a minimum (e.g., 10) or maximum (e.g., 100) number of syringes to
distribute per transaction.

* Pharmacies may not want to provide other injection equipment, education, and social and
medical service referrals.

* Pharmacies may be unable or unwilling to include syringe disposal services.

*  Syringes cost money at pharmacies, which may be a hardship for impoverished IDUs.

5.5.1 Pharmacy Voucher Program

In a pharmacy voucher program, social service agencies work with pharmacies to create a voucher
that IDUs can redeem for free syringes at participating pharmacies. This type of program eliminates
barriers related to the cost of purchasing syringes at pharmacies. Pharmacy voucher programs are
particularly helpful in jurisdictions where other SSPs have not been established and where the law
permits the over-the-counter sale of syringes without a prescription. Voucher programs are also
beneficial in jurisdictions where drug use occurs in remote locations and IDUs cannot travel to an
SSP. SSPs may provide pharmacies with equipment and disposal services in areas where pharmacy
vouchers are used. One drawback is that this model involves two steps in providing syringes to
IDUs. First, SSPs must find IDUs and provide them with vouchers. Second, IDUs must go to a
pharmacy to receive the syringes.

5.6 Rural Settings

Certain service delivery models are more amenable to rural settings, whereas all models are
appropriate for most urban settings. As privacy can be a greater concern in rural settings, having
fixed sites outside of hospital settings or a pharmacy distribution model may not be feasible. The
preferred model may be a combination of delivery and secondary/peer exchange models. It can be
very time intensive and expensive for staff to drive to distant locations to provide services because
the geographical area may be very large. Staff burnout and budget restraints may be mitigated by
combining such driving with secondary models, then each trip ends up reaching many IDUs.

5.7 Using Multiple Program Models

Incorporating multiple models may be the most effective way for programs to expand syringe
coverage and reach the greatest number and diversity of IDUs within a given health jurisdiction.
Combining models—for example, a fixed site with a mobile van or a mobile unit with peer-based
walking delivery—helps increase the likelihood that diverse populations have access to syringes.
Also, using multiple program models is more flexible and can direct resources to the most affected
areas, allowing programs to respond to changes in patterns among local IDUs. Using a multiple-
model approach can require significant resources and demand more effort from staff. This can make
them less sustainable. However, multiple program models can be a valuable, comprehensive
approach when they are well executed and have sufficient resources.
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Monitoring Syringe Services Programs

he effectiveness of SSPs has already been established through scientific evaluations (see

Section 2). Therefore, the main goal of monitoring local SSPs is to assess whether a program

is operating in conformity to its design, reaching its specific target population and achieving
anticipated implementation goals. Health departments are strongly encouraged to require SSPs to
continually conduct process monitoring and periodically conduct outcome monitoring.

6.1 Process Monitoring

The overarching goal of process monitoring is to document whether the program is being
implemented as intended. The process outcomes to be monitored depend on the type of service
delivery model selected and the type and number of additional services provided. In general, it is
recommended that programs minimize the data collection burden associated with monitoring so
they do not interfere with IDU participation or SSP operations.

Process monitoring serves a number of important and valuable functions for SSPs:

* assesses which services are being used and how often they are used;

e facilitates accounting practices;

* allows SSPs to report back to regulators, funders, and others (such as their communities) about
program reach; and

* maintains or increases program support.

We recommend collecting three minimum essential data elements for every syringe transaction
occurring at SSPs, without regard to the type of service delivery model:

* number of participant contacts (i.e., duplicated participant counts);

* number of syringes distributed; and

* estimated number of syringes returned for disposal (refer to Section 4.4 for safe syringe disposal
strategies).

In addition to these core data elements, additional data can be used to monitor process outcomes,
depending on the type of service delivery model and types of services provided. Appendix A lists
additional process indicators that programs may wish to monitor, depending on the service delivery
model and types of services that are provided in addition to syringe exchange.

Most programs use service logs to obtain data on the number of syringes provided per transaction
and the estimated number of syringes returned. In these programs, SSP staff writes the site name
and the date at the top of the log daily and record transaction data as participants access services.
Then staff enters the data into a software program on a daily or weekly basis. Using a handheld
electronic device programmed for data input is preferable if the program can afford it because it
eliminates the need for entering data from paper forms.
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Process monitoring does not require sophisticated statistical methods. Descriptive statistics are
usually sufficient to answer process monitoring questions, such as comparing actual program
outputs (e.g., number of HIV tests conducted) with target outputs (e.g., projected number of HIV
tests conducted).

6.2 Outcome Monitoring

Quantitative assessments should occur periodically with SSP participants for outcome monitoring.
Outcome monitoring provides important information for improving program efficiency, quality and
effectiveness. In general, outcome monitoring methods should aim to minimize participant burden,
not disrupt normal program activities and only collect information that is critical for understanding
process outcomes. Utilizing a variety of data types and sources, together with program specific
outcome monitoring activities, enhances the assessment of the SSP. For example, data that provide
information on HIV incidence rates, HCV incidence rates, crime statistics, incarceration rates and
arrest rates may provide system-level indicators for the impact of the program on outcomes related
to the overarching goals of the SSP. Quantitative assessments conducted with SSP participants
should occur annually or every other year and include between 100 and 200 participants,
depending on the size of the program. Choosing participants randomly is preferable but may not be
feasible in all locations or for all syringe modalities. Participants may be compensated financially for
providing their expertise to the SSP by participating in outcome monitoring surveys.

Outcome monitoring assessments benefit from being conducted by independent observers (e.g., a
research partner). Separating personnel involved in data collection from SSP staff reduces biases that
may result when participants who interact with SSP staff regularly want to give socially desirable
responses. It also protects the confidentiality of participants who will continue to have a relationship
with the staff after data collection. Given the personal nature of some of the data collected, it is
important that the participants feel comfortable disclosing sensitive information.

Key domains for SSP outcome monitoring include:

* types of services used at the SSP;

* frequency and duration of SSP use, including estimation of numbers of syringes distributed in a
given period;

* receptive and distributive syringe sharing;

* disposal practices;

* overdose risk and history;

* access and linkage to drug treatment and medical and social services (e.g., referrals and linkage
to medical homes, mental health services and homes and substance abuse treatment facilities);

* participant satisfaction with program elements, such as hours, locations and staff interactions;

* client characteristics (e.g., demographics, injection drug use history, medical history, and
substance abuse treatment history);

* drug use preferences (e.g., types of drugs used, including hormones or steroids) and practices
(e.g., with whom and how often participants use drugs);

* estimates of number of IDUs reached through secondary exchange; and

* changes in drug use, injection, and treatment as a result of SSP participation.

An individual trained in epidemiological and statistical methods and familiar with the literature on
factors associated with HIV, HCV, and overdose risk and SSPs should analyze the data. SSP staff
should be involved in interpreting the results.
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6.3 Program Quality Improvement

Program quality improvement relies on the systematic collection and use of process monitoring and
periodic outcome monitoring to determine if and how well program objectives are being met and to
reassess program goals. If goals are not being met, program quality improvement can help SSPs
decide if and how to change services to better meet the needs of the target population. Based on
program goals, working with a research partner can be an appropriate method for assessing program
quality. Quality improvement may include perspectives from community stakeholders, SSP
participants, and others with important perspectives regarding the usefulness and effectiveness of the
SSP. For instance, programs can use methods such as key informant interviews and focus groups to
assess participant satisfaction with program elements, such as hours, locations and staff interactions;
learn how SSP participants use program services; or understand how new services might be received.
Using unobtrusive approaches, programs can observe SSP transactions systematically to identify
opportunities to provide more education, counseling, or other services or simply time them to
determine barriers to providing other activities. Similar to participants in outcome monitoring
activities, participants in program quality improvement activities may be compensated financially
for providing their expert input to the SSP. Many quality improvement ideas can also be discussed
through a participant or community advisory board if the SSP has one.
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Capacity Building

SPs have been operating since the mid-1980s in the U.S. Numerous program implementation

manuals and guides exist and purveyors of exchange supplies are available for both product

development and advice. In addition, many health departments have experience implementing
SSPs and can serve as advisors and mentors to health departments looking to begin these programs.
Law enforcement officials, as well as publicly elected officials, are also resources for information and
assistance with the process for gaining acceptance and approval of SSPs. Several nonprofit
organizations, universities, health departments, research institutes and training centers have many
years of experience providing training and technical assistance. SSP participants can also provide
valuable testimony to the positive impact of SSPs on their lives, in addition to pragmatic and
essential input regarding effective program strategies. In general, it is best for peers to train peers.
For example, health departments may learn best from other health departments, and law
enforcement may learn best from other law enforcement agencies.

7.1 Assessing and Addressing Capacity Building Needs

Before initiating or expanding SSPs, a health department may find it useful to assess its readiness
with a jurisdiction (described in Section 3.2). In addition to identifying a specific or mix of SSP
models that may be appropriate in a specific jurisdiction, health departments can identify areas of
strength, potential deficits and promising strategies to mitigate gaps in organizational and
programmatic capacity. It could be useful to discuss the results of the readiness assessment with the
HPPG and other partners to facilitate the prioritization process.

Numerous tools exist for assessing readiness (see Section 7.3 for a list of resources). Readiness is
typically assessed across a variety of domains including law enforcement and political climate,
neighborhood receptivity, resource availability, staff availability and capabilities, infrastructure for
staff training and development, leadership support, access to the target population, adequate space
in which to implement program services, access to referral networks, availability of supplies, and
capacity to conduct program monitoring.

It is likely that health departments and their SSPs will have different capacity building needs based
on their stage of development. For example, new SSPs will be concerned with learning about the
many ways they can implement services, whereas existing SSPs may be more interested in learning
about strategies for program improvement or expansion. Section 7.3 includes a variety of capacity-
building resources that can benefit new and existing SSPs alike.

To address identified organizational and programmatic needs, health departments may consider the
following strategies to build capacity:

*  Peer-to-peer delivery is a particularly effective model for capacity building. It is strongly
recommended that programs build in time and resources to learn from others in the field. For
example, new programs can learn effective implementation strategies from long-standing
programs, such as how to work effectively and competently with the IDU community, law
enforcement, pharmacists or the community at large. Existing programs, for instance, can
benefit from consulting with their peers about program expansion or ways to address emergent
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barriers to implementation. Law enforcement can reach out to their peers in other cities or
states. Pharmacists can speak with pharmacists in other areas that have already implemented
SSPs. Peer-based capacity building may encompass site visits, conference calls, or other forms of
communication.

* CDC funds non-governmental organizations to deliver free capacity-building assistance (CBA)
designed to assist health department jurisdictions to implement and sustain science-based and
culturally proficient HIV prevention behavioral interventions and HIV prevention strategies,
including SSPs. CBA comprises information dissemination, training, technical assistance,
technology transfer and facilitation of peer-to-peer mentoring and support. Health departments
may request CBA to improve organizational infrastructure and program sustainability, evidence-
based interventions and public health strategies, community planning, monitoring and
evaluation. For more information on the CBA program, visit http://www.cdc.gov/hiv/topics/
cba/cba.htm.

* If the health department does not already have an evaluator on staff, consider hiring a local
consultant to assist with process and outcome monitoring. For example, a local evaluator can
help programs develop a plan for and carry out a rigorous process and outcome monitoring or
to brainstorm ways to use existing program data for monitoring purposes. As discussed in
Section 6, establishing good monitoring practices should not be overlooked, because they serve
many important purposes, some of which may be required for continued funding.

7.2 Building Capacity of SSP Staff

Building capacity of staff increases individual skill level and overall service quality and productivity.
In addition to improving service delivery, training staff on the program’s philosophy and mission
helps ensure that participants feel welcome at the SSP and are comfortable accessing services.

SSPs often have staff or volunteers who can provide training on a regular or ad hoc basis. Other
times in-house training is not available on important topics. In such cases, training and technical
assistance can be obtained through other mechanisms. A number of organizations and institutions
provide training and technical assistance to SSPs (see Section 7.3 for a list of capacity-building
resources on a variety of topics). Additionally, staff and volunteers can attend conferences and off-
site trainings that can be good opportunities to interact with other providers and gain relevant
experience and insight. For training resources, visit http://www.cdc.gov/hiv/topics/cba/directory.
htm.

It is recommended that all staff and volunteers complete a basic training curriculum that
encompasses the core topics shown in Table 4. In addition to the core training program, health
departments should prioritize ongoing staff development by offering advanced training on topics
such as those shown in Table 4.
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Table 4. Basic and Advanced Training Topics for SSP Staff

Basic Training Topics Advanced Training Topics
* Standard operating procedures * Polysubstance use
» Referral to medical, substance abuse treatment, mental * Conflict resolution and de-escalation
health, other service agencies * Specialized interviewing techniques (e.g., motivational
¢ Cultural sensitivity interviewing)
* Overview of neighborhood concerns * Principles of case management
* Outreach strategies * Abscess and cellulitis treatment and prevention
* Training secondary exchangers * Domestic violence issues
¢ HIV and viral hepatitis transmission and prevention * Co-occurring mental health and substance use
* Overdose prevention disorders
* Syringe safety/disposal
* Plan for accidental needlesticks
* Legal and law enforcement climate

7.3 Capacity-Building Resources
This section includes links to Web-based resources to build the capacity of health departments to
plan and implement SSPs. The contents of non-governmental websites do not necessarily represent

the views of CDC.
Examples of SSP Policies, Guidelines and Best Practices from States, Cities and CBOs

- District of Columbia Needle Exchange Programs Policies and Procedures Manual (http://
dchealth.dc.gov/doh/lib/doh/pdf/dc_nex_policy_procedures.pdf)

- The Chicago Recovery Alliance (http://www.anypositivechange.org/guideOP.pdf).

- San Francisco Department of Public Health, Syringe Access and Disposal Program Policies and
Guidelines (http://sthiv.org/documents/SPPPGVersion2.March_1_2011.pdf)

- New York State Department of Health, AIDS Institute, Syringe Exchange Programs Policies and
Procedures (http://www.health.state.ny.us/diseases/aids/harm_reduction/needles_syringes/
syringe_exchange/docs/policies_and_procedures.pdf)

- Ontario Needle Exchange Programs: Best Practice Recommendations (http://www.health.gov.
on.ca/english/providers/pub/aids/reports/ontario_needle_exchange_programs_best_practices_

report.pdf)
Evaluation Resources

- Framework for Program Evaluation in Public Health (http://www.cdc.gov/mmwr/preview/
mmwrhtml/rr4811al.htm)

- W.K. Kellogg Foundation Evaluation Handbook
(htep:/ fwww.wkkf.org/knowledge-center/
resources/2010/W-K-Kellogg-Foundation-Evaluation-Handbook.aspx)

- Evaluation Guidance Handbook: Strategies for Implementing the Evaluation Guidance for
CDC-Funded HIV Prevention Programs http://www.cdc.gov/hiv/topics/evaluation/health_
depts/guidance/strat-handbook/pdf/guidance.pdf

34
Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020 Page 85 of 109


http://dchealth.dc.gov/doh/lib/doh/pdf/dc_nex_policy_procedures.pdf
http://dchealth.dc.gov/doh/lib/doh/pdf/dc_nex_policy_procedures.pdf
http://www.anypositivechange.org/guideOP.pdf
http://sfhiv.org/documents/SPPPGVersion2.March_1_2011.pdf
http://www.health.state.ny.us/diseases/aids/harm_reduction/needles_syringes/syringe_exchange/docs/policies_and_procedures.pdf
http://www.health.state.ny.us/diseases/aids/harm_reduction/needles_syringes/syringe_exchange/docs/policies_and_procedures.pdf
http://www.health.gov.on.ca/english/providers/pub/aids/reports/ontario_needle_exchange_programs_best_practices_report.pdf
http://www.health.gov.on.ca/english/providers/pub/aids/reports/ontario_needle_exchange_programs_best_practices_report.pdf
http://www.health.gov.on.ca/english/providers/pub/aids/reports/ontario_needle_exchange_programs_best_practices_report.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr4811a1.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr4811a1.htm
http://www.wkkf.org/knowledge-center/resources/2010/W-K-Kellogg-Foundation-Evaluation-Handbook.aspx
http://www.wkkf.org/knowledge-center/resources/2010/W-K-Kellogg-Foundation-Evaluation-Handbook.aspx
http://www.cdc.gov/hiv/topics/evaluation/health_depts/guidance/strat-handbook/pdf/guidance.pdf
http://www.cdc.gov/hiv/topics/evaluation/health_depts/guidance/strat-handbook/pdf/guidance.pdf

General Resources

- CDC Capacity Building Assistance Portal for HIV Prevention (http://www.cdc.gov/hiv/
capacitybuilding)

- Recommended Best Practices for Effective Syringe Exchange Programs in the United States:
Results of a Consensus Meeting (http://www.cdph.ca.gov/programs/Documents/US_SEP_recs_
final_report.pdf)

- Department of Health and Human Services Implementation Guidance for Syringe Services
Programs
(htep:/fwww.cdc.gov/hiv/resources/guidelines/ PDF/SSP-guidanceacc. pdf)

- North American Syringe Exchange Network
(http://www.nasen.org/)

Legal Strategies

— The Project on Harm Reduction in the Health Care System (http://www.temple.edu/lawschool/
phrhes/phrhes.htm)

- The Public Health Law Network
(http://www.publichealthlawnetwork.org/)

—  Syringe Access Law in the United States: A State of the Art Assessment of Law and Policy
(http://www.publichealthlaw.net/Research/PDF/syringe.pdf

- State and Local Policies Regarding IDUs’ Access to Sterile Syringes (http://www.cdc.gov/IDU/
facts/aed_idu_pol.pdf)

Law Enforcement Strategies

- Law Enforcement and Harm Reduction Network
(htep:/fwww.leahrn.org/)

- Policing for Healthy Communities
(htep:/Iwww.policingforhealth.org/

—  Syringe Possession Information for California Law Enforcement Officers (htep://www.
harmreduction.org/downloads/police%20SEP%20cards. pdf)

- COPS HR: Coalition of Police Supporting Harm Reduction (http://www.harmreduction.org/
downloads/COPShr.pdf)

- Do Not Cross: Policing and HIV Risk Faced by People Who Use Drugs (http://www.
harmreduction.org/downloads/PoliceHIVidu.pdf)

- Needle Exchange Program: Considerations for Criminal Justice (http://www.harmreduction.org/
downloads/NEPcriminaljusticeCIPP. pdf)

- Attitudes of Police Officers Towards Syringe Access, Occupational Needle-Sticks, and Drug Use:
A Qualitative Study of One City Police Department in the United States
(htep://www.harmreduction.org/downloads/police%20attitudes. pdf)

- Law Enforcement and Harm Reduction: Advocacy and Action Manual (htep://www.
harmreduction.org/downloads/Police%20Harm%20Reduction%20Concerns.pdf)

- Law Enforcement and Harm Reduction (http://www.harmreduction.org/downloads/Law%20
enforcement%20and%20harm%20reduction.pdf)
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Overdose Prevention

*  Chicago Recovery Alliance:

- OD Intervention Card—Using Naloxone (http://www.anypositivechange.org/odcard.pdf)

- OD Intervention Poster—Using Naloxone (http://www.anypositivechange.org/odposter.pdf)

- Opiate OD Prevention/Intervention Training—Slideshow (http://www.anypositivechange.
org/odslide.pdf)

- Opiate OD Prevention/Intervention Training—DPre/Post Test (http://www.
anypositivechange.org/naltest.pdf)

- Injection Partner OD ChecKklist (http://www.anypositivechange.org/ODpartnerchecklist.
pdf)

Substance Abuse Treatment and Mental Health Resources

- Substance Abuse and Mental Health Administration (http://www.samhsa.gov/)
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Glossary

Acquired immune deficiency syndrome (AIDS) is the late stage of HIV infection, when a person’s
immune system is severely damaged and has difficulty fighting diseases and certain cancers.

Buprenorphine is used to treat opioid dependence (addiction to opioid drugs, including heroin and
narcotic painkillers). Buprenorphine is in a class of medications called opioid partial agonist-
antagonists. Buprenorphine alone and in combination with naloxone can prevent withdrawal
symptoms when someone stops taking opioid drugs by producing similar effects to these drugs.

Capacity building refers to one or more activities that contribute to an increase in the quality,
quantity and efficiency of program services and the infrastructure and organizational systems that
support these program services. In the case of HIV prevention capacity building, the activities are
associated with the core competencies of an organization that contribute to its ability to develop
and implement an effective HIV prevention intervention and to sustain the infrastructure and
resource base necessary to support and maintain the intervention.

Cooker is a spoon or bottle cap used to liquefy drugs so they can be injected.

Drug paraphernalia laws, under the Federal Drug Paraphernalia Statute, Controlled Substances
Act, make it illegal to possess, sell, transport, import or export drug paraphernalia as defined. The
law gives specific guidance on determining what constitutes drug paraphernalia. Many states also
have enacted their own laws prohibiting drug paraphernalia.

Evaluation is a systematic method for collecting, analyzing and using information to answer
questions about projects, policies and programs, particularly about their effectiveness and efficiency.

Hepatitis C virus (HCV) causes a liver disease that is the most common IDU-associated infection
in the United States. HCV infection sometimes results in an acute illness but most often becomes a
chronic condition that can lead to cirrhosis of the liver and liver cancer. It is transmitted by contact
with the blood of an infected person, primarily through sharing contaminated needles to inject
drugs.

HIV prevention community planning is a collaborative process by which health departments work
in partnership with the community to implement a community planning group to develop a
comprehensive HIV prevention plan that includes prioritized target populations and a set of
prevention activities/interventions for each target population.

Human immunodeficiency virus (HIV) is the virus that can lead to acquired immune deficiency
syndrome, or AIDS. There are two types of HIV: HIV-1 and HIV-2. In the U.S., unless otherwise
noted, the term “HIV” primarily refers to HIV-1. Both types of HIV damage a person’s body by
destroying specific blood cells, called CD4+ T cells, which are crucial to helping the body fight

diseases.

Injection drug user (IDU) is a person who injects illicit drugs, hormones, steroids, or silicone.
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Kiosks or drop boxes are places for safely disposing of used syringes. They are usually placed in
publicly accessible locations. Syringes can be placed in the kiosk or drop box but cannot be
retrieved, reducing reuse of contaminated syringes and risk of accidental needlesticks.

Methadone is a drug used to prevent withdrawal symptoms in patients who were addicted to
opioid drugs and are enrolled in treatment programs in order to stop taking or continue not taking

the drugs.

Monitoring is routine documentation of characteristics of the people served, the services provided
and the resources used to provide those services.

Motivational interviewing is a client-centered, directive method for enhancing intrinsic motivation
to change by exploring and resolving ambivalence.

Naloxone is a drug used to counter the effects of opioid overdose, for example, a heroin or
morphine overdose. Naloxone is used specifically to counteract life-threatening depression of the
central nervous system and respiratory system.

Needs-based/negotiated distribution is a program practice that places no limits on the number of
syringes an SSP participant may receive, regardless of the number of used syringes returned. While
encouraged, participants do not need to return any used syringes in order to receive new, sterile
syringes.

One-for-one plus exchange is a program practice that modifies one-for-one exchange by providing
an SSP participant with a predetermined number of extra syringes beyond the number of sterile
syringes brought in for disposal.

Program Collaboration and Service Integration (PCSI) is a mechanism of organizing and
blending interrelated health issues, separate activities, and services in order to maximize public
health impact through new and established linkages between programs to facilitate the delivery of
services.

Regulated medical waste (RMW), also known as “biohazardous” waste or “infectious medical”
waste, is the portion of the waste stream generated by health care facilities that may be
contaminated by blood, body fluids, or other potentially infectious materials that may pose a
significant risk of transmitting infection and endangering human health.

Secondary exchange is a type of syringe exchange program model whereby participants exchange
with their peers after being supplied by the SSP.

Sharps are items with corners, edges, or projections capable of cutting or piercing the skin, such as
syringes with needles.

Social networks are social structures made up of individuals (or organizations) called “nodes” that
are connected by one or more specific types of interdependency, such as friendship, kinship,
common interest, financial exchange, dislike, sexual relationships, or relationships of beliefs,
knowledge or prestige.
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Strict one-for-one exchange is a program practice whereby an SSP participant is only provided
with the same number of sterile syringes as were brought in for disposal.

Subject matter experts (SME) are individuals who have expertise in the area of syringe services
programs, whether from a programmatic, governmental, research or evaluation, participant, or
administrator perspective.

Syringe exchange programs (SEPs) provide free sterile syringes in exchange for used syringes to
reduce transmission of blood-borne pathogens among IDUs.

Syringe prescription laws require a prescription for the legal purchase or possession of a syringe by
most or all buyers. Most prescription laws have been repealed or amended to allow purchase of a
specified number of syringes without a prescription.

Syringe services programs (SSPs) provide a way for IDUs to safely dispose of used syringes and to
obtain new, sterile syringes. SSPs also provide a range of related prevention and care services that are
vital to helping IDUs reduce their risk of acquiring and transmitting blood-borne viruses, as well as
maintain and improve their overall health. SSPs include syringe access, disposal, and needle
exchange programs, as well as referral and linkage to HIV and viral hepatitis prevention services,
drug abuse treatment and medical and mental health care.
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Sample Monitoring And Evaluation Processes

SYRINGE SERVICES PROGRAM PROCESS MONITORING INDICATORS

Health departments implementing syringe services programs (SSPs) may wish to incorporate the

SYRINGE SERVICES PROGRAM PROCESS MONITORING INDICATORS

Health departments implementing syringe services programs (SSPs) may wish to incorporate the
following process and program monitoring indicators.

Minimum required process monitoring indicators for all SSP models:
- Number of clients/participants
- Number of syringes distributed
- Number of syringes returned/disposed of

Recommended list of process monitoring indicators for each SSP model:
*  Fixed Site (e.g., hospital/clinic based settings, integrated syringe access services, collaboration or
satellite structure)
— Number of hours open per week for syringe exchange
-~ Number of HIV tests provided
- Number HIV positive
-~  Number of HCV antibody tests provided
- Number of tests positive for HCV antibodies
- Number of referrals for HCV antibody testing
- Number of referrals for HIV testing
— Number of referrals for substance abuse treatment
— Number of each type of service directly provided or referral provided
Client demographics: age, gender, race/ethnicity
. MObllC/ Street Based
- Number of hours open per week for syringe exchange
—  Number of HIV tests provided
-~ Number HIV positive
- Number of referrals for HIV testing
-~ Number of HCV antibody tests provided
- Number of tests positive for HCV antibodies
- Number of referrals for HCV antibody testing
— Number of referrals for substance abuse treatment
- Number of each type of service directly provided or referral provided
- Client demographics: age, gender, race/ethnicity
* Secondary or Peer Delivery
- Number of peers distributed to
-  Number of peer distributors
*  Delivery Model
e Number of delivery sites
e Number of persons served per delivery site

40
Printed: 8/6/2018 9:58 AM - Michigan - OMB No. 0930-0168 Approved: 06/12/2015 Expires: 09/30/2020 Page 91 of 109



Number of referrals for HIV testing

Number of referrals for HCV antibody testing

Number of referrals for substance abuse treatment

Pharmacy Distribution

-  Number of hours open per week for syringe exchange

-  Number of referrals for HIV testing and/or HIV tests provided

- Number of referrals for HCV antibody testing and/or HCV antibody tests provided

- Number of referrals for substance abuse treatment

- Number of each type of service directly provided or referral provided

- Number of vouchers redeemed (if pharmacy distribution program is combined with a
voucher program)

Multiple Programs

-  Number of hours open per week for syringe exchange

- Number of HIV tests provided

- Number HIV positive

- Number of referrals for HIV testing

- Number of HCV antibody tests provided

- Number of tests positive for HCV antibodies

- Number of referrals for HCV antibody testing

- Number of referrals for substance abuse treatment

- Number of each type of service directly provided or referrals provided

- Client demographics: age, gender, race/ethnicity

Other process monitoring indicators:

Number of participants

Number of new clients

Client demographics:

- Age

- Gender

- Race/ethnicity

- ZIP code of residence

- Behavioral characteristics

Number of syringes distributed

Number of syringes collected/disposed of

Number of syringes each participant is exchanging for
Number of visits per client per month

Number of hours open for syringe exchange per week
Number of peers distributed to

Number of peer distributors

Number of delivery sites

Number of persons served per delivery site

Number of vouchers redeemed (if pharmacy distribution program is combined with a voucher
program)

Number of each type of service directly provided or referral provided
Number of referrals made to HIV services

Number of HIV tests provided

Number HIV positive
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*  Number of HCV antibody tests provided

*  Number of tests positive for HCV antibodies

*  Number of referrals for HCV antibody testing

*  Number of referrals for substance abuse treatment

*  Number of condoms distributed

*  Number of flu vaccines provided

*  Number of hepatitis A vaccination doses

*  Number of hepatitis B vaccination doses

*  Number of negative events

*  Number of community-based syringe-disposal kiosks
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Syringe Service Program (SSP) Narrative

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

Syringe Service Program:

Currently Michigan has five existing non-department funded Syringe Service Programs (SSP) located in
the following cities: Detroit, Grand Rapids, Muskegon, Ypsilanti, and Flint. The Michigan Department of
Health and Human Services (MDHHS)/Population Health Administration received a CDC grant to create
pilot sites through four local health departments: Central Michigan, District Health Department 10,
Chippewa, and Marquette. Although there are nine established SSPs, there is still a need for enhancing
current programs and expanding to additional sites throughout the state.

Michigan plans to enhance/expand services for the four pilot Syringe Service Programs and help create
seven new sites. These SSPs will provide syringe access, disposal and/or exchange to injection drug
users (IDUs) while also referring and linking IDUs to HIV and viral hepatitis prevention services,
substance abuse treatment, and medical and mental health care. These programs have shown to
increase the likelihood of persons entering treatment for substance use disorder. Funds will be used to
support the following services, as appropriate: comprehensive sexual and injection risk reduction
counselling; HIV, viral hepatitis, other sexually transmitted diseases (STD) and tuberculosis (TB)
screening; provision of naloxone to reverse opioid overdoses; referral and linkage to HIV, viral hepatitis,
other STDs and TB prevention, care and treatment services; referral and linkage to hepatitis A virus
(HAV) and hepatitis B virus (HBV) vaccination; and referral to integrated and coordinated substance use
disorder services, mental health services, physical health care, social services, and recovery support
services.

MDHHS/Division of HIV & STD Programs has put together a Syringe Services Program Guidelines manual
designed to outline the process of developing and starting a SSP. Information in this manual was
developed by The National Alliance of State and Territorial AIDS Director (NASTAD) and the Urban
Coalition for HIV/AIDS Prevention Services (UCHAPS) to further assist state and local health departments
to plan and implement SSPs as a part of their prevention portfolios. These guidelines provide assistance
to state and local health department jurisdictions that wish to support SSPs for IDUs to prevent
transmission of HIV and other blood-borne viruses such as HCV and to link IDUs to vital prevention,
medical and social services. For health departments currently implementing SSPs, these program
implementation guidelines provide information that can be used to enhance or expand services. For
health departments interested in initiating an SSP, these guidelines address key issues to be considered
before implementing an SSP. This document will be shared with potential sites to guide them through
the process of SSP program development and/or expansion.

MDHHS/Office of Recovery Oriented System of Care (OROSC), the SSA, plans to provide funding via a
MOU with MDHHS/Population Health Administration to oversee the implementation of the SSP sites.
There would be a work plan from Population Health and a budget as part of the MOU. Population
Health would use SABG dollars to fund local health departments to either house an SSP on site or at a
partner community organization. Michigan local health departments has the infrastructure to address
this public health crisis as it relates to their communicable disease prevention efforts and mandates.
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The local health departments would be required to work with Prepaid Inpatient Health Plans (PIHP) to
provide SUD services including on site prevention, treatment and recovery or create a strong referral
process for IDUs to receive such services at a licensed SUD provider. PIHPs are sub-entities of the state
contracted to manage publicly funded behavioral health services. The local health departments would
develop MOUs with PIHPs to provide SUD services and communicable disease prevention education.

In addition, Population Health Administration would contract with the Grand Rapids Red Project for
technical assistance to local community SSP sites. The Red Project was one of the first syringe exchange
programs in Michigan. Since 1998, they have served the city of Grand Rapids by providing people with
access to the tools, information, resources, and support that they need to stay healthy. There programs
consist of HIV testing, syringe access, overdose prevention, HIV case management, tobacco services, and
peer groups. Using their expertise, they have provided training and technical assistance to several
communities across the state.

Population Health Administration would house two employees. One Civil Service Epi Manager funded at
60% who would be responsible for coordinating the contracts, MOUs, data sharing agreements, grant
work plan management, etc. One MPHI Affiliate Harm Reduction Specialist funded at 100% who would
be responsible for SSP technical assistance and work plan implementation. OROSC would appoint a staff
to be the key contact with oversight responsibilities to ensure expectations of the program and
reporting requirements are met.

STEP 2: Identify the unmet service needs and critical gaps within the current system.

Syringe Service Program:

Although there are nine established SSPs throughout Michigan, there is still a need for enhancing
current programs and expanding to additional sites throughout the state.

Via a request for determination of need, Michigan submitted evidence for consultation with CDC to
demonstrate that our state is experiencing significant increase in viral hepatitis or HIV infections due to
injection drug use. CDC concurred that Michigan is experiencing an increase in viral hepatitis or HIV
infections due to injection drug use.

Michigan presented statewide data on increases in acute HCV infections and total HCV infections, and
that a predominance of new cases were attributable to injection drug use.

e  Michigan indicated a 200% increase in the rate of acute HCV infections between 2009 and 2015.
Where risk information was ascertained on these cases, 60% reported injection drug use 2
weeks to 6 months prior to onset of symptoms.

e Michigan indicated a 2300% increase in the number of chronic HCV diagnoses per year between
2000 and 2015 in individuals aged 18-29. Where risk information was ascertained on these
cases, approximately 90% reported a history of ever injecting drugs.
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Epidemiological trend data in other areas (deaths from heroin and prescription opioids as well as heroin
substance abuse treatment admissions) indicated increases in unsafe injection of drugs consistent with
risk for a significant increase in viral hepatitis or HIV.

e Prescription opioid deaths increased 550% in Michigan between 2000 and 2014

e Heroin overdose deaths increased 480% in Michigan between 2000 and 2014

e Substance abuse treatment admissions increased over 100% in Michigan between 2000 and
2015

Michigan also provided data from a published study (Suryaprasad AG et al. Emerging Epidemic of
Hepatitis C Virus Infections Among Young Nonurban Persons Who Inject Drugs in the United States,
2006-2012. Clin Infect Dis. (2014) 59 (10): 1411-1419) in which the state of Michigan participated. In
this study, young persons (<30 years of age) newly diagnosed with HCV were interviewed. Among
Michigan participants, 94% of interviewees reported a history of injecting drugs, 92% reported a history
of using heroin, 37% reported sharing needles, 47% reported sharing cookers, 53% reported sharing
cotton, and 65% reported sharing a water source for drug use and preparation.

The CDC'’s vulnerability study identified 11 Michigan counties in the top 5% of counties in the United
States at greatest risk for rapid dissemination of HCV and/or HIV infection among persons who inject
drugs. Michigan had the fifth most “vulnerable counties” among the 50 states (only behind Kentucky,
Tennessee, West Virginia, and Missouri).

There was plenty of archival data for justifying geographical need for SSPs. Data that was examined per
Michigan county included

e 2017 Hepatitis A Infection Rate (per 100,000 persons)

e 2016 Acute Hepatitis B Infection Rate (per 100,000 persons)

e 2016 Acute HCV Infection Rate (per 100,000 persons)

e 2016 Chronic HCV Infection Rate Age 18-29 (per 100,000 persons)

e 2011-2016 HCV Young Adult Hospitalizations (per 10,000 person years)
e Drug Poisoning Death Rate (Per 100,000 persons)

e Non-heroin Opioid Overdose Death Rate (Per 100,000 persons)

e Heroin Overdose Death Rate (Per 100,000 persons)

e NAS Rate (Per 100,000 births)

In addition, Population Health administered an Assessing Community Readiness for Implementing a
Syringe Services Program survey to local health department’s Health Officers and Medical Directors
regarding readiness for SSPs in their communities. Questions varied from perception of how necessary
it is to have an SSP operating in their jurisdiction to level of support or opposition they think the general
public/community, persons who inject drugs, or local law enforcement would have if a SSP were
implemented in their jurisdiction. They were also asked the likelihood of establishing a SSP in their
jurisdiction in 2019.

The above data was put together in a chart format to easily identify health department jurisdictions that
were in most need of a SSP. Some local health departments were chosen for expansion or new sites
based on if they had at least one CDC highly vulnerable county. And the others that were chosen, have
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higher than average rates of various metrics that represent, or might indicate, a high risk of transmission

of infectious diseases among persons who inject drugs.
Based on review of the data, the proposed SSP locations include:
Expansion of the following health department’s SSP

e (Central Michigan
e District HD 10

e Chippewa

e Marquette

New sites with the following health departments

e Macomb

e St Clair

e District HD 2

e District HD 4

e Northwest MI HD (Petoskey)

e Grand Traverse (Traverse City)

e Luce-Mackinac-Alger-Schoolcraft HD
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Budget Narrative:

OROSC would develop an MOU with Population Health Administration in the amount of $800,000 for
staff positions and SSP support implementation.

$100,000 One Civil Service Epi Manager funded at 60% - with salary, fringe, travel, etc. This
person would be responsible for coordinating the contracts, MOUs, data sharing
agreements, etc.

$100,000 One MPHI Affiliate Harm Reduction Specialist funded at 100% - with salary, fringe,
travel, etc. This person would be responsible for SSP technical assistance.

Total for staff = $200,000

$200,000 Current SSP pilot site enhancement expansion 4 x $50,000 each
Central Michigan Health Department, District Health Department 10, Chippewa Health
Department, Marquette Health Department

$350,000 New SSP sites to be created 7 x $50,000 = $350,000
Macomb County Health Department, St. Clair County Health Department, District Health
Department 2, District Health Department 4, Northwest M| Health Department
(Petoskey), Grand Traverse Health Department (Traverse City), Luce-Mackinac-Alger-
Schoolcraft Health Department

Total for sites = $550,000

$50,000 Technical assistance for SSP sites by Red Project
Subcontract with Red Project to provide training, consultation and TA

Total for Red Project = $50,000

$800,000 TOTAL BUDGET
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Michigan SSP Expansion Timeline

Activity Timeline Responsible Party
Develop a new SSP project in EGrAMS to provide funding to

local health departments Oct 2018 MDHHS
Hire staff to assist with implementation of the project Oct 2018 MDHHS
Develop contract with a local agency to provide consultation Oct 2018 MDHHS
and TA to MDHHS and new SSPs CBO
Determine LHD staff to assign to SSP activities and act as points Oct 2018 LHDs

of contact

Schedule meetings with law enforcement, local substance

abuse treatment providers, community mental health agencies,

health care providers, persons who inject drugs, and the public | Oct-Dec 2018 LHDs
to discuss benefits, costs, ordinances, logistics, and possible

locations for an SSP

Work to develop contractual workplans, MOUs, and data MDHHS
. . Oct-Dec 2018
sharing agreements between local and State agencies LHDs
Develop advertising materials Nov 2018 LHDs
. - MDHHS
Develop standard progress reporting forms and timelines Nov-Dec 2018 LHDs
- . , v Nov 2018 and MDHHS
Participate in harm reduction training . CBO
ongoing LHDs

Develop contracts and relationships for biological waste
disposal, sharps disposal, SUD treatment referral, provision of Dec 2018 LHDs
naloxone, HIV and HCV testing, and HAV and HBV vaccine

Conduct focus groups to determine location(s) of SSP(s) Dec 22%1189_ jan LHDs

Develop intake form and ID cards for SSP client registration Jan 2019 LHDs

Prepare worksite for SSP operations (e.g. educational

. . Feb 2019 LHDs
materials, supplies, etc.)
Sign and finalize workplans, MQOUs, data sharing agreements Feb 2019 Mngl;'S
Develop relationships with agencies that may refer clients to
the SSP (EDs, pharmacies, SUD providers, PCPs) Mar 2015 LHDs
Begin SSP operations Mar 2019 LHDs
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Michigan SSP Expansion Timeline

Begin reporting progress metrics to MDHHS Mar 2019
Maintain database of SSP progress for reporting and evaluation Mar 2019
Standing meetings with LHD SSP and healthcare and Monthly /
community stakeholders Quarterly
Standing meetings between LHDs and MDHHS Monthly /
Quarterly
Ongoing and routine TA and support to LHD SSPs Ongoing
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Environmental Factors and Plan

Syringe Services (SSP) Program Information-Table A

Syringe Services Program SSP Main Address of SSP Dollar Amount of Sub Number Of Narcan
Agency Name SABG funds used for Treatment Locations Provided
SSP Provider (include mobile
if any)
Macomb County Health 43525 Elizabeth Road, Mt. Clemens, MI -
Department 48043 $50,000 No No
ot Clalr County Health 3415 28th Street, Port Huron, MI -48060 | $50,000 No Yes
epartment
Chippewa County Health 508 Ashmun Street, Suite 120, Sault Ste.
Department Marie, MI -49783 $50,000 No Yes
'B/'arq”e“e County Health | 154 s 41 East, Negaunee, MI -49866 $50,000 No Yes
epartment
Grand Traverse County 2600 LaFranier, Suite A, Traverse City, MI -
Health Department 49686 $50,000 RO No
Central Michigan District 2012 E. Preston Avenue, Mt. Pleasant, MI -
Health Department 48858 $50,000 No No
et Health Department | ¢34 b o ecs Street, West Branch, MI -48661 | $50,000 No No
District Health Department 100 Woods Circle, Suite 200, Alpena, MI -
#4 49707 $50,000 No No
Dstrict Health Department | 551 Cobbs Street, Cadillac, MI -49601 $50,000 No No
Northwest Michigan Health [220 W. Garfield Street, Charlevoix, MI -
Department 49720 $50,000 No No
LMAS District Health 14150 Hamilton Lake Road, Newberry, MI -
Department 49868 $50,000 No No
Footnotes:

Syringe Services Programs are required to collaborate with or refer individuals to Substance Use Disorder treatment services and Narcan
services (if not already being provided on site).
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Environmental Factors and Plan

Syringe Services (SSP) Program Information-Table B

Syringe Service Program

# of Unique Individuals

[Please enter total number of individuals served]

HIV Treatment STD Hep
Name Served Testing for Testing C
Substance
Use
Conditions
ONSITE Testing 0 0 0
N/A 0
Referral to testing 0 0 0
Footnotes:

Fiscal Year 2019 will be the first year of funding for Syringe Services program sites, thus no individuals have been served to date. This

information will be required to be collected for reporting purposes.
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Environmental Factors and Plan

24. Public Comment on the State Plan - Required

Narrative Question

Title XIX, Subpart III, section 1941 of the PHS Act (42 U.S.C. § 300x-51) requires, as a condition of the funding agreement for the grant,
states will provide an opportunity for the public to comment on the state block grant plan. States should make the plan public in such a manner
as to facilitate comment from any person (including federal, tribal, or other public agencies) both during the development of the plan (including

any revisions) and after the submission of the plan to SAMHSA.

Please respond to the following items:

1. Did the state take any of the following steps to make the public aware of the plan and allow for public comment?
a) Public meetings or hearings? C Yes @ No
b) Posting of the plan on the web for public comment? @© Yes C No

If yes, provide URL:
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_4902-359929--,00.html

) Other (e.g. public service announcements, print media) C Yes @ No

Footnotes:
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