
Michigan Child Welfare Improvement Task Force 
Improving the safe, fair, and equitable treatment of all Michigan’s children and families.



Welcome

 



Child Welfare Improvement Task Force
Charge Statement

Purpose: Time-limited task force to provide legislative, 
policy, and practice recommendations to MDHHS on: 
• Redesigning a front-end response to allegations of 

abuse and neglect that is free from bias and 
distinguishes between crisis and a need for family 
services and support.

• Reducing racial disparities in child welfare outcomes 
by:

• Increased use of supported, safe kinship care
• Improved access to community mental health services
• Elimination of improper placements in residential settings

Presenter Notes
Presentation Notes
Shayne

The Goal of the child welfare improvement task force is to support MDHHS in bringing about change and improve the safe fair and equitable treatment of all Michigan’s children and families.

Established in January 2021, the Task Force was brought together to provide guidance and recommendations to MDHHS for the following:

Reviewing the adequacy and effectiveness of the strategies identified by the Children Services Agency, assessing whether the agency is implementing the identified strategies, and seeking necessary community support—including legislative support—to implement effective strategies.
Oversee the planning, implementation, and evaluation of the new approach. The goal is to fully implement a new approach that improves safety and equity and reduces unnecessary and potentially harmful investigations of Black families.
Provide policy and practice recommendations to improve equity in group care of children who are removed from their home.




MDHHS 
Updates

Director Demetrius Starling
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Data Updates: CPS Intakes/Assignments

Aug 11 - Aug 17 Aug 18 - Aug 24 Aug 25 - Aug 31 Sep 01 - Sep 07 Sep 08 - Sep 14 Sep 15 - Sep 21 Sep 22 - Sep 28 Sep 29 - Oct 05
Series1 2489 2591 3008 2983 3442 3622 3565 3599
Series2 1120 1149 1308 1292 1489 1630 1644 1528
Series3 45.0% 44.35% 43.48% 43.31% 43.26% 45.00% 46.12% 42.46%
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Data Updates: Foster Care Trends

2023-10 2023-11 2023-12 2024-01 2024-02 2024-03 2024-04 2024-05 2024-06 2024-07 2024-08 2024-09
Under Supervision 10037 9977 9937 9972 10008 10047 10057 10050 10063 10050 10006 10133
Out of Home Care 9460 9378 9347 9394 9427 9470 9492 9494 9489 9463 9418 9497
Removals 331 269 269 337 326 330 353 331 302 294 294 247
Exits 289 351 300 290 293 287 331 329 307 320 339 168
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Data Updates: CCI Population by Program

2023-10 2023-11 2023-12 2024-01 2024-02 2024-03 2024-04 2024-05 2024-06 2024-07 2024-08 2024-09
TOTAL 466 463 473 476 471 476 477 468 448 434 440 431
FC 368 371 382 381 374 376 375 367 350 340 345 341
JJ 98 92 91 95 97 100 102 101 98 94 95 90

466 463 473 476 471 476 477 468
448 434 440 431
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Data Updates: Children Receiving Treatment in a Congregate 
Care Setting

2023-10 2023-11 2023-12 2024-01 2024-02 2024-03 2024-04 2024-05 2024-06 2024-07 2024-08 2024-09
PLACEMENTS 9460 9378 9347 9394 9427 9470 9492 9494 9489 9463 9418 9497
CCI PLACEMENTS 368 371 382 381 374 376 375 367 350 340 345 341
PERCENT 3.9% 4.0% 4.1% 4.1% 4.0% 4.0% 4.0% 3.9% 3.7% 3.6% 3.7% 3.6%
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National Average = 9%



Youth Awaiting CCI Placement

98

91

100

83 83

101

108 107 106

91

70
72

0

20

40

60

80

100

120

2023_10 2023_11 2023_12 2024_01 2024_02 2024_03 2024_04 2024_05 2024_06 2024_07 2024_08 2024_09

N
um

be
r o

f Y
ou

th
# of Youth Awaiting CCI Placements



Children’s Services Administrations 
Responses to Social Determinants of 

Health

• Demetrius Starling, Senior Deputy Director – 
MDHHS – Children’s Services Administration

Presenter Notes
Presentation Notes
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Historical Trauma

Presenter Notes
Presentation Notes

Good morning/afternoon all. Today we will begin our presentation with a look into the historical trauma experienced by two of our populations that we serve and how they are directly correlated into social determinants of health and factored into the responses built by both CSA/ESA. 

Before we start, I would like to ask all who have so graciously joined us today to place a one-word answer as to if you have a little or a lot of knowledge regarding the services that Children’s Services and Economic Stability Administrations offer….

Highlight the responses received. Thank you all for taking a moment to respond. 




Historical Trauma

Historical trauma is multigenerational trauma 
experienced by a specific cultural, racial or 

ethnic group. It is related to major events that 
oppressed a particular group of people because 
of their status as oppressed, such as slavery, the 

Holocaust, forced migration, and the violent 
colonization of Native Americans.

Sotero 2006

Presenter Notes
Presentation Notes

If you have attended my past trainings, you may be familiar with the term historical trauma. Read Definition.  
Historical trauma occurs when a dominant group subjugates a population of people though:
Segregation or displacement
Physical or psychological violence
Economic destruction
And cultural dispossession
These actions trigger a physical, social, and psychological trauma response.  
The Physical response results in:
Nutritional distress
A compromised immune system
Biochemical abnormalities
The Social response results in:
 a breakdown of community/family structures and social networks, loss of resources, and a separation from loved ones.
And the Psychological response results in:
Anger or aggression
Social isolation
Shame
Loss of self worth
Grief
Withdrawal
Secondary and subsequent generations also see impacts on health disparities. 






Historical Trauma – African Americans

Adaptative Behaviors

Survival Behaviors

Appropriate Adaptation

Post Traumatic Slave Syndrome

Adaptive Behaviors

Survival Behaviors

Presenter Notes
Presentation Notes
Those of us who work within child welfare are familiar with the term PTSD (Post Traumatic Stress Disorder) but by a show of virtual hands how many of you joining us today are familiar with the acronym PTSS? PTSS stands for Post Traumatic Slave Syndrome- This term was coined by Dr. Joy Degru  and describes the multi-generational trauma within the black community caused by 300 years of slavery. There has not been any assistance in remedying the initial trauma, so the impacts of slavery continue to be passed down. 

Adaptive Behaviors- social, and practical skills learned by people to enable them to function in their everyday lives

Survival Behaviors- behaviors you need to exhibit in order to survive in an abusive, neglective or ignoring environment in your family of origin, marriage, work, or school setting.

Having knowledge of these behaviors, and other factors including systemic racism allows us to understand how to better assess and engage with our families, understand their needs and ultimately provide better services.

https://www.joydegruy.com/post-traumatic-slave-syndrome 





Social Determinants of Health 

Presenter Notes
Presentation Notes

Now that you have received a brief overview of the historical trauma of Native Americans lets dive a little deeper and correlate them to the present and how they have affected culture. Today we will be focusing on 5 Social Determinants of Health. 
Healthcare access and quality
Education access and quality
Economic stability
Social and community context
Neighborhood and built environment

The figure on the right demonstrates how important factors outside the health care system are to the actual health of an individual.
  
These social determinants along with historical trauma experienced by Native Americans shape their health outcomes today and Lorna is going to share numbers that illustrate that.



Native American Health Disparities
Adults

Nine time more likely to have 
tuberculosis
64% more likely to die from liver cancer
40% more likely to have heart disease
33% more likely to be obese
Two times more likely to be diabetic

Children
55% more likely to die as an infant
Two times as likely to die of sudden 
unexpected infant death (SUID)
Two times as likely to attempt suicide

Presenter Notes
Presentation Notes

The United States government has an obligation based on treaty and statute to meet the health care needs of Native people. However, the U.S. government has fallen far short of fulfilling this responsibility. The Indian Health Service (IHS), a federal agency, provides health care to many Native people but also has been severely and chronically underfunded. As a result, many Native people are forced to go without health care they need.

The IHS health care system can be operated in one of three ways by tribal governments. 
• It can be operated directly by IHS; 
• It can be operated by a tribal government through contracts or compacts with IHS; 
Or It can be operated involving contracts and grants to Urban Indian Organizations that provide health care and referral services to Urban Indian Health programs.

As you can see, the chart on the right displays the Severe, Chronic Underfunding of HIS. Approximately 70 percent of Native Americans live in urban areas today, compared with 38 percent in 1990. In addition to the underfunding issue, the Kaiser Family Foundation has found that “the share of IHS funding going toward urban programs over time has not reflected the overall demographic shift of American Indians away from reservations.” 

IHS Services are also Limited and not always able to offer comprehensive health services. Because of the underfunding, most IHS facilities can provide only primary and community-based care.

There can be Long Wait Times for Primary Medical Care and some average wait times are as long as two to six months at some facilities for primary care services such as women’s health care, general physicals, and dental care.




Native American Social & Community Context

Presenter Notes
Presentation Notes

Trauma, Violence, Justice, and Community Engagement 
This slide represents both the dangers to Native women and youth. 

When we speak about Exposure to Trauma/Violence to native people, 
Violence, including intentional injuries, homicide, and suicide, accounts for 75 percent of deaths of American Indian and Alaska Native youth between 12-20 years old.  These individuals are exposed to trauma more often than other children in this country and are twice as likely to be victims of abuse and neglect.
In the U.S. and Canada, an average of 40 percent of the women who were victims of sex trafficking identified as American Indian or Alaskan Native.

Issues related to Native youth related to Policing and Justice Policy focus on the fact that
there are fewer Native youth than there are white, Black, Hispanic, or Asian youth, but the rate at which they are in contact with police and youth confinement facilities is alarming. Centuries of historical trauma are manifesting in Native youth as mental health and substance use issues that go untreated and can lead to status offenses, which are acts that are only criminal because of one’s age, like skipping school, or other “delinquent” behavior. Once again, federal jurisdiction over tribal lands makes Native youth worse off for being swept up into criminal-legal matters at all, because they’re more likely to receive longer federal sentences and less likely to receive the services and support they need.




African American Social & Community Context

Presenter Notes
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For this slide I will focus on Social Integration, Support Systems & Stress in particular for the African American community. 

Social Integration- According to the APA means, “The process by which separate groups are combined into a unified society, especially when this is pursued as a deliberate policy. It implies a coming together based on individual acceptance of the members of other groups.” 
Culturation- the transmission to and acquisition of knowledge, cultural standards, and competencies by an individual necessary for successfully interacting in society.
Placement- An individual’s acquisition and occupation of relevant positions in society.
Interaction- Is a case of social action characterized by mutual orientations of actors and the formation of relations and networks.
Identification- Indicates the identification of an actor with a social system by which he sees himself as an element of a collective body.

Support Systems- Community begins with friends and family and sometimes money. A new survey (Mass Mutual) reveals that a whopping 80% of African Americans agree that community involvement is important compared to only 66% of whites. Throughout history African Americans have had to rely on each other. I will provide more details about this later. 

Stress-
Acute stress, the most common form of stress, is short-term and stems from the demands and pressures of the recent past and anticipated demands and pressures of the near future.

Chronic stress, a long-term form of stress, derives from unending feelings of despair/hopelessness, as a result of factors such as poverty, family dysfunction, feelings of helplessness and/or traumatic early childhood experience. Chronic stressors associated with health disparities include perceived discrimination, neighborhood stress, daily stress, family stress, acculturative stress, environmental stress and maternal stress 

Soujorner syndrome and the Superwoman Schema- The phenomenon of early onset of morbidity among African American women in response to persistent chronic stress and active coping associated with meeting day-to-day demands and having multiple caregiver roles. 

Racial and ethnic minorities have health that is worse overall than the health of White Americans. Health disparities may stem from economic determinants, education, geography and neighborhood, environment, lower-quality care, inadequate access to care, inability to navigate the system, provider ignorance/bias and/or stress.

Studies examining the role of social and biological stress on health suggests a link between socioeconomic status and ethnic disparities in stress and health. Some ethnic/racial groups are more economically disadvantaged and may be more susceptible to SES-related stress.












Native American Social & Community Context
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Trauma, Violence, Justice, and Community Engagement 
This slide represents both the dangers to Native women and youth. 

When we speak about Exposure to Trauma/Violence to native people, 
Violence, including intentional injuries, homicide, and suicide, accounts for 75 percent of deaths of American Indian and Alaska Native youth between 12-20 years old.  These individuals are exposed to trauma more often than other children in this country and are twice as likely to be victims of abuse and neglect.
In the U.S. and Canada, an average of 40 percent of the women who were victims of sex trafficking identified as American Indian or Alaskan Native.

Issues related to Native youth related to Policing and Justice Policy focus on the fact that
there are fewer Native youth than there are white, Black, Hispanic, or Asian youth, but the rate at which they are in contact with police and youth confinement facilities is alarming. Centuries of historical trauma are manifesting in Native youth as mental health and substance use issues that go untreated and can lead to status offenses, which are acts that are only criminal because of one’s age, like skipping school, or other “delinquent” behavior. Once again, federal jurisdiction over tribal lands makes Native youth worse off for being swept up into criminal-legal matters at all, because they’re more likely to receive longer federal sentences and less likely to receive the services and support they need.




Economic Stability

• Employment

• Income

• Expenses

• Debt

• Medical Bills

Presenter Notes
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The fourth social determinate of health we are discussing is economic stability. This determinate includes ….  
Employment
Income
Expenses
Debt
Medical Bills





In Home Services



Family Impact Teams
Innovative approach to support child welfare-involved families.



Economic Predictors of Child Welfare 
Involvement

Income Loss Cumulative 
Material Hardship

Housing Hardship

(Conrad-Hiebner, A., & Byram, E. (2020). The temporal impact of economic insecurity on child maltreatment: A systematic review. Trauma, Violence, & Abuse, 21(1), 157-178. https://doi.org/10.1177/1524838018756122)

Presenter Notes
Presentation Notes
Nationally, the most reliable economic predictors of child welfare involvement are: Income Loss, Cumulative Material Hardship and Housing Hardship

Nationally, nearly 85% of families investigated by child protective services have incomes below 200% of the federal poverty limit.

Almost 70% of families with incomes below 200% of FPL report experiencing a material hardship in the past year (difficulty paying for housing, utilities, food, or medical care).

Nationally, data shows that there are significant positive outcomes for families when they have economic stability. Connecting families with public assistance programs helps decrease the family’s risk of child welfare involvement.

We know stable housing is one of the most common barriers our families face. Referring a family to permanent housing results in 50% fewer foster care placements.

We know that childcare is another common barriers. Families approved for childcare subsidy and find a reliable provider, see:
40% reduction in maltreatment reports.
35% reduction in substantiated child maltreatment.
63% reduction in foster care placements.
50% reduction in child fatalities due to maltreatment





Approaches to accomplish this mission

Presenter Notes
Presentation Notes
Here we will take a look at a couple of initiatives that DHHS has undertaken to improve outcomes for families facing economic and other barriers which may result in an intersection with child welfare. 




Impactful Solution-Oriented Collaboration

Families engaged with 
child welfare

Family Resource 
Specialist Child welfare units

Presenter Notes
Presentation Notes
Each Family Resource Specialist will be assigned to 3-5 child welfare units. Specialists in those units will refer families to work with the FRS.

To build a collaborative relationship the FRS will: 
Attend child welfare unit meetings and all staff meeting.
Participate in Family Team Meetings.
Discuss barriers and solutions with services specialists.


Child Welfare Specialist Activities:
CPS investigation: Refer to FRS as early as possible in the investigation
Existing CPS ongoing case: Refer to FRS when needs are identified that the FRS can assist with
New FC Placement: Refer to FRS when placement is identified
FC Reunification or step-down to community placement: Refer to FRS as soon as change in placement is identified

Family Resource Specialist Activities:  
Evaluate the referral to ensure the family meets the priority population, then relentlessly pursue solutions to promote child safety and family well-being.

Assessing economic support needs.
Provide direct assistance to access ESA programs.
Facilitate a warm hand-off to referral partners.
Utilize flexible funding to provide solutions.
Engage families with face-to-face contacts and home calls.






Family Resource Specialists 
BENEFIT 

Child Welfare Specialists

Presenter Notes
Presentation Notes
You may be wondering, why do I need to send a referral? 

That is one more step I have to do, and I don’t have time. 

How are they going to help me? What is the benefit to me?

Let’s hear about some of the things Family Resource Specialists have been able to do in the short time Family Impact Teams have been operational.



Navigating the Child Support System

Navigating government 
systems can often feel like the 
string on the bottom, a tangled 
mess. You start to make 
progress only to loop back to 
almost where you started.
With the help of an FRS, the 
process is streamlined.

Presenter Notes
Presentation Notes
READ THE SLIDE. 

Real world example: A mother of 5 with one on the way was referred to a Family Resource Specialist by CPS.

The family was being evicted from their home and had a shut off from DTE.

The mother was in non-cooperation with the office of child support, which meant that she was not eligible for assistance with her eviction and shut off notice from DHHS.

In order to come into compliance, the mother had forms to complete and return to the prosecuting attorney’s office. She sent those to the specialist to assist her in completing them. The specialist reached out to the prosecuting attorney’s office and learned there were other documents that were needed including the children’s birth certificates. The mother did not have the birth certificates. .

The specialist was able to provide the mother with a letter to waive the fees to get the birth certificates and assisted her with getting the forms and all supporting documentation emailed to the prosecutor’s office. They were able to gain program compliance within 24 hours of receiving the forms.

At the same time we were working on getting the mother into compliance regarding child support, the FRS was working with a community partner to find suitable housing for the family. Once she found a suitable housing opportunity, the specialist reached out to the landlord to discuss his SIGMA provider information and verify the family’s new housing expenses.  The housing was secured. 



Overcoming Multiple Challenges

Many families experience one 
challenge after another. When one 
is resolved, another one pops up. 
This can be overwhelming and 
frustrating for the family.

Working with an FRS, families 
have support and resources to 
overcome these challenges and 
improve their family’s well-being.



Going the Extra Mile

Navigating the system to find 
affordable housing is a 
challenge for many families. It 
requires a lot of effort to find 
appropriate housing providers 
and complete the application 
paperwork.

FRS can walk alongside 
families to lessen their burden.



Innovative Solutioning

Pots and pans 
to prepare 

meals

Bikes for active 
Children

Connecting 
with CMH

Scholarship for 
sports program

Beds and 
Bedding

Connection to 
Weatherization 

Services

Vehicle 
Purchase and 

Repairs
Child Day Care

Home Repairs 
and clean up

Eviction 
Prevention

School 
Enrollment

Presenter Notes
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FRS have found so many innovative solutions,.

They do resolve common barriers such as beds, child care, evictions, and vehicle purchase but they can do so much more.

Assisting with school enrollment, finding ways for kids placed with older relatives to burn energy like scholarships for sports programs or bikes.

They see things differently, such as getting a family approved for food assistance and recognizing that they still would not be able to prepare meals without pots and pans. 

Learning that social security benefits had been suspended and helping the family walk through the steps to restart those benefits.

Recognizing that sometimes families are in the most affordable and appropriate housing for their family but need home repairs or weatherization to keep their utility bills on budget and their home safe or a shed to move household items out of the home ensuring safety for the children. 




Expected Outcomes

Improved child & family 
well-being

Improved child safety and 
family well-being

Permanency Decreased 
recurrence

Placement 
stability

Public 
Assistance 
Programs

Support 
Navigating 
Resources

Referrals to 
Community 

Partners

Flexible 
Funding 

Responses

Presenter Notes
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As we have mentioned, families engaged with the Child Welfare system often have underlying needs related to poverty.  Unresolved, these needs can impact permanency, recurrence, and placement stability.  


You just learned about all of the work FRS are doing with our families which is represented in the top row of boxes. 


Those activities can impact the child welfare outcomes and goals represented in the middle row. 

When the department Family Impact Teams provide economic and concrete supports and improved child welfare outcomes we expect to see Improved Child Safety & Family Well-being. 



Learning Together

Bi-weekly 
discussion

FRS

Local Office 
Management

CSA/ESA 
Leadership

Presenter Notes
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Phase I is a process and we will be relying on the phase 1 county’s experiences and input to further its development.
As such, this Plan is fluid and will change as we learn together.
Every other week, FRSs and local office management will be meeting with CSA and ESA Leadership to discuss challenges and best practices that FRS are identifying as the work is happening. 
At our first meeting, the FRSs introduced themselves to leadership and told us a bit about why they decided to apply for the positions. They were inspiring!
It was very evident that these workers are passionate about doing this work.
A few previously worked in services but went to ESA for various reasons but will enjoy being back working with the families in a different supportive capacity.
Some had personal or family experience with the child welfare system and believe that if these positions had existed during those experiences, removal may not have happened.
Some questioned why it took us so long to start this work.








Phase 1

Chippewa/Luce/Mackinac

Grand Traverse/Leelanau/Kalkaska

Sanilac/St. Clair

Allegan/Barry

Oakland - Pontiac

Wayne – Western Wayne CSA and Greydale

Presenter Notes
Presentation Notes

We have started the process in these counties for 6 months to work through training, operating procedures, outcomes and plan to then roll out statewide.

There are a total of 18 or 19 FRS in Phase 1. Once all individuals have been identified, we will put the list of staff on the SharePoint. 



211 Prevention Pilot
Preventing Child Abuse and Neglect at Intake



211 Pilot

Presenter Notes
Presentation Notes
MDHHS has been working on implementing various screen-out pathways with community partners and local office prevention teams. Historically intakes that get called into Centralized Intake but do not meet the criteria for a formal child welfare involvement have been screened-out with no additional follow-up. 
The goal of the screen-out prevention pathways is to proactively provide quality community resources that are available, accessible and culturally appropriate to families with a screened-out call to Centralized Intake through local community-based partnerships and keep children safe with their families whenever possible.
The reason why these pathways are so important is because in the state of MI we have seen a trend of families (1 in 3) who have a screened-out intake at CI end up having an intake that is screened in for formal CPS investigation within a year of the screened-out intake. If we can proactively connect families to services outside the child welfare system, we hope to strengthen families and reduce any future child welfare involvement.








211 Pilot- How it Works

- When a call comes into CI, they assess the allegations to 
determine if it meets criteria for CPS involvement. 
- If there is enough information to support an investigation 

the intake is sent to the local office for formal child welfare 
involvement.  

- If the referral does not meet criteria for CPS involvement, 
contains a prevention identifier, and is in Calhoun, 
Kalamazoo or Kent counties, the referral is screened out 
and sent along a prevention pathway.

Presenter Notes
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These pathways are completely voluntary and driven by the families being experts of their own family and voicing their specific needs. We are mindful that the information reported to CI in the screened-out intakes is most often an observation by someone else in the community and is just an allegation. The specific allegations reported are not provided to the community partner however the prevention identifier that led to the eligibility is provided.




211 Pilot-Identifiers
• Families who get referred to these pathways have a prevention identifier flagged 

at CI based on the allegations reported by the referral source.  The prevention 
identifiers are: 

• Child aged 0-3. 
• Caregiver <26 formerly a foster child.
• Pregnant person in family.
• DV in the household.
• Child mental/behavioral health concerns.
• Adult mental health concerns.
• Substance use disorder with a child or adult. 
• Child medical needs. 
• Denied investigation within the last 12 months. 
• Guardianship/power of attorney needed.
• Home conditions. 
• Clothing.
• Food.
• Utility or housing. 
• In-utero substance use 

Presenter Notes
Presentation Notes






211 Pilot-Progress

• The initial screen-out pathway began in July 2022 with 
211 in Calhoun and Kalamazoo counties.

• A local office screen-out pathway with the Calhoun and 
Kalamazoo MDHHS prevention team began in April 2023.

• In September 2023 a screen-out pathway was 
implemented with a Family Resource Center, Family 
Futures, in Kent County.

• On November 1, 2023, a local office screen-out pathway 
began with the Kent County MDHHS prevention team.

Presenter Notes
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We are in the beginning stages of developing a screen-out pathway with the cross-enrollment coordinator to elevate community resources via text to families with a screened-out intake.
We continue to assess data and the readiness of community partners determine the expansion of the screen-out pathways throughout Michigan.





Out of Home Services



Homelessness Data
• Homeless Management Information System 

(HMIS) data suggests 3,573 youth between 
18-24 experienced literal homelessness in 
2022.

• Michigan Department of Education (MDE) 
data reports almost 3,800 youth in K-12 
schools were experiencing homelessness 
without a parent or guardian.

Presenter Notes
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The U.S. Department of Housing and Urban Development (HUD) and the federal partners, along with other planners and policymakers use aggregate Homeless Management Information System (HMIS) data to better inform homeless policy and decision making at the federal, state, and local levels.




MDHHS Housing and Homeless 
Services - Direct Impact

Expansion of Homeless Youth 
Runaway (HYR) funds

• $3.2 million to expand into 
unrepresented/underrepresented 
areas

• $1.6 million to assist with staffing 
expansion

• $1.6 million to assist with 
infrastructure and technology

Presenter Notes
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Outreach and Basic Care Center – voluntary program for youth ages 12-17 and their families when the youth has runaway, been kicked out, is homeless or is at risk; provides outreach, case management, possible short term counseling, independent living skills for up to 90 days, possible short term emergency shelter for up to 21 days.
Transitional Living Program – voluntary program for youth ages 16 up to age 24 who are experiencing homelessness. Provides case management and counseling focused on achieving goals for adulthood such as education, employment, independent living skills. May provide a continuum of housing support services based on capacity and community need, ranging from congregate programming to scattered site apartments. Providers encouraged to leverage other fund sources such HUD’s Rapid Rehousing (RRH) and HUD Youth Homelessness Demonstration Project (YHDP)


Partnership with MSHDA
FUP efforts – Worked in conjunction with MSHDA to fully utilize MSHDA held Family Unification Program (FUP) vouchers for families involved in the child welfare system or for youth who were exiting foster care into homelessness. Coordinated efforts between MSHDA, MDHHS Business Service Centers, and Michigan Balance of State Continuum of Care (MIBoSCoC) to develop an MOU that would allow for expansion of FUP into southwest Michigan through two MSHDA Housing Agents. 
Youth Homelessness Demonstration Project
Michigan Balance of State Continuum of Care (MIBoSCoC) – The MIBoSCoC received over $4million (for two year grant) in funding to put towards ending youth homelessness in 61 mostly rural counties. This effort is youth led, with input from community partners in the area of coverage. H&HS staff is a member of Core Team, operates as a support person to the Youth Action Board (YAB), and is a linkage to other state level supports internal to MDHHS (Children’s Services, Adolescent Health, HIV/STI, HYR) and external to MDHHS (MDOC, MDE). Planning is underway with a Coordinated Community Plan scheduled to be finalized in the Spring. 
Detroit – Participant on City of Detroit’s Core Team for the Detroit YHDP project, which brought in over $5million (for two-year grant); assisted with linkage to Children’s Services; and participated on review and ranking team for new programs in Wayne County that included a Transitional Living – Rapid Rehousing program, a Permanent Supportive Housing Program, and a Respite Program. 




MDHHS Housing & Homeless 
Services - Partnerships

MDHHS is currently in 
partnership with Michigan 
Department of Education 
(MDE) through McKinney-
Vento for referrals during 
difficult situations for children 
experiencing homelessness.

Presenter Notes
Presentation Notes
Partnership with MDE McKinney-Vento
Referrals for difficult situations – MDHHS Housing and homeless services staff meet with MDE Special Populations staff on a monthly basis to discuss child and youth homelessness and school and shelter access. Between meetings if a problem is identified for a child and their family or an unaccompanied youth, a referral email is sent from MDE over to H&HS staff to look at options to break down barriers for shelter using existing resources.




Partnership Contd. - Food 
Assistance

• A workgroup was established with Children Services Administration (CSA) and Economic Stability 
Administration (ESA) to explore opportunities to better outreach to youth applying for food assistance.

• Staff were assigned at the MDHHS Special Processing Unit at Central Office to assist youth with their 
application for food assistance.

• MDHHS previously utilized Benefits Education Trust (BDT) to youth who have open foster care cases, are 
age 17 and up, and in Independent Living Placement (about 600 youth). Outreach texts all being sent to 
youth who have recently left foster care and are age 18 and up. In the process of exploring new vendors for 
similar services. 

• Both CSA and ESA released a statewide memo about roles and responsibilities of foster care staff, eligibility 
staff, and special processing office staff.

• The Semi-Annual Transition meeting form was updated to include more specific information about food 
assistance.  Semi-Annual Transition meetings occur with youth starting at age 14. 

Presenter Notes
Presentation Notes
Partnership with MSHDA
FUP efforts – Worked in conjunction with MSHDA to fully utilize MSHDA held Family Unification Program (FUP) vouchers for families involved in the child welfare system or for youth who were exiting foster care into homelessness. Coordinated efforts between MSHDA, MDHHS Business Service Centers, and Michigan Balance of State Continuum of Care (MIBoSCoC) to develop an MOU that would allow for expansion of FUP into southwest Michigan through two MSHDA Housing Agents. 
Youth Homelessness Demonstration Project
Michigan Balance of State Continuum of Care (MIBoSCoC) – The MIBoSCoC received over $4million (for two year grant) in funding to put towards ending youth homelessness in 61 mostly rural counties. This effort is youth led, with input from community partners in the area of coverage. H&HS staff is a member of Core Team, operates as a support person to the Youth Action Board (YAB), and is a linkage to other state level supports internal to MDHHS (Children’s Services, Adolescent Health, HIV/STI, HYR) and external to MDHHS (MDOC, MDE). Planning is underway with a Coordinated Community Plan scheduled to be finalized in the Spring. 
Detroit – Participant on City of Detroit’s Core Team for the Detroit YHDP project, which brought in over $5million (for two-year grant); assisted with linkage to Children’s Services; and participated on review and ranking team for new programs in Wayne County that included a Transitional Living – Rapid Rehousing program, a Permanent Supportive Housing Program, and a Respite Program. 
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• Judge Karen Braxton (Chair) -Circuit Court Judge Third Judicial Circuit of Michigan

• Sandra M. Lindsey (Co-Chair)-CEO, Saginaw County CMH Authority

• Patricia Neitman (Co-Chair)- Bureau Director, Bureau of Children’s Coordinated Health, Policy, and Supports

• Chris Andrews-Communications Specialist Contracted with MPHI

• Lara Bouse-Executive Director, Fostering Forward Michigan

• Connie Conklin-Executive Director Livingston County Community Mental Health

• Alicia Cosgrove-State Assistant Administrator, MDHHS Bureau of Children’s Coordinated Health Policy and 

Supports

• Cheri Duncan-Services Program Manager 14 Macomb Co, Foster Care

• Katherine Marceau-Regional Placement Unit Director, MDHHS

• Natalie Quintal-Child Welfare Analyst, MDHHS/Business Service Center 2

• Ellen Satterlee-Program Assistant for Chief Strategy Office, MPHI

• Jennifer Sczykutowicz- Jackson County MDHHS Foster Care Program Manager

• Leslie Slater, MSW-Foster Care Supervisor, Muskegon County DHHS



• Jessica Sweet-Foster -Care Adoption and Guardianship Division Director, MDHHS

• Rachel Willis-Director Bureau of Out of Home Services, MDHHS CSA

• Dr. Paul Elam- Chief Strategy Officer, MPHI

• Alicia Baldwin-Bailey-Program Assistant for Center for Racial and Social Justice

• Laurie Phelps-Community Reintegration Analyst, MDHHS, CSA, CWMBH

• Julie Kipfmiller-Departmental Specialist MDHHS Division of Continuous Quality Improvement, Data Management 

Unit

• Janet Reynolds-Snyder-Executive Director Michigan Federation for Children and Families

• Jane Shank-Lived Experience Involvement/Engagement Consultant BCCHPS

• Phillip Kurdunowicz-Division Director, Division of Access Standards, Service Array, and Policy; Bureau of Children’s 

Coordinated Health, Policy, and Supports

• Ashleigh Brotherson-Division of Child Welfare Licensing, MDHHS

• Lama Beydoun- as of 9/17/24 no longer apart of workgroup due to position change

• Renee Gonzalez- as of 5/2/24 no longer apart of workgroup due to position change



Problem Statement: Children of color are disproportionately placed in CCIs and have longer lengths of stay.

Recommendation: Implement appropriate services to reduce CCI placements and length of stay.

Reduce the number 
of children of color
 in CCIs.

Reduce length of 
stay in CCIs.

Develop alternative 
interventions 
that prioritize 
least restrictive 
placements.

Decrease number of 
children of color 
placed in CCIs.

Decrease length of 
stay in CCIs.

Decrease multiple 
placements after 
being released 
from CCIs. 

Goals Supporting Actions Monitoring Indicators Desired Outcomes

Develop CCI dashboard

Establish baseline data

Effective and Early Discharge 
Planning

Peer/Guardian Support

Gather and receive feedback 
from youth, families, & CCI providers

Annual quality service reviews

Data dashboard and reporting

DRAFT: CCI Action Plan

Cross Systems Learning 
(Child Welfare and CMH)

Implementation of MichiCANS

Presenter Notes
Presentation Notes
Supporting Actions 
1. Collect and analyze data to identify demographics and experiences of youth in CCIs, esp. children of color
2. Identify most common needs for why CCIs are being used and conduct environmental scan on current service array
3. Utilize information from data analysis and environmental scan to identify gaps in service array and assess needs for new services and programs
4. Identify list of evidence-based and promising practices that will meet underlying needs of families and communities
5. Develop monthly dashboard shared with staff so data is used for decision-making and CQI
6. Develop targeted funding strategy to address gaps in current service array

Indicator/Monitoring
Identify 3-5 of Dept’s biggest priorities to address
Produce Needs Assessment
Produce Network Adequacy and Service Capacity Review
Gather and receive feedback from representative workgroup (including staff, young people, family members, and community providers)
Published report every 6-12 months, in addition to development of data dashboard

CSA Priorities: 1,3,4			CSA Lead Area: insert here

We want to make sure that when kids are placed in CCIs they are only in there for the appropriate length of time; want to address return rates for children in placement 
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Recommendations 
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Congregate Care 
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Sandra Lindsey 
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Patricia Neitman



Proposals for Change 
Fiscal Year 2026

Bureau of Children’s Coordinated Health, Policy, and Supports



Transitions of Care Program 

Department Priorities Addressed:
 Keeping Kids Safe.
 Improving Access to Behavioral Health 

Services/Supports.
 Improving the Way We do Business.
 Streamlining Transitions of Care (Director’s 

Initiative).

Identified Challenges: 
 Timely transition of youth from congregate care 

to community.
 Transition out of Emergency Departments to 

appropriate setting with necessary 
services/supports.

 Transition from child to adult services.

Proposed Solution/Components of Proposal:
Develop and Implement Community Transitions Support 
Team housed in BCCHPS to 
• Assess and identify needs and barriers to timely 

discharge from congregate care settings.
• Assemble the needed multi-system teams to 

support transition.
• Lead discharge planning teams to support and drive 

effective discharge planning.
• Ensure needed community-based services and 

supports are in engaged and in place to support 
transition. 

• Work across child serving systems and MDHHS 
departments to improve access and transition 
planning.

• Collect and analyze data regarding outcomes; 
recommend program changes as indicated.

• Provide training and technical assistance to support 
effective transition planning.

Overall Goal: Improve transitions of care for youth with complex behavioral health 
needs.



Peer Expansion Project for Parents and Youth (PEPPY) 

Department Priorities Addressed:
Keeping Kids Safe.
Addressing Behavioral Health Challenges.
Administer Programs to Improve Health, 

Safety & Prosperity of Michigan Residents 
(MDHHS Mission).

Identified Challenges: 
Need for expansion of parent supports.
Need for expansion of youth supports.
Need to Address litigation commitments.

Proposed Solution/Components of Proposal:
Expand contract with Association for Children’s 
Mental Health (ACMH) and obtain staffing 
resources to:
• Expand Parent Support Partner programming 

across the state. 
• Expand Youth Peer Support programming 

across the state. 
• Obtain dedicated staffing resources to support 

these MICAS services. 

Overall Goal: Expand Parent Support Partners & Youth Peer Supports 
Programming



BCCHPS Proposal Overview 
Rankin
g

Proposal FTEs General 
Fund

Medicaid 
Match

Total GF 
Needed

1 Transitions of 
Care

13 $2,098,000 N/A $2,098,000

2 Peer Expansion 
Project for 
Parents & Youth

2 $564,500 50% for one 
FTE

$486,000

TOTAL 15 
(1 contracted)

$2,662,500 $78,500 $2,584,000



Michigan 
Congregate Care 

Placements by 
Race & Ethnicity

Dr. Paul Elam









What to Expect 
for 2024……..

Congregate Care Workgroup Meeting Date and Times 

February 29th 10:00am-11:30am 
March 25th 12:30pm-2:00pm
April 22nd 8:30am-10:00am 
May23rd 10:30am-12noon 
June 26th 1:00pm-2:30pm 

July 31st 10:00am-11:30am 
August-Summer Break Meeting Cancelled

September 18th 1:30pm-3:00pm
October 30th 9:00am-10:30am

November 18th 12:30pm-2:00pm
December-Holiday Break Meeting Cancelled



Closing 
Remarks & 6 
Month Virtual 
Meeting TBD

Judge Karen Braxton
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