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Abstract

In March 2020, at the beginning of the COVID-19 pandemic, state-funded community mental health service programs
(CMHSP) in Michigan, organized into 10 regions known as a “Prepaid Inpatient Health Plan” (PIHP), grappled with the
task of developing a modified plan of operations, while complying with mitigation and social distancing guidelines. With
the premise that psychiatric care is essential healthcare, a panel of physician and non-physician leaders representing Region
5, met and developed recommendations, and feedback iteratively, using an adaptive modified Delphi methodology. This
facilitated the development of a service and patient prioritization document to triage and to deliver behavioral health services
in 21 counties which comprised Region 5 PIHP. Our procedures were organized around the principles of mitigation and
contingency management, like physical health service delivery paradigms. The purpose of this manuscript is to share region
5 PIHP’s response; a process which has allowed continuity of care during these unprecedented times.

Keywords Community mental health - COVID-19 - COVID - Coronavirus - Psychiatry - Mental health - Behavioral health -
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Introduction

The novel Coronavirus 2019 (COVID-19) took health sys-
tems across the globe by surprise, leaving in its path sig-
nificant emotional, social, and economic burdens. Federal
and state level guidance, while much more detailed at this
time, were modest and had predominantly originated from
the Centers for Disease Control (CDC) and the Centers for
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Medicare & Medicaid Services (CMS). Those guidelines
were sweeping and broad, leaving communities, health
systems, hospitals, nursing homes, and other points of care
struggling to implement preventative measures while fac-
ing their own infrastructural and operational challenges
(Gershman).

This crisis is affecting everyone, but those with pre-exist-
ing health conditions are most at risk of illness and hospitali-
zation (Alavi et al. 2020; Daré et al. 2019; Groups at Higher
Risk for Severe Illness 2020). Thus, certain segments of the
population were particularly affected (Weiner 2020). These
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population subsets include adults with severe and persistent
mental illness (SMI), children and adults with intellectual
and/or developmental disabilities (IDD) (including autism),
children with severe emotional disturbance (SED), and chil-
dren and adults with substance use disorders (SUD) (Janssen
et al. 2015).

As we have stated in another report: “Mental illnesses are
common in the United States, with approximately 46.7 mil-
lion persons (19.1%) living with a mental illness, and 11.4
million (4.6%) having serious/severe mental illness (SMI),
meaning that they experience impairment that substantially
interferes with or limits their life activities” (Alavi et al.
2020). In the United States, these populations frequently
receive treatment through public-sector-managed behavio-
ral health, also known as community mental health cent-
ers (CMHCs) or in Michigan, known as community mental
health service programs (CMHSPs), which are grouped into
Prepaid Inpatient Health Plans (PIHP) (Kohrt et al. 2018).
PIHPs are entities identified in federal regulations by the
CMS which provide behavioral and medical services to

Michigan Department of Health and Human
Services

Federal and
State
Substance
Abuse

Funds and
Medicaid

Pre-Paid Inpatient Health Programs (PIHP) (10)

Federal and
State
Substance
Abuse

Funds and
Medicaid

Community Mental Health Services
Programs CMHSP (46)

Fig. 1 Organizational structure of community mental health service
providers (CMHSP) in Michigan
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eligible individuals including arranging psychiatric inpatient
hospital care (What is a PIHP?. Community Mental Health
Association of Michigan). There are 10 PIHPs in Michigan
and their responsibility is to manage Medicaid resources for
behavioral health, IDD, and SUD services for beneficiaries
(Insert Fig. 1).

Each PIHP has a variable number of CMHSPs who pro-
vide behavioral health, IDD, and SUD services. CMSPs are
the local, often county based providers that provide provide
services such as substance use rehabilitation and treatment,
care for persons with intellectual and developmental disabil-
ities (IDD) to live independent lives (including congregate
residential settings), care in the community for persons with
SMI, services to families and children, and psychiatric care.

While all CMH service providers are mandated to have
a general disaster plan, the scope of COVID-19 is unprec-
edented, rendering many of these plans insufficient (Holmes
and Deb 2004). As the rate of COVID-19 infection grew
in Michigan, a state of emergency was declared. Hospitals,
ambulatory health care facilities (HCF) and all levels of
health care delivery were asked to modify their operations in
order to mitigate the spread of infection. At that time (March
2020), we could not find any specific guidelines regarding
mitigation and service delivery alterations for behavio-
ral health services generally, nor specifically for PIHPs or
CMHC:s. Below is the plan we formulated and immediately
put into action. This plan was created to address the unique
needs of our region (Region 5 PIHP). It is our hope that
systems across the country can use these tools as a starting
point or template for developing their own individualized
protocols.

Methods

We began the needs assessment process in mid-March,
almost immediately after the declaration of a state of
emergency by Governor Gretchen Whitmer (2020). This
process was initiated by the chief medical officer and chief
behavioral health officer using a modified Delphi method-
ology, which is a group communication process involv-
ing obtaining the consensus opinion of a group of experts
through conducting detailed examinations and discussions
of a specific issue for the purposes of goal setting, policy
investigation, or predicting the occurrence of future events
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Modified Delphi Method as used
by Mid-State Health
Network(MSHN) to develop
regional mitigation strategies

Fig.2 Process for developing mitigation strategies based on Delphi
Method

(Hasson and Keeney 2011; Hsu and Sandford 2007; Turoff
and Hiltz 1996; Ludwig 1997). Our goal was to elicit opin-
ions and expertise to ultimately achieve consensus on miti-
gation strategies for the administrative and clinical leader-
ship of the 12 participating CMHSPs (Fig. 2) to apply in a
standard fashion to their respective systems.

The group participated in multiple teleconference ses-
sions of 2-3 h duration approximately 2-3 times per week,
over a period of two weeks. The participants included
medical directors of the Region 5 CMHSPs, their admin-
istrators, and their clinical directors. Our emergent needs
were threefold: develop a unified mitigation strategy which
could be standardized across the region served by the
PIHP, develop and maintain clear lines of communica-
tion with timely and early physician input, and provide
continuity of care across the various levels of care. We
found these goals could be best addressed by targeting
three areas: (i) communications, (ii) operations, and (iii)
equipment.

The regional partners needed information to flow back
from the CMHSPs to the PIHP seamlessly, reliably, and
quickly. This was identified as a need in order to relay infor-
mation regarding the CMHSP’s regional COVID-19 count,

disaster preparedness level, and personal protective equip-
ment (PPE) needs back to the PIHP on a daily basis.

The other identified need was for unified, tier-based oper-
ations. We developed and implemented a modified 4-tier
operating schedule that could be implemented across all
counties while providing flexibility based on local disease
spread. This was based on the CDC’s guidelines and was
modified to suit our needs (Document 1). As delineated
above, a modified Delphi methodology was implemented to
develop our consensus and the document was subsequently
posted on the central PIHP website. As the pandemic pro-
gressed, this document became a central point of reference
in communication between the PIHP and the CMHSPs

In our region, the most pertinent equipment needs were
related to:

a) Information technology
b) Personal protective equipment (PPE)

Information technology equipment needs consisted pri-
marily of telehealth encounter technology. Specifically, we
needed to identify what platforms were best suited to the
wide variety of services that are provided, test those plat-
forms, and implement appropriate and practical formats for
encounters. These were stratified by services that have both
audio and visual components as opposed to telephone con-
tact only.

PPE needs (similarly to most non-hospital-based health-
care personnel across the country) were largely surgical
masks and N95 masks, gloves, goggles, gowns, and hand
sanitizer. The situation was complicated by general unavaila-
bility of PPE—most behavioral health facilities do not stock
and/or use PPE on a regular basis, and the sudden increased
demand across the nation made it difficult to procure the
needed quantities. Another PPE-related issue was training
the staff in appropriate doffing and donning techniques; the
staff at behavioral health facilities were unfamiliar with the
principles of using PPE, unlike their counterparts in tradi-
tional physical healthcare facilities.

Results

Several processes and guiding documents were developed
and implemented to continue operations, provide care to the
Persons Served (PS), and optimize mitigation strategies.
Processes

At the administrative level, COVID19-specific weekly phone

calls which included the participation of medical leadership
were implemented. This level of communication was a major
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change for the PIHP, in which the network’s Operations
Council traditionally has limited contact with the chief medi-
cal officer, and has only quarterly contact with the medical
directors of all CMHSPs.

A dedicated email account and resources webpage dedi-
cated to COVID-19 were also created for the network and
the local CMH. Additionally, we established a direct email/
text/phone link between the chief medical officer and the
PIHP-designated senior staff member to allow for quick bi-
directional communication. The next line of communica-
tion was opened between the chief medical officer and the
medical directors of all of the member CMHSPs. This was
set up as a weekly check-in phone call. Finally, each CMHC
agreed to set up a specific email address and or phone line
dedicated solely to fielding additional requests from patients
for medication refill requests and other associated questions.

Guiding Documents

A 4-tier consensus protocol and statement regarding modi-
fied operations for the regional partners (see Document 1)
was developed. All 12 CMH programs agreed to report daily
or more frequently as needed regarding active cases, emerg-
ing needs, and the tier/level of modified operations using
a unified and standardized reporting grid provided to all
CMHSPs (see Table 1 and Document 1). As the pandemic
progressed, this document became a central point of refer-
ence in communication between the PIHP, the CMHSPs.
We reviewed the screening questionnaires that were
developed by the CDC and the Health Department and
combined them in a unified and standardized COVID-19
screening tool for all locations (see Document 2). Protocols
for screening were established and standardized across all

Table 1 Reporting grid template for regional partner communication

MSHN REGIONAL UPDATES

COVID-19 Reporting Template

CMHSP NAME
STATUS UPDATE as of A
Active TIER 1,2,3,4

Consumer Count - Reported lliness

Consumer Count - Confirmed

County(s) Affected
Supply/Demand Concerns:
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regions. This included establishing a single point of entry to
every facility and using the screening tool on every person
entering each day. This also included self-screening for the
front desk staff. Furthermore, for staff who had been in con-
tact with a patient showing symptoms or screening positive,
we required temperature checks every 6 h (Document 2).

Most face-to-face appointments, including psychiatry,
psychotherapy, home-based care, and autism services were
modified to occur by phone or via a virtual platform, unless
it was absolutely necessary to see the patient in-person.
The CMHSP partners asked for guidance regarding which
patients were to be considered “absolutely necessary” to
see in-person. In response to this request, we developed a
document that provided guidance to medical and non-med-
ical staff regarding scheduling patient appointments based
on whether in-person contact was necessary. All routine
appointments were transferred to remote care, including
medication reviews, post-hospital visits with established
and stable patients, and medication refills. We limited in-
person visits to patients requiring injections, urgent psychi-
atric evaluations, or encounters regarding new and unsta-
ble conditions after hospitalization. Even for post-hospital
encounters, we recommended first considering a telehealth
encounter with the patient in a clinic and the physician on
camera from a different site (Document 4, Table 2).

To assist all our providers who may be new to telehealth,
we reviewed the American Psychiatric Association’s tel-
epsychiatry toolkit and ultimately decided that due to the
unprecedented isolation of the required quarantine our needs
were beyond the scope of these available guidelines (Toolkit
and Association 2020). Therefore, we developed a short set
of guidelines regarding the etiquette and framework of tel-
ehealth (phone or video) during pandemic times. We elected
to base the framework on cognitive behavioral therapy and
supportive psychotherapy as techniques which can be trans-
lated easily to a remote delivery format. In a pandemic situa-
tion, it was a concern that stigma, guilt, projection, splitting,
and denial could be common, and guidelines reminded the
provider to encourage reality testing as a coping mechanism
(Ahmedani 2011). To reduce paranoia and obsessive think-
ing, the guidelines suggested providing the person served
with a summary on how COVID-19 is and is not transmitted.
To encourage self-directed action and empowerment, pro-
viders reiterated information on social distancing and hand
washing techniques. The guidelines reminded providers to
leave opportunities for questions regarding technology and
accessibility. The guidelines for teletherapy are included in
Document 3.

A list of risk factors in the CMHC population for COVID-
19-related complications was compiled based on the infor-
mation available from the CDC and general medical wis-
dom. This list included older adults and individuals of any
age with underlying medical issues such as asthma, chronic
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Table 2 Simplified contact precautions protocol for CMH staff on site

Level of contact and relevant situations Practices

NO5 masks We are in a state of shortage

NO5s are to be used only by: Limiting use to symptomatic patients or HCPs caring for them will
—Actively symptomatic patient block the reservoir of infection

—HCP in close contact with and caring for a patient who is symptomatic

Level 2 Use gloves

Only when in close contact with: Use surgical masks and goggles

—Anyone who has screened positive
—Anyone showing actual symptoms of respiratory infection

Level 1 Use standard precautions
All screening staff and any HCP when in any proximity to: Erect a plastic barrier between staff and persons served
—Any individual, even if they have screened negative or they have If no barrier is available, use phones or tablets to communicate rather
unknown status than close contact and wear gloves while handling devices used by
the person served
At all times Use a single point of entry for all individuals entering the facility
All staff always Use a unified screener for all entering the facility

Screen everyone including yourself when you are onsite
Follow social distancing

CMH community mental health; HCP health care personnel; refers to all paid and unpaid persons serving in healthcare settings who have the
potential for direct or indirect exposure to patients or infectious materials, including: body substances, contaminated medical supplies, devices,
and equipment, contaminated environmental surfaces, contaminated air

Per CDC: “Based on what is currently known about COVID-19 and other coronaviruses, spread is thought to occur mostly from person-to-per-
son via respiratory droplets among close contacts. Close contact can occur while caring for a patient, including:

—Being within approximately 6 feet (2 m) of a patient with COVID-19 for a prolonged period of time

—Having direct contact with infectious secretions from a patient with COVID-19. Infectious secretions may include sputum, serum, blood, and
respiratory droplets

If close contact occurs while not wearing all recommended PPE, healthcare personnel may be at risk of infection”

For details see Document 4

Table 3 Stratification of patient encounters for remote care

Routine appointments: CDC recommends remote ~ Routine medication reviews
operations Post-hospital visits when the patient is stable and is an existing patient
Medication refills
Special consideration for remote care Immunocompromised i.e. Clozaril group
Patients taking medications for:
Post-surgical care
Diabetes
Hypertension
Other chronic condition: ie. MS, SLE, transplant recipients
Patients taking oxygen
Patients 70 or over
Patients with asthma or COPD
In-person appointments Injections
Urgent Psychiatric evaluations recommended when a negative outcome is a risk in 30 days*

Post-hospital for a new and unstable patient (may be done by tele-med where the patient is
in the clinic and doctor is off-site on camera)

CDC centers for disease control, MS multiple sclerosis, SLE systemic lupus erythematosus, COPD chronic obstructive pulmonary disease

*Negative outcomes generally seen as (a) inpatient treatment, (b) incarceration, (c) loss of life, or (d) acute or recent adverse drug reactions
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lung disease, serious heart conditions, severe obesity, etc.
Also included were immunocompromised individuals such
as those taking clozapine, those taking medications for dia-
betes mellitus, hypertension, post-surgical care, post-trans-
plant care, or chronic conditions such as multiple sclerosis
and systemic lupus erythematosus (Alavi et al. 2020; Daré
et al. 2019; Groups at Higher Risk for Severe Illness 2020;
CDC MMWR 2020; Manuel et al. 2013). Stratification
guidelines are included in Table 3.

Discussion

Mid-state health network (MSHN) covers a large geographi-
cal area in mid-Michigan and is the Prepaid Inpatient Health
Plan (PIHP) for twenty-one Michigan counties. Furthermore,
MSHN operates in partnership with the CMHSPs agencies
serving these counties. At the time of writing, our region
along with the rest of the state is gradually beginning to
emerge from the strictly enforced social distancing require-
ments. In the last several weeks, more clarity has emerged
via the CDC and the State of Michigan regarding mitiga-
tion strategies and how they can be implemented in behav-
ioral health settings. The processes and guiding documents
that were developed have been helpful in providing a cen-
tral point of reference and a unifying basis for maintaining
operational integrity while mitigating risks associated with
the pandemic. We recognize in many ways the process of
needs assessment, discussion, consensus building, develop-
ing guidelines, implementing guidelines, and continuously
reassessing guidelines was akin to building a plane while
flying it. Although the lessons learned from our mitigation
strategies are still emerging, we were able to successfully
implement the infection control guidelines that were man-
dated by the CDC and Michigan Department of Health and
Human Services (MDHHS). It is to be noted that the guide-
lines were not static, as new information emerged almost
daily regarding the spread of infection and the level of miti-
gation needed. The operational communication was found
by the team to be well directed and less frustrating than
anticipated. The presence of a critical response team with
operationalized physician involvement reduced the exposure
of staff and kept the necessary services running properly
by promptly making available communication and virtual
visits. Our team leaders/physicians and managers reported
increased efficiency in operational communication within
the “chain of command” and increased clarity in caring for
their patients during the pandemic. We were able imple-
ment a uniform screening and testing protocol to all mental
health sites in 21 counties as per CDC guidelines by effec-
tively identifying the structural needs of our organization
and putting together an all inclusive chain of command and
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communication strategy with strong physician input and
consistent policy implementation.

At the beginning of this process we anticipated chal-
lenges in the area of engagement from stakeholders and in
implementation across a wide array of service delivery sites.
We were pleasantly surprised to see that engagement from
stakeholders, both administrative leadership and physician
leaders, was enthusiastic and remained robust throughout
the initial weeks and continues to be so at this time. The
barriers that did emerge, and in some ways persisted, were
related to resources and access to services that were beyond
the reach of our region’s capacity to address. These chal-
lenges included difficulty in finding psychiatric hospital beds
for patients when they could not be maintained at home or
in the community. Coordinating the mitigation efforts with
the local health departments was another area requiring
improvement because in Michigan, the state-funded local
health departments and state-funded behavioral health ser-
vices operate in parallel rather than in an integrated fashion.
Another challenge was maintaining the quality of services
that were delivered in the community such as services to
individuals with autism, and intellectual and developmental
disabilities. Providers of these services reported difficulty
delivering services that have traditionally been provided
with close personal contact between providers and persons
served. Another unexpected challenge that emerged was
related to manpower and availability of caregivers in set-
tings where the risk of contracting COVID-19 was high.
This was partially helped by increasing the reimbursement
of direct care workers across the region; this was a finan-
cial undertaking that was substantial, occurred swiftly in
response to an emerging need and mediated by frequent
communication, and a uniform standard of operations across
the 12 CMHSPs.

The guidelines outlined here are neither all-inclusive or
universally prescriptive by any means. However, we feel
they can serve as a template that could be adapted to any
given point of care. The unique nature of CMHSPs, their
ubiquitous distribution, and the diverse leadership in dif-
ferent communities necessitates their continued adaptation
according to structural needs. Nonetheless, the readiness for
disaster management in the CMHSP setting warrants discus-
sion because of the vulnerable population receiving care.
We hope that these resources are helpful in their preparation
for any future communal emergencies and allows them to
continue to protect vulnerable populations from such threats
while safely providing optimal care during trying times and
we hope to report the quantitative outcomes and projective
modeling based on the impact of our mitigation strategies,
as the pandemic becomes contained to further analyze the
mental health system at different points of care.
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