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Introductions, Welcome and 
Housekeeping

Key BHDDA Contacts

Lorianne Fall, CPI Section Administrative Assistant
Email: FallL2@michigan.gov
Phone: 517-335-0552

Mark Lowis, Program Specialist
Email: LowisM@michigan.gov
Phone: 517-335-3368

Alyson Rush, Program Specialist
Email: RushA@michigan.gov
Phone:  517-335-0250

Karen Cashen, Grants Manager
Email: CashenK@Michigan.gov
Phone:  517-335-5934
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Agenda: Day 1
MIFAST Overview
Recruitment of Reviewers
Etiquette & Do’s and Don’t’s
Process to be Reviewer
Contract Requirements and Reimbursement
Details of What is Involved in Review
Resources to Know
DBT, COD, IDDT and ACT Only:
Brief review of protocols, tools and interview 
prompts
GOI
Brief Overview of Day 2



MIFAST OVERVIEW

What is 
MIFAST?

Why do 
MIFAST?

How is the 
information 

used?



Reviewer Recruitment



Process to be a Reviewer
Contract Items and Requirements

• Qualifications and Expectations
– Lead reviewer
– Assistant reviewer
– Shadow

• Annual training

• Quarterly conference call participation



Etiquette

the code of ethical behavior regarding 
professional practice or action among the 
members of a profession in their dealings 
with each other



Do’s 
and 

Don’ts



Reimbursement
• Invoice Form and Completion  copy of invoice on next page

• Travel Reimbursement  Form and Completion
– Supporting documentation  
– Maps  
– Detailed receipts (and information needed) include meal amounts and select cities

• Special note about hotel stays       
– April 2018 Overnight Lodging the night before is allowed if traveling 60 miles or more
– State of Michigan Hotel Listing & Policy Guidelines  

http://www.michigan.gov/documents/dmb/Active_Hotels_342675_7.pdf?20140906155
810s

– Exception Requests

http://www.michigan.gov/documents/dmb/Active_Hotels_342675_7.pdf?20140906155810


Community Mental Health Association of Michigan 
Training Invoice



Instructions for Invoice Form and 
Completion



Instructions for Invoice Form and 
Completion



Travel 
Reimbursement 

Form



Instructions 
for Travel 
Voucher



Instructions 
for Travel 
Voucher 

Continued



So–

What is Involved in a visit?
(and who..what..where..why..when..?)

• Initial contacts for launching the process
• MDHHS-MIFAST@Michigan.gov
• Pre-Visit Consultation Call with Agency   
• MIFAST Site Visit   

• Lead Reviewer (paid at contract rate)
• Assistant reviewer if needed (paid at contract rate)
• Shadowing for training (unpaid except travel)

• Report
• Consensus meeting/discussion for scoring
• Final Submission
• Contracts will specify what you can invoice for

• Post-Visit Consultation
• Technical Assistance (must submit event 

documentation with invoice)
• Follow-Up
(all activities are discussed with and pre-approved by the 
CPI Lead Staff)

mailto:MDHHS-MIFAST@Michigan.gov


Summary
(So far….) 

Timeframes Structure Expectations



Resources to Know

Michigan Medicaid 
Provider Manual 
(current  version)

SAMHSA Toolkits

Find Most Current 
MIFAST Visit Prep 
Materials on imp



Pathways to a MiFAST Visit-

CONTACT YOU

MDHHS-MIFAST@Michigan.gov

mailto:MDHHS-MIFAST@Michigan.gov


Questions



DBT, COD, IDDT, and ACT Reviewers 

You get to stay!



DBT, COD, 
IDDT, and 

ACT 
Reviewers 

Brief review of 
protocols

Brief review of 
tools   

Interview 
prompts



Global Organization Index (GOI)
• G1 Program Philosophy
• G2 Eligibility or Consumer Identification
• G3 Penetration
• G4 Assessment
• G5 Individualized Treatment Plan
• G6 Individualized Treatment
• G7 Training
• G8 Supervision
• G9 Process Monitoring
• G10 Outcome Monitoring
• G11 Quality Assurance (QA)
• G12 Personal Choice Regarding Service Provision 



MIFAST Scoring Inter-Rater 
Reliability Process

• Objectives: For each element:
– Define the element
– Give clear rationale as to why the element is 

necessary to establish fidelity
– Describe the sources of information or evidence 

needed to complete scoring
– Give an example of each level of scoring
– Discuss with the wider group 



G1  Program Philosophy
• No more than 1 of 5 sources shows clear understanding of 

program philosophy or All sources have numerous major 
areas of Discrepancy 

• 2 of 5 sources show a clear understanding of program 
Philosophy or all sources have several major areas of 
discrepancy 

• 3 of 5 sources have a clear understanding of program 
philosophy or Sources mostly aligned to program 
philosophy but have 1 major area of discrepancy 

• 4 of 5 resources show clear understanding of program 
philosophy or sources mostly aligned to program 
philosophy, but have 1 or 2 major areas of discrepancy 

• All 5 sources show clear understanding and commitment to 
program philosophy 



G2. Eligibility/Client Identification

• 20% of people receive standardized screening 
and/or agency DOES NOT systematically track 
eligibility 

• 21-40% of people receive standardized screening 
and agency systematically tracts eligibility

• 41-60% of people receive standardized screening 
and agency systematically tracks eligibility

• 61-80% of people receive standardized screening 
and agency systematically tracks eligibility

• >80% of people receive standardized screening 
and agency tracks eligibility



G3 Penetration

• Ratio: 20%
• Ratio: 21-40%
• Ratio: 41-60%
• Ratio: 61-80%
• Ratio: >80%



• Assessments are completely absent or completely non-
standardized

• Pervasive deficiencies in 2 of the following: Standardization, 
Quality of assessments, Timeliness, Comprehensiveness

• Pervasive deficiencies in 1 of the following: Standardization, 
Quality of assessments, Timeliness, Comprehensiveness

• 61-80% of participants receive standardized, high-quality 
assessments at least annually or information is deficient for 
1 or 2 assessment domains

• 80% of participants receive standardized, high-quality 
assessments; the information is comprehensive across all 
domains and updated a least annually

G4 Assessment



G5 Individualized Treatment Plan

• 20% of participants in EBP services have explicit individualized 
treatment plans, related to EBP, updated every 3 months

• 21% - 40% of participants in EBP services have explicit individualized 
treatment plans, related to EBP, updated every 3 months

• 41% - 60% of participants in EBP services have explicit individualized 
treatment plans, related to EBP, updated every 3 months or 
Individualized treatment plan updated every 6 months for all 
consumers

• 61% 80% of participants in EBP services have explicit individualized 
treatment plans, related to EBP, updated every 3 months

• >80% of participants in EBP services have explicit individualized 
treatment plans related to EBP, updated every 3 months



G6 Individualized Treatment

• 20% of participants in EBP services receive 
individualized services meeting goals of the EBP

• 21% - 40% of participants in EBP services receive 
individualized services meeting goals of EBP

• 41% - 60% of participants in EBP services receive 
individualized services meeting goals of EBP

• 61% - 80% of participants in EBP services receive 
individualized services meeting goals of EBP

• >8040% of participants in EBP services receive 
individualized services meeting goals of EBP



G7 Training

• <20% of program staff receive standardized training 
annually

• 21% - 40% of program staff receive standardized training 
annually

• 41% - 60% of program staff receive standardized training 
annually

• 61% - 80% of program staff receive standardized training 
annually

• >80% of program staff receive standardized training 
annually



G8 Supervision
• <20% of EBP practitioners receive supervision
• 21% - 40% of EBP practitioners receive weekly structured, 

consumer-centered supervision or all EBP practitioners 
receive informal supervision

• 41% - 60% of EBP practitioners receive weekly structured, 
consumer-centered supervision or all EBP practitioners 
receive informal supervision

• 61% - 80% of EBP practitioners receive weekly structured, 
consumer-centered supervision or all EBP practitioners 
receive informal supervision

• >80% of EBP practitioners receive weekly structured, 
consumer-centered supervision or all EBP practitioners 
receive informal supervision



G9 Process Monitoring
• No attempt at monitoring process is made
• Informal process monitoring is used at least annually
• Process monitoring is deficient on 2 of these 3 criteria: 

Comprehensive and standardized, Completed every 6 
months, Used to guide program improvements or 
Standardized monitoring is done annually only

• Process monitoring is deficient in 1 of these criteria: 
Comprehensive and standardized, Completed every 6 
moths, Used to guide program improvements

• Standardized comprehensive process monitoring 
occurs at least every 6 months and is used to guide 
program improvements



G10 Outcome Monitoring

• No outcome monitoring occurs
• Outcome monitoring occurs at least 1 time per year 

but results are not shared with EBP practitioners
• Outcome monitoring occurs at least 2 times per year 

but results are not shared with EBP practitioners
• Standardized outcome monitoring occurs at least 2 

times per year and results are shared with practitioners
• Standardized outcome monitoring occurs quarterly and 

results are shared with practitioners



G11 Quality Assurance

• No review or no committee
• QA committee has been formed but reviewing EBP less 

than annually
• Explicit QA review occurs less than annually or QA review is 

superficial
• Explicit QA review occurs annually
• Explicit QA review occurs every 6 months by QA group or 

steering committee for EBP



G12 Personal Choice Regarding 
Service Provision

• Person-centered services are absent
• Few sources agree that type and frequency of 

EBP services reflect consumer choice
• Half of the sources agree that type and frequency 

of EBP services reflect consumer choice
• Most sources agree that type and frequency of 

EBP services reflect consumer choice or Agency 
fully embraces consumer choice with one 
exception

• All sources agree that type and frequency of EBP 
services reflect consumer choice



Questions and Summary of Day 1





Brief 
Overview 
of Day 2

Focus on COD, ACT, 
IDDT, and ACT/IDDT
• In-depth review of tool
• In-depth protocols
• Activities to practice reviewer 

skills
• Videos for group work to rank

Practice and Discussion





When you open the current excel tool-
Do this first: 



Navigating

















Navigating the MiFAST Tool   (example G1;  1 of 5 slides)  



Navigating the MiFAST Tool  continued- using G1       2 of 5 slides



Navigating the MiFAST Tool  continued- using G1       3 of 5 slides



Navigating the MiFAST Tool  continued- using G1      4 of 5 slides



Navigating the MiFAST Tool  continued- using G1       5 of 5 slides





(Endorsed by >80% of Experts)

(Gary Bond, presentation ACTA Conference 2003)



(McGrew, Bond, 1994)





is a ‘they get me’ service for consumers 
–enough time and staff to help

( is a ‘they get me’ service for teams)

Staff to Consumer Ratio = 1:10

True Story from the Field  -What will YOU say?



Difficulties might include:
• Maintaining or having interpersonal relationships with 

family and friends
• Accessing needed MH and PH care
• Issues relating to aging, especially where SMI symptoms 

may be exacerbated or confused by complex medical 
conditions or complex med regimens

• Performing ADLs or other life skills
• Managing meds without ongoing support
• Maintaining housing



• Avoiding arrest and incarceration, navigating the legal system, 
transitioning back to the community 

• Coping with relapses or return of symptoms given an increase 
in psychosocial stressors or changes in the environment 
(frequent use of hospital services, ED, CS, CR programs or 
homeless shelters)

• Maintaining recovery to meet the challenges of a co-occurring 
SUD

• Encountering difficulty in past or present progress toward 
recovery despite participation in long-term and/or intensive 
services





• functioning as a single unit of expertise 
• assists with activities supporting consumers 

lives in the community 
• an invisible, dynamic whole 
• team members’ actions are highly 

interrelated and in ACT
• relationships are Everything!



No One 
New

I Know 
My Team

My Team 
Knows 

Me

It 
Matters



Teams require a sufficient number of qualified staff to 
assure the provision of an intensive array of services on 
a 24-hour basis.





Prodromal identification
Rapid Response to Emergent Conditions

Possible Diversion
Pre-Admission Screen









.





Information you need:
• # new ACT Consumers in last 6 months
• total # allocated caseload (the FTE of ACT staff 

positions x 10) 

Calculate the answer:
# new consumers in last 6 months

total # allocated team for caseload
Multiply x 100



















SAMHSA requires on ACT team

Medicaid requires team to provide 
OR broker



• Provided with laptops or communication devices to use in the 
field

• Provided with cell phones or reimbursed for the business use 
of their personal cell phone

• Teams are provided with a team ‘on-call’ phone
• Or provided with pagers or other means of communicating in 

areas of poor cell service 



• Trained in techniques and skills to keep safe in the field 
• When safety is of concern, contacts by groups of two or more 
• Concerns about specific consumers discussed in team 
• When safety relates to housing (i.e., dangerous neighborhood, 

inaccessible location, dilapidated dwelling, infestations of rodents 
and/or insects), potential environmental changes are discussed 
with the consumer



• EACT team has met the minimum ACT 
Medicaid standards and has been 
approved to use H0039 to indicate 
ACT services



• Sufficient recovery to maintain functioning without support of 
act as identified through the person centered planning 
process and consumer no longer meets severity-of-illness 
criteria and has demonstrated the ability to meet all major 
role functions for a period of time sufficient to show clinical 
stability.



T1  Multidisciplinary Team

• <20% of participants receive care from 
multidisciplinary team or cannot rate due to no fit

• 21-40% of participants receive care from a 
multidisciplinary team

• 41-60% of participants receive care from a 
multidisciplinary team

• 61-80% of participants receive care from a 
multidisciplinary team

• >80% of participants receive care from a 
multidisciplinary team with a strong emphasis on 
accessing a broad range of excellent communication 
among all disciplines



T2  Integrated Treatment Specialist
• No integrated treatment specialist connected with the agency or 

cannot rate due to no fit
• Consumers with COD are referred to a separate Integrated 

Treatment program within the agency (e.g.: referred to integrated 
treatment specialist not on the team) 

• Integrated treatment specialists serve as consultants to the team 
but do not attend meetings and not involved in treatment planning

• Integrated treatment specialists are assigned to treatment teams 
but are no fully integrated, attend some meetings, may be involved 
in treatment planning but not systematically

• Integrated treatment specialists are fully integrated members of the 
treatment team, attend all team meetings, are involved in 
treatment planning, model and train other staff on integrated 
treatment for COD



T3  Stage-wise Interventions

• <20% of interventions  are consistent with each participant's stage of 
treatment or cannot rate due to no fit

• 21 – 40% of interventions are consistent with each participant’s stage of 
treatment 

• 41 – 60% of interventions are consistent with each participant’s stage of 
treatment

• 61 – 79% of interventions are consistent with each participant’s stage of 
treatment

• 80% of interventions are consistent with each participant’s stage of 
treatment 



T4 Access to Comprehensive 
Services

• Fewer than 2 services are provided by the agency or 
participants do not have genuine access to these 
services or cannot rate due to no fit

• 2 services are provided by the agency and participants 
have genuine access to these services

• 3 services are provided by the agency and participants 
have genuine access to these services

• 4 services are provided by the agency and participants 
have genuine access to these services

• All 5 2 services are provided by the agency and 
participants have genuine access to these services



T5   Time-Unlimited Services
• Services are provided on a time-unlimited basis <20% 

of the time (e.g.: participants are closed out of most 
services after a defined period of time)

• Services are provided on a time-unlimited basis 21-40% 
of the time

• Services are provided on a time-unlimited basis 41-60% 
of the time

• Services are provided on a time-unlimited basis 61-79% 
of the time

• Services are provided on a time-unlimited basis with 
intensity modified according to each participant’s 
needs >21-40% of the time



T6   Outreach

• Integrated Treatment Specialists 
– Are passive in recruitment and re-engagement; almost 

never use outreach mechanisms or cannot rate due to 
no fit

– Make initial attempts to engage but generally focus 
efforts on most motivated participants

– Try outreach mechanisms only as convenient
– Usually have plan for engagement and use most 

available outreach mechanisms
– Have plan for engagement and use most available 

mechanisms



T7  Motivational Interventions

• Integrated Treatment Specialists:
– do not understand motivational interventions <20% of interactions 

with participants are based upon motivational approaches
– understand motivational interventions and 21-40% of interactions 

with participants are based upon motivational approaches
– do not understand motivational interventions and 41-60% of 

interactions with participants are based upon motivational approaches
– do not understand motivational interventions and 61-79% of 

interactions with participants are based upon motivational approaches
– do not understand motivational interventions and >80% of 

interactions with participants are based upon motivational approaches



T8  Substance Abuse Counseling
• Integrated treatment specialists

– Do not understand basic SUD counseling principles and <20% of 
people in active treatment stage or relapse prevention stage receive 
SUD counseling or cannot rate due to no fit

– Some understand basic SUD counseling principles and 21-40% of 
people in active treatment or relapse prevention stages receive SUD 
counseling 

– Most understand basic SUD counseling principles and 41-60% of 
people in active treatment or relapse prevention stages receive SUD 
counseling 

– All understand basic SUD counseling principles and 61-79% of people 
in active treatment or relapse prevention stages receive SUD 
counseling 

– All understand basic SUD counseling principles and >80% of people in 
active treatment or relapse prevention stages receive SUD counseling 



T9  Group Treatment for Co-
occurring Disorders

• <20% of participants regularly attend group treatment
• 20-34% of participants regularly attend group treatment
• 35-49% of participants regularly attend group treatment
• 50-65% of participants regularly attend group treatment
• >65% of participants regularly attend group treatment



T10  Family Interventions for Co-
occurring Disorders

• Participants:
– are not asked for permission to involve family (or others) or 

<20% of families (or others) receive family interventions for COD
– are asked for permission to involve family (or others) and 20-

34% of families (or others) receive family interventions for COD
– are asked for permission to involve family (or others) and 35-

49% of families (or others) receive family interventions for COD
– are not asked for permission to involve family (or others) and 

50-65% of families (or others) receive family interventions for 
COD

– are not asked for permission to involve family (or others) and 
>65% of families (or others) receive family interventions for COD



T11 Alcohol and Drug Self-Help 
Groups

• <20% of people in the active treatment or relapse prevention stages 
attend self-help programs in the community or cannot rate due to 
no fit

• 20-34% of people in the active treatment or relapse prevention 
stages attend self-help programs in the community or cannot rate 
due to no fit

• 34-49% of people in the active treatment or relapse prevention 
stages attend self-help programs in the community or cannot rate 
due to no fit

• 50-65% of people in the active treatment or relapse prevention 
stages attend self-help programs in the community or cannot rate 
due to no fit

• >65% of people in the active treatment or relapse prevention stages 
attend self-help programs in the community or cannot rate due to 
no fit



T12 Pharmacological Treatment
• Prescribers use less than 2 of the strategies listed or 

cannot rate due to no fit
• Approximately 2 of 5 strategies Used
• Approximately 3 of 5 strategies Used
• Approximately 4 of 5 strategies Used
• All 5 strategies are used: medications are prescribed 

despite active substance use, prescribers receive 
pertinent input from the treatment team about 
medication decisions, use strategies to maximize 
adherence to psychiatric medications, avoid prescribing 
medications that are addictive and offer medications 
known to be effective for reducing addictive behavior



T13 Interventions to Promote 
Health

• Integrated treatment specialists offer no interventions to promote 
health

• Integrated treatment specialists may have some knowledge of 
reducing negative consequences of substance abuse but rarely use 
concepts

• Less than half of all participants receive services to promote health, 
integrated treatment specialists use concepts unsystematically 

• 50-79% of participants receive services to promote health; all 
integrated treatment specialists are well versed in techniques to 
reduce negative consequences of substance use

• >80% of participants receive services to promote health; all 
integrated treatment specialists are well versed in techniques to 
reduce negative consequences of substance abuse



T14 Secondary Interventions for 
Non-responders

• <20% of non-responders are evaluated and referred for secondary 
interventions OR there is no recognition of a need for secondary 
interventions for non-responders OR cannot rate due to no fit

• 21-40% of non-responders are evaluated and referred for secondary 
interventions OR secondary interventions are not systematically 
offered or available to non-responders

• Program has protocol and 41%-60% of non-responders are 
evaluated and referred for secondary interventions OR no formal 
method to identify non-responders

• Program has protocol and 61%-79% of non-responders are 
evaluated and referred for secondary interventions

• Program has protocol to identify non-responders and >80% are 
evaluated and referred for secondary interventions
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• Case Western Reserve Center for EBP www.center forebp.case.edu
• ACT Center of Indiana; ACT daily team meeting & staff roles part 1
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